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ABSTRACT 

This  document,  the  second  of  three  volumes  in  the 
U.S.  Congress  Office  of  Technology  Assessment's  "Adolescent  Health" 
series,  provides  background  information  on  aspects  of  ad»jlescents' 
lives  and  examines  the  effectiveness  of  prevention  and  treatment 
interventions.  Chapter  1,  an  introduction  to  this  two-part  document, 
provides  a  summary  of  the  contents  of  this  volume  as  well  as  an 
outline  of  the  series  as  a  whole.  Part  1  focuses  on  the  tjackground  of 
adolescent  health  and  provides  a  framework  for  viewing  the  lives  and 
social  environments  of  adolescents.  The  three  individual  chapters  in 
this  part  exELmine  respectively;  adolescent  development  that  may 
affect  health,  the  delivery  of  health  services,  and  public  policy 
with  respect  to  adolescents;  the  families  of  adolescents  aixd  models 
of  parent-adolescent  interaction;  and  school  environments  and 
discretionary  time.  Each  of  the  10  chapters  in  part  2  examines  a 
specific  health  problems  accidental  injuries?  chronic  physical 
illnesses?  nutrition  and  fitness  problems;  dental  and  oral  health 
problems;  Acquired  Immune  Deficiency  Syndrome  and  other  sexually 
transmitted  diseases;  pregnancy  and  parenting?  mental  health 
problems;  alcohol,  tobacco,  and  drug  abuse;  delinquency;  and 
homelessness.  For  each  chapter,  sections  are  included  on:  (1) 
limitations  of  existing  sources  of  data  on  the  health  problem,  the 
prevcQence  of  the  problem  among  adolescents,  and  differences  in 
prevalence  by  selected  sociodemographic  and  nonderaographic 
characteristics?  (2)  information  on  the  prevention  and  treatment  of 
the  problem;  (3)  relevant  federal  policies  and  programs;  and  (4) 
conclusions  and  policy  implications.  A  separate  index  is  included  for 
Volumes  I,  II,  and  III  of  this  "Adolescent  Health"  series.  (NB) 
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Foreword 


Adolescence,  the  poet  suggested,  "is  the  one  age  [that]  defeats  the  n:«taphor.*'  In  many  respects,  such 
as  legal  and  financial  dependence,  adolescents  are  still  children;  in  other  respects,  such  as  i&ysical 
development,  diey  approach  and  then  reach  adult  status.  In  part  becau%  they  expnience  profound  biological, 
enK)tionaI,  intellectual  and  social  changes,  adole^rents  as  a  groti^) — and  sonw  adolescents  more  than 
others — are  uniquely  vulnerable  to  the  impact  of  many  of  the  Nation's  social  policies.  For  numerous  reasons, 
policymakers  and  the  public  have  long  struggled  with  the  establishment  of  aj^priate  health-related  policies 
and  p3x>grams  for  adolescents. 

OTA's  report  responds  to  the  request  of  numerous  Membera  of  Congress  to  review  the  physical, 
emoticmal,  and  behavioral  health  status  of  contenq>oraiy  American  adolescents,  including  adolescents  in 
groups  who  might  be  more  likely  to  be  in  special  need  of  health-relied  interventions:  adolescents  living  in 
poverty,  adolescrats  btm  racial  and  ethnic  minority  groiq)s.  Native  Andean  adolescents,  and  adolesc^ts  in 
niral  areas,  hi  addition,  OTA  was  asked  to:  1 )  identify  risk  and  protective  factors  for  adolescent  health  problems 
and  integrate  national  data  in  order  to  undmtand  the  clustering  of  specific  adolescent  problems,  2)  evaluate 
options  in  the  organization  of  health  smices  and  technologies  available  to  adolescents  (including  accessibility 
and  financing),  3)  assess  qmons  in  the  conduct  of  national  tealtb  surveys  to  in^rove  collection  of  adolescoat 
health  statistics,  and  4)  identify  g^s  in  research  on  the  health  and  behavior  of  adolescents. 

Senator  Daniel  K.  Inouye,  Chainnan  of  the  Senate  Select  Committee  tm  Indian  Affairs,  and  Senator  Nancy 
Landon  Kassebaum,  Ranking  Minority  Member  of  the  Subcommittee  on  Education,  Aits,  and  Humanities  of 
the  Senate  Committee  <»i  Ls^r  and  Human  Resources,  were  the  lead  requesters  of  OTA's  adolescent  health 
study.  Requesters  included  Chairmen  or  Ranking  Minority  Membere  of  the  Senate  Appropriations  Committee, 
the  Senate  Commerce,  Science,  and  Transportation  Committee,  the  Senate  Finance  Conunittee,  the  Senate 
Labor  and  Human  Resources  Committee,  the  Senate  Small  Business  Committee,  the  Senate  Veterans'  Affairs 
Committee,  and  the  House  Interior  and  Insular  Affairs  Committee;  and  the  Chairman  and  six  senatorial 
members  of  the  congressional  l^JmoIogy  Assessment  Board.  A  letter  of  support  was  received  from  the  House 
Select  Committee  on  Children,  Youth,  and  Families. 

This  OTA  assessment  is  being  published  in  three  volumes:  Volun»  I,  Summary  and  Policy  Options; 
Volume  n.  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Services;  and  Volume  m, 
Crosscutting  Issues  in  the  Delivery  of  Health  and  Related  Services.  Volume  I  was  published  in  April  1991, 
and  Volume  in  was  published  in  June  1 991 .  Two  related  repons  have  already  been  issued  as  part  of  this  study 
(see  ^jpendix  A  in  Volume  I), 

OTA  was  greatly  assisted  by  an  advisory  panel,  chaired  by  Felton  Earls,  Professor  of  Behavioral  Sciences 
at  the  Harvard  University  School  of  Public  Health.  Michael  I.  Cohen,  Chairman  of  the  I>epartment  of  Pediatrics 
at  the  Albeit  Einstein  College  of  Medicine  in  New  York,  servwl  as  vice  chainnan.  In  addition,  many  individuals 
from  academia,  the  Federal  Government,  the  private  sector,  and  the  public  provided  information  and  reviewed 
drafts  of  the  assessment.  OTA  would  like  to  especially  thank  Camegie  Corporation  of  New  York,  and  its 
operating  pro-am,  the  Camegie  Council  on  Adolescent  Development,  for  their  generous  and  diverse 
assistance  throughout  the  cuun»e  of  this  assessment.  Finally,  die  members  of  our  Youth  Advisory  Panel — a 
group  of  21  individuals  ages  10  through  19,  who  met  often  with  OTA  staff,  v  ith  OTA's  advisory  panel,  and 
with  workshop  participants — were  essential  to  the  study.  These  young  people  provided  the  adolescent 
perspective  on  health  concerns  of  importance  to  young  people,  and  made  valuable  suggestions  for  improving 
health  services  and  health  policy.  TTie  final  responsibility  for  the  content  of  the  assessment  rests  with  OTA. 
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Chapter  1 
INTRODUCTION 


This  is  Volume  II  of  OTA*s  assessmrat,  Adoks-^ 
cent  Health.  This  voliin^.  Background  and  the 
Effectiveness  of  Selected  Prevention  and  Treatment 
Services,  provides  l^ckgroimd  infcmnaticHi  on  im- 
ponaat  aspects  of  adolesc^ts*  lives  and  detail  on  the 
effectiveness  of  selected  prevration  and  treatmoit 
interventions*  Volun^  I  is  entitled  Summary  and 
Policy  Options  (2).  Volume  III  is  entitled  Crosscut- 
ting  Issues  in  the  Delivery  of  Health  and  Related 
Services  (3). 

As  shown  in  box  UA,  which  lists  the  table  of 
contents  for  all  three  volumes  of  the  assessn^t. 
Volume  n  has  two  major  parts:  ^  PSait  I:  Background 
on  Adolescent  Health  and  Part  II:  Pkievention  and 
Services  Related  to  Selected  Adolescent  Health 
Coneys. 

Part  1:  Background  on  Adolescent  Health 
provides  a  fran^work  for  viewing  the  lives  and 
social  environments  of  cont^iqxmuy  adolescents. 
Chapter  2,  **What  Is  Adolescent  Health?'*  provides 
a  brief  overview  of  aspects  of  adolescent  develop- 
n^nt  that  may  affect  ^lesc^ts'  health,  the  deliv- 
eiy  of  health  services,  and  public  policy  with  re^>ect 
to  adolescents.  This  ch^>ter  notes  that  researchers 
have  found  that  popular  conceptions  of  ^lescents 
as  a  group  whose  behavior  is  overwhelmingly 
determined  by  * 'raging  hormones'*  and  of  adoles- 
cence as  a  period  when  to  be  abnormal  is  normal  are 
misguided.  These  miscon(^pti<ms  are  not  benign: 
they  may  have  deleterious  effects  on  attitudes 
towards  individual  adolescents  and  on  interactions 
with  individual  adolescents  and  on  policy  and 
program  development,  with  neglect  of  adolescents 
being  a  predominant  respond.  Adolescence  is  a 
period  of  profound  biological,  emotional,  intell^- 
tual,  and  social  transformation,  and  substantial 
societal  support  may  be  needed  by  adolescents  and 
their  families  in  order  to  promote  healthy  develop- 
ment. Chapter  2  also  discusses  conceptualizations  of 
health,  providing  background  for  the  broad  concep- 
tiialization  used  by  OTA  in  its  assessment. 


Chapter  3,  'Tarmts  axKl  Families*  Influence  on 
Adolescent  Health,''  addressi;s  a  most  inqxirtant 
aq>ect  of  adolescents'  lives  and  social  envircHunentSi 
their  families.  Research  suggests  &at  being  the 
f^rent  of  an  adolescent  requires  an  a{^m>adi  diiffier- 
ent  fircHB  that  roquired  for  t^ung  the  i^rent  of  a 
youngs  child*  But  relative  to  the  anKiunt  of  guid*' 
ance  and  suf^rt  provided  to  parrats  of  infants  and 
young  childr^  little  guidance  and  support  are 
provi^  to  parrots  as  their  chiMrm  mature  into 
adolracence.  Promising  models  of  {mrmt-adol^scent 
interaction  are  available,  howev^,  and  these  are 
reviewed  in  chi^ter  3*  Mcn^  rraearch  is  needed  on 
these  models  and  on  models  of  appropriate  govern- 
mental and  private  support  to  make  parents  more 
^^)roiaiately  available  to  their  adolescent  children.^ 

Chapto"  4,  "Schools  and  Discretionary  Time," 
turns  to  two  other  m^rtant  aspects  of  adolescents' 
lives.  These  two  facets  of  the  social  envirrament 
become  increasingly  inqxmant  as  adolescents  spend 
more  time  physically  away  from  their  families  and 
testing  a  range  of  skills^  beliefs,  and  bdiaviors. 
Although  little  systcanatic  en^>irical  research  has 
been  supported,  the  studies  that  have  been  conducted 
suggest  that  academic  and  health  outcomes  of 
adolescent  students  are  influenced  by  school  envi- 
ronments; studies  of  school  environments  and  the 
policy  in^lications  of  the  studies  are  reviewed  in 
chapter  4.  Also  discussed  is  the  time  that  adolescents 
spend  away  from  school  in  ''discretionaiy'*  activi- 
ties such  as  being  with  their  friends,  solitary  leisure 
activities,  doing  volunt^  work,  and  engaging  in 
hobbies.  Aldiough  infonnadon  is  again  scarce,  the 
chapter  focuses  on  the  q)parent  paucity  of  activities 
for  adolescents  that  are  satisfying  to  adolescents, 
conducive  to  healthy  development,  and  acceptable 
to  the  adult  conmiunity. 

Part  II:  Prevention  and  Services  Related  to 
Selected  Adolescent  Health  Concerns  includes 
chapters  5-14,  each  of  which  examines  a  specific 
health  problem  of  concern  to  policymakers,  the 
public,  parents,  and,  to  varying  degrees,  to  adoles- 


Woiumel^ummary  and  Foticy  Options  was  published  in  April  1991  (2),  and  Voiufr^  llt^-Crosscuttin^  Issues  in  (he  Delivery  cf  Health  and  Related 
Services  was  published  in  June  1991  (3).  An  onfer  fcnn  for  all  three  volumes  is  at  the  back  of  tfiis  puMication.  Cq>ics  for  coi^^re^omd  use  only  may 
be  obcained  by  contacting  OIA. 

^Family  faclor»  found  to  be  ^)ectiic  to  the  occurrence  of  particular  problems  (e  g,,  pregnancy  and  paimi^g;  alcol»>l,  tobacco,  and  drug  use; 
delinquency;  bomclcssness)  are  discussed  in  the  risk  factors  sections  of  the  chapter  in      U  of  this  vohime. 
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Prevention  and  Services  Related  to  Mental  Health  Problems 

11.  Mental  Health  Problems:  Pkevention  and  Seivices 
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Appendix 
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cents  themselves:  accidental  injuries  (ch.  5);  chronic 
physical  illnesses  (ch.  6);  nutrition  and  fitness 
problems  (ch.  7);  dental  and  oral  health  problems 
(ch.  8);  AIDS  and  other  sexually  transmitted  dis- 
eases (ch.  9);  pregnancy  and  parenting  (ch.  10); 
mental  health  problems  (ch.  11);  alcohol,  tobacco, 
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and  drug  abuse  (ch.  12);  delinquency  (ch.  13);  and 
homelessness  (ch.  14).  As  discussed  in  each  chapter* 
the  problems  reviewed  do  not  constitute  the  entire 
set  of  possible  adolescent  health  problems;  rather, 
the  intent  of  the  chapters  is  to  provide  detail  on 
selected  problems  illustrative  of  important  policy 


Chapter  1— ^Introduction  ♦  IhS 


Box  l^B^ummary  of  Mqfor  Policy  Options  Related  to  Adolescent  Health 

In  Voluim  I  of  diis  Rqxnt,  OTX  »igg^9  a  lai^  (rf  q>tioQS  that  could  be  mqil^iieiited  in  an  dicttt  to  belp 
inqnove  adote^mtt  teabh,  tnoadly  defined  (2).  Ttoee  major  opfksis  that  OTA  believes  Ccmgress  may  want  to 
consider  are  as  follows: 

L  in^piovii^  U.S.  adole^xnts*  access  to  ly^lHC^^ 

2.  PTStrocturbig     Invigcffating  Fled^  eflfoits  to  irairove  ^hd^crat  hraUb,  and 

3.  ioqmTvii^  i^es(»its*  cnviioiime^ 

Strategies  to  imptwt  U.S,  ^lescaits*  access  to  ai^n«^iii&te  health  services  indwJe: 

e  suj^KAt  the  devdcqnimit  ctf  ccntofs  ttiat  piovkte,  in  sdiods  and/or  amummitks,  compiehenstve  fflid 
accessible  service  designed  specifically  for  adolesccsits-^g.,  by  jnoviding  seed  mcmey,  continuation 
funding,  or  miK>ving  odsth^  finarcial  banieis; 

•  increase  financial  wcess— e.g*,  eiqsanding  Medicaid  to  immediately  inchicte  an  pocn*  adolescoits,  by 
incieasiiQ  acoe^  lo  {sriv^  iimaa»:e,     by  iiKreasing  outmadb  for  Medteaid; 

•  increase  legal  acc^  to  tealth  services— ^g**  by  sippcstii^  die  develoimem  of  a  model  &ate  statute, 
requiring  or  ccmd^cming  Stmes'  rec^i^  of  Federal  mcHieys  fnr  specific  pograms  on  sid>stantive  changes 
in  consent      ^mfikfentiality  r^ulationr, 

•  increase  support  fvn*  training     the  pnn^dm  of  beaUia^ 

e  empower  adblescents  to  gain  access  to  health  and  related  sefvices — r  ^\tthr«i^educati(Hiandenc(nuBging 
a<Mes(»it  paiticii^tion  in  the  d^ign  of  services. 

Strategy  to  retfntcture  and  invigOTalte  Federal  effints  to  imfnove  ad(descent  tmalth  include: 

•  create  a  new  locus  for  a  strcmg  Feck»l      in  ^{dressing  adc^esomt  healA  isai^ 

•  Arengthen  traditional  U*$.  executive  brmch  activities  in:  1)  prc^ram  developmrat  for  promising  or 
neglected  areas  of  intesveittum,  2)  researdh,  and  3)  data  cdlecticm. 

Strategies  to  inqnove  Oxt  social  environmoit  fot  adolescents  inchide: 

•  increase  su{qxnt  to  famili^  of  adolescents — e^gMdirough  tangible  sujqxKts  such  as  child  allowan^ 
flexiUe  woridng  houis,  and  through  pioviding  mfmmatioo  on  iqvpr^iiate,  lu^alth-promoting  parenting  for 
adolescoats; 

•  suf^xsit  iHiditicml  limitaticms  oo  adolesc^ts*  access  to  fimnns; 

•  suf^xHt  the  expansion  of  ^iI»opriate  recreaticmal  01^^^ 

•  monitor  die  effect  osk  ^lescents  of  the  inqiJemematkMi  of  die  National  and  €!oinmunity  Sovice  Act  of 
1990. 

In  addition  to  these  majcH'  qjtions  and  ^rategies,  which  cut  across  the  areas  examiimi  by  OIK  a  munber  of 
tqpic-specific  policy  opticms  are  listed  in  Volume  I  of  the  Report 

OTA  notes  that,  Bpm  fsom  ii^ialever  specific  strategies  the  Federal  Oovemmem  may  ad(^  to  imi»ove 
adolescents*  health,  tiiere  is  a  need  for  a  l^c  diange  in  an^oach  to  adolesce  health  issues  in  diis  coimtiy,  so  diat 
adolescents  are  apfnoacted  mm  syn^^tfi^ically  and  suj^xntively.  and  nm  moely  as  imiividuals  potratially 
riddled  widi  [mMems  and  bdiaving  b^y* 


issues.  This  detail  provides  support  for  the  major 
policy  options  discussed  in  Volume  I  of  this 
assessment  (see  box  1-B). 

Each  of  the  10  chapters  in  Part  11  follows  a  similar 
format.  A  background  section  in  each  chapter 
discusses  limitations  of  existing  sources  of  data  on 
the  adolescent  health  problem  that  is  the  focus  of  the 


chapter.  It  is  important  to  note  that  OTA  generally 
found  data  limitations  to  be  considerable.^  Using 
available  sources  of  data,  the  backgroimd  section  of 
each  chapter  also  provides  information  on  the 
prevalence  of  the  problem  among  adolescents. 
TTiese  sections  typically  provide  support  for  OTA*s 
conclusion  that  individuals  may  encounter  signifi- 


^Sec  app.  C.  'issues  Related  to  the  Lack  of  Inforaiatioo  About  Adolescent  Health  aod  Health  and  Related  Services/*  in  Vol.  I»  for  a  synthesis  of 
Umitatsons  fo  available  data 

O 
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cant  health  problems  during  the  course  of  adoles- 
cence.^ Also  js^sented  in  the  badcground  section  of 
each  diapter  is  available  infoimation  about  differ- 
ences in  prevalence  by  selected  saciodemogrcphic 
characteristics  (e.g.,  age,  gender,  race,  cdmicity, 
social  class,  and  residence)  and  nondemographic 
risk  factors  (e.g-,  family  factors,  community  and 
peer  influences,  biological  factws,  adolescents* 
beliefs  and  attitudes).  These  sections  provide  sup- 
port for  the  importance  of  targeting  interventions  to 
adolescents  based  on  demographic  characteristics 
and  other  risk  factoid  but  also  for  the  conclusion  that 
many  adolescent  health  problems  (e.g.,  alcohol  use, 
suicide)  cut  across  a  wide  variety  of  ages,  races, 
ethnicities,  and  social  classes.^ 

The  primary  focus  of  OTA's  analyses  in  the  10 
chapters  in  Part  n  of  this  volume  was  to  detmnine 
the  effectiveness  of  prevention  and  treatmem  ifurr- 
ventions  for  adolescent  health  problems.  Thus,  each 
chapter  in  Part  n  has  s^tions  on  the  prevention  and 
treatment  of  the  health  problem  that  is  the  focus  of 
the  chi^ter.  Information  is  jnesented  on  the  appro- 
priateness of  prevention  and  treatment  interventions 
and  problems  adolescents  may  encounter  in  gaining 
access  to  services.  Particular  attention  is  paid  to  the 
effectiveness  of  interventions,  in  terms  of  imi»t)ved 
health  outcomes  for  adolescents.  Evaluations  of 
preventive  interventions  for  ^olescents  suggest  that 
many  of  the  interventions  are  not  based  on  available 
knowledge  about  risk  factors,  and  that  too  many 
interventions  rely  on  attempts  to  change  individual 
behavior,  when  research—albeit  limited^ — has 
shown  that  primary  preventive  interventions  based 
on  automatic  protection  and  other  enviroimiental 
change  (e.g.,  legislation  and  regulation)  are  more 
effective  than  those  that  rely  solely  on  education  and 
persuasion.  Too  little  attention  has  been  paid  to 
secondary  prevention  through  early  intervention: 
adolescents  face  many  barriers  to  gaining  access  to 
needed  health  services.*^ 


Each  of  the  10  chapters  in  Part  n  also  includes  a 
section  on  Federal  policies  and  programs  that  are 
most  relevant  to  the  healdi  pt)blem  di^ussed  in  the 
chapter.  Inderal  agencies'  atteoticm  to  adolescent 
health  probl^ns  has  varied  over  time  and  by  topic^ 
with  much  attenticm  now  being  paid  to  illicit  (kug 
use  and  preventing  se^cual  activity.  OlA's  analysis 
identifies  a  number  of  problem  with  the  Fedml 
q^proach  to  adole^nt  health  topics.  A  major 
problem  is  the  veiy  limited  attrition  being  paid  by 
Federal  agracies  to  providing  adolescents  with 
needed  health  and  related  sarvices.  Another  problem 
is  that  the  sheer  number  of  congressional  commit* 
t^s  and  U.S.  executive  branch  agencies  and  pro- 
grams contributes  to  fragn^ntation  in  data  c^Uec- 
tion,  research,  and  service  delivery  related  to  adoles- 
cents.* 

rmally ,  it  should  be  noted  that  each  chapt^  in  this 
volume  ends  with  conclusions  and  policy  implica- 
tions.  Specific  legislative  options  pertinent  to  each 
of  the  issues  discussed  in  this  volume  (and  in 
Volume  in  of  this  assessmrat)  can  be  found  in 
Volume  l—Summary  and  Policy  Options  (2),  Ap- 
pendix A  of  this  volume  is  a  glossary  of  terms  and 
abbreviations. 

The  way  OTA  went  about  conducting  the  assess- 
ment— ^including  lists  of  workshop  participants  and 
members  of  OTA*s  Youth  Advisory  Panel  for  the 
Msessnwnt — is  described  in  ^jpendix  A  of  Volume 
I.  The  many  individuals  who  assisted  OTA  in  the 
development  of  the  three  volumes  of  this  Report  are 
listed  in  appendix  B  of  Volume  I.  The  congressional 
reqi^sters  of  the  assessment  are  listed  in  box  1-C 
below. 

Chapter  1  References 

1,  Osgood,D.W.,aiMlWilscm,JJC./*CovariatKraof  A^^ 

Fft^blems,"  p^>er  ]n«]»afed  imdcr  cotmact  to  Carnegie  Cotmcil  on 
Adolescent  DeveJopimiit  and  Carnegie  Coiporatto  of  New  Yorlc« 
Tot  the  Office  of  ltGiiiK>k>^  Assessment,  U.S.  Cocq^irss*  Washing* 


For  a  review  of  the  research  on  cavahasU>n  in  adolesoeni  health  proWons,  see  Osgood  ^  Wilson  {!).  CovariatioD  is  me  tender  of  heal^  pn>ld«iis 
to  CKXur  in  ibc  same  individiial  at  abon^ 

wit  is  sliB  unclear  for  many  jnT)Wcmswh^her<^  Aortlicr 
hmtlalton  of  the  evidence  on  covariatloii  is  that 

or  physical  problans,  NoneOicless,  there  is  evidence  for  statistically  significant  covariation  amos^  several  adotescent  t^alth  bchavtcwB  {l>. 

U  tabu  lar  summaiy  of  prrvaJcore  data  and  capsule  fitatancnts  of  adolescents  most  at  risk  (tisiially  in  tenns  of  denicgiapliic  cbatacteristics)  for  the 
proWcms  discussed  in  this  volume  can  be  fotmd  in  q^.  B.  "Burden  of  Healtti  Prottons  Am^  VS.  Adotest^nts,**  in  Vol.  IH  of  diis  Report  (3). 

«Thc  fact  ihffl  die  research  on  cnviiomncmalchai^  is  limi^  to  the  feet  that  mudi  of  the  lltetBturc  on  risk  fawrtois  limits 

studies  of  individual  or.  at  roost,  family  factors.  It  Is  also  difficult  to  evaluate  the  imj^ct  of  gk^  envbomnemal  changes  m  adolescents  fipedBcalfy, 

^aniera  to  toolth  services  are  discussed  in  each  chafXct  and  in  Vols.  I  acd  HI  of  this  ^^^f^cmt^^  (23>. 

•An  overview  of  Federal  programs  relevant  to  ^olcscent  healdi  can  be  found  in  ch.  19,  "The  Role  of  Federal  Agrtvries  in  Adolescent  Health,"  in 
Vol.  m  of  this  Repon  (3).  Major  poUcy  opticms  related  to  the  Fedml  role  in  adolescent  health  are  ptcscnted  in  Vol.  I  (2). 
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Box  i-C—4lequestars  of  OTA's  Adokscent Heidth  Report 
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Chapter  2 

WHAT  IS  ADOLESCENT  HEALTH? 


Introiiuctlon 

Although  analy^  by  OTA  and  others  certainly 
suggest  a  need  for  attention  to  the  health  of  U.S. 
adolescents,  it  is  in^>oilant  to  note  that  what  is  meant 
by  adolescent  health  is  still  not  all  that  clear  (37^6). 
Considerations  of  the  meaning  of  adolescence  and 
the  way  the  health  of  adolescents  is  conceptualized 
are  important,  because  such  conceptions  have  signif- 
icant consequences  for: 

•  judgments  about  how  healthy  adolescents  are; 

•  judgments  about  which  adolescent  health  prob- 
lems are  most  important; 

•  judgn^nts  about  what  health-related  policies 
are  justified;  and 

•  decisions  about  the  development  of  measures 
of  health  and  health  services  utilization  that  are 
in  tum  used  to  help  judge  the  need  for  changes 
in  services  and  policies. 

Conceptualizations  of  health  are  important  in 
considering  the  health  of  any  segment  of  the 
population,  but  because  of  the  unusual  social  status 
of  adol^ents  (55),  unique  issues  are  raised.  This 
chapter  provides  a  brief  overview  of  some  of  the 
basic  changes  that  occur  during  adolescence  and 
their  implications  for  adolescent  health  policy.  It 
then  discusses  issues  in  defining  health  and  adoles- 
cent health  in  particular.  As  discussed  below,  the 
focus  of  the  ch^er,  and  of  this  Report  is  on 
adolesc^ts  ages  10  through  IS  years. 

What  Is  Adolescence? 

For  some  adults,  the  period  of  adolescence  is  one 
they  would  rather  forget  (they  **  learned  llie  truth  at 
17**).  For  others,  it  is  aperiod  they  continue  to  recall 
with  happy  memories  (the  **Glory  Days**).  Probably 
most  adults  view  adolescence,  like  other  periods  of 
development,  as  a  period  of  both  positive  and 


negative  experiences  and  emotions.  But  there  is 
something  ai>out  the  intensity  of  adolescence  that 
marks  it  as  subjectively  diffmnt  from  otho*  periods. 
At  the  san^  time,  no  two  adolescent  ei^^oiences  are 
alike,  and  *'ciq>turing  the  adolescent  experience** 
(1 8)  in  research,  and  on  j^pw ,  is  a  difiicult  task.  This 
section  on  adolescoit  develqmicnt  reviews  evi- 
dence  for  the  notion  that  adotescence  is  '*a  social 
constract,  one  that  is  changing  even  as  we  examine 
it'*  (55).  It  then  describes  the  basic  biological  and 
cognitive  foundations  of  change  during  adolescence. 
The  ^tion  relies  heavily  on  chapters  by  Modell  and 
Goodman  (55),  Keating  (43),  and  Biooks-Gunn  and 
Reiter  (1 1)  in  the  recent  volume.  At  the  Threshold: 
The  Developing  Adolescent  (24),  which  should  be 
consulted  for  more  comprehensive  analyses,  and  on 
a  summary  of  these  clusters  and  others  by  Zaslow 
(S9). 

Historical  Perspectives  on  Adolescence 

As  Zaslow  notes,  **our  understanding  of  adoles- 
cence is  enhanced  by  placing  it  in  a  historical 
context**  (89)*  B^ic  physical  changes  do  marie  the 
transition  from  childhood  to  maturity  (see  below), 
but  the  long  period  that  we  now  refer  to  as 
^olescence  has  largely  been  constructed  in  re- 
sponse to  economic  and  social  changes  in  the  last  2 
centuries  (55).  According  to  Modell  and  Goodman, 
in  terms  of  the  current  social  status  of  adolescents, 
''The  most  critical  component  in  this  evolution  was 
the  spread  of  schooling. .  .**  (55).^ 

According  to  Modell  and  Goodman,  the  contem- 
porary idea  of  adolescence  in  Western  Europe  and 
the  U.S.  emerged  from  particular  economic  and 
$(Km\  circumstances  associated  with  industrializa- 
tion (55,89).  Just  prior  to  the  industrial  revolution, 
there  was  a  special  status  for  young  people  that 


^Modell  and  Ckiodman  provide  an  iotei«^ii^  ccmipanson  of  changes  in  tbe  smu$  of  adotesceots  and  the  relative  ixi^H»tatiee  of  scbooliog  v.  labor 
in  Great  Britain  and  die  United  Slates  (55).  Thi$  portion  of  Modetl  and  Ooodnmn's  analysis  sug^e^  that  it  is  not  only  ecoaiomk  fnves.  bat  the 
predomiiiam  ideology  of  a  nation  that  iteteiminea  a  nation's  social  strac^ 

structure  is  beyond  the  scqjc  of  this  Report  As  summarized  by  Modell  and  Goodman,  tbc  British  tended  to  be  more  oomnied  with  Inculcating  and 
maintaining  ''intexnalizsd  codes  of  behavior  ^ropriaie  to  one's  station  in  life,"  whik  the  Americans  weie  hitocsted  in  ^*conveyli^  to  Its  citizens  tbe 
KQse  of  a  capacity  to  master  wliatever  situation  might  arise"  (55).  Tims,  "when  American  school  aothoriiies  urgent  diUdren  to  stay  in  school,  they 
refkcied  die  ito>logk:al  stractures  that  held  that  extended  schooling  meant  of^portonity*'  (55).  In  omtrast,  the  British  system  made  decisions  eariy  on 
about  educational  and  thus  emptoymoit  opportunities  fm  yomg  people.  Vot  example,  until  1^1.  Britons  as  ymiQg  as  ages  1 2  and  1  i  could  attend  school 
for  only  half  a  day  and  leave  school  ^  age  14  (55).  Tbe  Anac^ean  experience  was  also  marlced  by  a  great  inOux  of  tmsldlled  immigrants  at  amund  tbe 
turn  of  the  ccaitury*  with  fewer  requirements  for  Uk^  labor  of  children  (55). 
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*'gave  modest  recognition  to  [youth]  as  [a  poiod]  of 
preparation  for  adulthood'*  (SS).  But  in  tUs  period, 
''youth  roles  were  almost  continuous  with  adult 
roles**  (5S).^  In  the  agrarian  societies  that  ^iedc»ni- 
nated,  tht  family  was  die  primary  economic  and 
social  unit  and  thus  the  dominant  force  in  an 
individual's  life.^  Occupational  choices  were  lim- 
ited and  fairly  well-defined. 

With  the  coming  of  the  industrial  revolution  and 
the  urbanization  of  industrialize  nations,  the  pro- 
gression from  childhood  to  adulthood  became  more 
difficult: 

It  was  no  longer  entirely  clear  what  sitp$  one  had 
to  take  to  become  an  aduh.  The  shrinking  of 
opportunities  fcH*  famung  led  families  to  encourage 
sons  to  seek  other  professions  r^uiring  formal 
training.  The  tradition  of  api^tnticeship  declined. 
Adolescents  became  economically  dependent  on  the 
family.  Adult  roles  wefe  no  longer  inherit^  and 
prescribed,  but  now  involved  choice  and  initiative 
(89). 

Whereas  before  young  people  were  integral  to  the 
economic  survival  of  their  families  and  thus  to 
society,  they  came  increasingly  to  be  seoi  as 
"marginal"  (55),  For  a  while,  young  people — 
especially  those  in  cities — ^were  viewed  as  * 'brash 
and  troublesome/'  This  perception  shifted  to  a  view 
of  young  people  as  vulnerable  and  in  ne^  of 
help/*  and  ''various  exn^amilial  institutions  came 
into  being  to  help  socialize  individuals  into  the  new 
corporate  and  bureaucratic  world*'  (55 J2).  Oiief 
among  these  extrafamilial  institutions  was  the  public 
high  school,  which  was  becoming  an  upward  route 


into  the  American  middle  class  (55)*^  Other  institu- 
tions (e.g..  Boy  Scouts,  settlement  houses^)  also 
became  part  of  the  child  develqnnent  movement.^ 

As  summarized  by  Modell  and  GcKximan: 

With  the  indumializaticm  and  urbanizaticm  of  the 
nineteoith  coitury,  tte  <»d^ly  pn[>giession  oS  young 
people  toward  adulthood  becan^  so  wklcly  pnAlem- 
atic  th^  concerned  middle-class  adults  elaborated  a 
sp^ialized  voc^talaiy  and  set  up  special  institutions 
fear  addescoits  (55). 

According  to  Modell  and  Goodman,  ''no  single 
individual  did  more  to  popularize  and  solidify 
adolescence  as  a  critical  develqmiental  phase  than 
G,  Stmiley  Hall,"  the  psychologist  and  author  of  the 
1904  volume  Adolescence:  Its  Psychatagy,  and  Its 
Relations  to  Anthropology,  Sex,  Crime,  Religion, 
and  Education  (28,55)«  According  to  Modell  and 
Goodman,  Hallos  volume  "contributed  to  the  coop- 
eration in  America  between  academic  psychology, 
the  n^idly  ^reading  public  school  bureaucracy,  and 
the  lesser  groiqnngs  of  fm>fessionals  outside  the 
schools  committed  to  the  task  of  aiding  child 
development*'  (55). 

Hall  and  his  followers'  conception  of  adolescence 
was  as  aperiod  in  which  aperson  is  virtually  reborn; 
it  was  "a  phase  of  upheaval  and  trauma,  storm  and 
stress,  corresponding  to  mankind^s  evolutionary 
progress  from  savagery  to  civilization'*  (55).^^^ 
These  conceptions  of  adolescence  also  became  "a 
powerful  justification  for  the  institutional  speciali- 
zation and  even  segregation  of  youth,  so  they  might 


^Tbc  term  youHi  was  ti«cd,  Iwr  it  wa»  not  s^e-spccific.  and  il  overiappcd  c«wt<Jcmbly  wiUi  ok  erf  ibe  tcnn  chiWbood  (55).  •'Ycoih"  refened  to  "an 
extended  stage  defined  by  the  ecooomtc  status  and  role  of  ibe  individDal  wbo  was  not  ftlly  ckpendeot  on  liis  or  her  patttils  for  econamsc  support,  wbo 
oontributed  to  the  financial  stability  of  the  family,  but  who  was  nonetheless  not  in  a  postticm  to  assume  an  ind^^iendeni  adoU  rote  and  set  up  his  or  bcr 
own  hoiisdiold**  (55).  Individuals  as  youi^  as  age  12  or  as  old  as  age  24  could  be  referred  to  as  youths,  but  the  tenn  diildren  encompassod  individuals 
^es  IS  or  21  and  youogcr  <55), 

'Modell  and  Goodman  note  the  tradition  of  **fosterit^  out'*  that  seems  contraiy  to  the  dominance  of  the  family  of  origin  (55).  QtitdrcD  wtio  were 
''fostered  out* '  woiked  in  other  households  while  they  were  aged  1 2  to  1 5 .  This  tradition  {nt>vidcd '  'further  tndnir^  in  economic  roles,  [and]  a  traiisitioiial 
period  toward  independence  but  withto  a  family  setting**  (89)- 

^Eventually,  the  *'total  high  school  experience  (became)  romanticized  as  an  q>isode  of  irreplaceable  social  and  personal  discovery.  The  bS^  school 
popularized  a  new  imi^c  of  youth. .  .as  a  creative  and  progi^sive  lift  st^**  (74).  The  reality  of  the  contonporuy  high  school  experience  varies 
consi<Urably»  of  course.  Evidence  for  die  unpact  of  middle  and  hi^  school  environments  on  i»lo)esco!it  health  is  reviewed  in  ch.  4.  "Schools  and 
Discretionary  Ttme,*'  in  this  volume. 

^Settlement  houses  were  institutions  providing  various  community  services,  especially  to  large  city  populations. 

^At  about  the  same  time,  tbcir  was  concern  about  the  fate  of  children  on  a  nati<mal  level.  The  estali^shmail  of  a  Children's  Bureau  in  the  U.S. 
executive  branch  is  described  In  ch.  19,  *  "The  Role  of  Podaal  Agencies  in  Adolescent  Health.'*  in  Vol  m. 

>Tb  Hall  and  his  followetSr  each  stage  of  life  coiiesponded  to  the  developnKntal  process  of  (he  Imman  race  as  a  wiK>)e  (55). 
*As  discussed  elsewhere  in  this  Report,  this  foimerly  popular  notion  has  been  discredited  (24).  Such  notions  led  to  the  view  that  poor  healthy  in 
particular,  poor  mental  health,  odd  behavi<^,  and  subjective  distress*  wcie  to  be  expected  dimng  adolescence. 
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more  productively  act  out  phase-specific  tmmoil 
understood  as  characteristic  of  their  age''  (55). 

It  is  usually  more  difficult  to  characterize  contem- 
porary times  than  to  reflet  on  historical  changes.^ 
As  noted  above,  there  are  many  adolescent  experi- 
ences, in  the  i^t  (55)  and  in  modem  times  (12a).  It 
s^ms  fair  to  say  that  many  of  the  changes  in 
conceptualizations  and  social  stroctuxe  of  adoles- 
cence that  occurred  following  the  industrial  revolu- 
tion (e.g.«  28)  persist  today.  As  summarized  by 
Modell  and  Goodman: 

At  the  beginning  of  the  twentieth  century,  most 
youth  were  in  the  w<»k  force,  tm  in  school.^^  Good 
behavior  was  positively  sanctioned  not  promises 
of  future  utility  and  reward  but  immediate 
payment  and  prefemmi.  Bad  bdiavtor  was  sanc- 
tknml  negatively  not  by  physical  or  social  humilia- 
tion but  by  the  thieal  of  dismissal.  At  the  same  time, 
mairiage  was  typically  far  in  the  future,^  ^  and  a 
youth*s  commitment  was  solidly  to  the  family  of 
origin. 

There  were  many  points  of  tension  in  the  timi-of- 
century  transition  pattern. .  .The  nuxial  adolescent 
increasingly  found  herself  or  himself  at  school,  and 
his  or  her  perceived  needs  and  deficiencies  changol 
accordingly.  School,  unlike  the  work  force,  is  an 
age-segregated  institution  which«  by  its  nature, 


focuses  on  socializing  young  people  for  adult 
roles. .  .In  th[e  school]  setting,  adolescoice  has 
evolved  as  a  transitimal  period  of  preparation  for 
adulthood  (55), 

In  late-20th  century  United  States,  there  is  some 
ambiguity  atK>ut  social  expectations  during  adoles- 
cence (Im)x  2-A),  althou^  there  ccmtinues  to  be 
consicferable  age-segregation  of  youth.  Staying  in 
school  until  high  school  graduation  (typically  age 
18^^)  or,  increasingly,  beyond  (i.e.,  college  or 
graduate  school)  is  the  fmfemd  norm"  (87).  Tliere 
is  increasing  concern  that  adherence  to  this  norm 
results  in  the  neglect  of  the  millions  of  young  people 
who  do  not  go  on  to  college — the  so-called  **forgot- 
ten  halT'^^  (87),  as  well  as  to  a  jHolonged  sense  of 
rolelessness  among  young  people  who  remain  in 
school  (6(ta).  The  young  people  who  do  not  go  on  to 
college  and  who  obtain  jobs"  may  be  better  able 
than  young  people  still  in  school  to  perceive 
themselves  as  adults  in  some  respects  (i.e.,  they  are 
more  financially  independent),  but  the  reality  is  that 
tl^  initial  earning  power  and  the  long-term  prospects 
for  advancement  of  these  yoimg  people  have  de- 
clined considerably  in  comparison  with  the  earning 
power  and  prospects  for  advancement  of  yoimg 


^As  Modd!  aod  Goodmacu  note,  however, '  *sDcial-histohca!  accotxots  are  rarefy  defmitsve*  *;  chos,  a  diapter  like  theirs  is  nocessanly  inteipfetive  (55). 

^  1900.  U.S.  males  typically  left  school  m  age  16  aod  eniered  the  work  forte  at  age  15.5.  British  males  left  school  at  ^e  13  and  oiteied  the  work 
force  at  age  14  (55), 

*^Tbe  typicaJ      of  marriage  for  VS.  females  in  1900  was  22.5  years;  in  I960,  ii  was  about  20  years;  and  io  19S0,  about  24  years  (55). 

t^HlMnii  anempting  to  c<»ne  to  a  definitive  defmitioo  of  adolescoice,  OTA  decided  to  focus  this  IKepon  on  10^  tfarou^  18-year-olds.  Many 
iodivkduals  have  begun  puberty  by  age  10.  aod  health  issu^  of  young  adokscems  have  been  relatively  neglected.  While  the  kgal  age  of  mii^ty  is  IS 
in  most  Stales  (and  thus  many  iS-year-olds  are  legally  adults),  many  adolescents  are  still  tn  high  school  at  age  18  mid  ibas  art  ram  or  less  defvcndcnL 
High  school  completion  c<»itinucs  to  define  the  end  of  adolescence  in  many  ways;  i^e  1 8  is  used  as  a  surrogate  marker  for  high  scAkool  compkticm.  As 
discussed  in  ibc  W.T  Oram  Conmsisst on  report  the  fact  of  high  school  graduation  legally  becomiog  an  ad  vlt  creates  a  whole  new  set  of  cootiflgeocks 
and  opportimities  for  addressing  health  issues  (87).  OTA  fell  that  attempting  to  address  ih^ 

compromise  its  overall  efifon;  however,  this  does  not  mean  that  die  pc^t-high-schot^  period  is  not  potentially  frauj^t  with  l^di-related  difficulties  and 
does  not  deserve  aitcmim)  (58,87). 

The  Report  tries  to  be  as  specific  as  possiHe  in  refaring  to  mlolescents  of  different  devdopmratal  stag^.  However,  much  of  the  neseaicfa  refers  to 
adolescents  of  unspecified  ages.  When  ages  arc  iadicak4,  tte  adolcsccttts  involved  in  the  research  arc  mate  likely  to  be  otdo^  thanyDunger  adolescents. 
As  a  general  matter.  10-  to  14-year-olds  are  considered  early  adolescettts,  15-  to  17-year-oldis  are  considered  mii^e  adotesc^ts,  and  18-  to  2 1-year-olds 
are  considem!  late  adolescents  (e.g..  18).  Buu  as  discussed  below*  age  is  not  an  iitmclad  indicator  of  devdopnratal  status. 

^^In  1988«  80  percent  of  US,  25-  to  29-year-olds,  md  approximately  70  percent  of  those  25  and  oWa,  had  been  graduated  from  high  school  and  had 
some  college  (76).  Many  individuals  finish  high  school  and  go  on  to  coU^.  Intt  do  not  complete  4  years  of  college.  In  1988.  60  penxst  of  U.S.  25- 
to  29-year-olds  had  completed  at  least  12  years  of  high  school,  but  had  less  than  4  years  of  college  20  percent  had  conq>leted  4  or  more  years  of  college 
(76), 

<<Tbt  calculation  that  "halT*  are  fc^goiten  is  based  on  the  20  miilioQ  16-  to  24-year-olds  to  the  U.S.  population  who  have  not  graduated  from  high 
school  or  gone  on  to  college  and  who  are  imlikely  to  go  to  college  (87).  Note  that  this  calculation  is  somewhat  dififmnt  from  calculations  of  the  numbers 
who  have  been  graduated  from  high  school  or  gcme  to  college  by  age  25  or  oldo*  <76). 

J*ln  June  1991.  unetuployroent  rates  for  young  U.S.  workers  ages  20  to  24  were  9.9  p^^ccot  for  whiles  and  22.7  percettt  for  blacks  (83).  In  June  1991, 
unemploymeitf  rites  for  adolescents  ages  16to  19were  17Jpcrcetxt  on  average(19.9  percent  forwhiteokales),  and  33.7percent  for  blacks  (37.4  percefU 
for  black  males)  (83).  Unemployment  rates  are  calculated  only  for  those  wtM>  are  looking  for  employment;  tt^  do  not  inchidc  adolescents  attczKitog 
school  keeping  house*  or  adolescents  who  are  discouraged  workers,  defumd  aspmcms  whodid  not  look  for  worit  because  they  beheved  that  no  jobs 
were  available  in  the  area  or  that  no  jobs  were  available  for  which  they  could  <|t»alify  (83). 
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Box  Z'A—Exwt^    IHffmnas  ia  Oie  Ugal  StOus  qf  V^,  Adokseents  by  Category  ofMvity 

Altho^  the     of  m^joritjr  b  18  to  lO        but  tinw  ^ 
addcM^  can  legally  issanie  adolt^ito  fig^ 
orobligaikotoiiaBaion,and.ioiiietiaiBs,tte 

•  iD«abletDWDikpaitttoieatHfotItlineat«gel6^(84): 

•  areaUetotoavesdiodatl4,ltf.l7.wl8.<lqnKliiigoDtteState?(76): 

•  canbeIioeasadtO(lriveati«el4'orl6(2a)'. 

•  aBaUetobuyc^areaesat^l7(80); 

•  areildetDKi^oQitfraclsatage  18*; 

•  aivabletoc(»semtoltealthcmatagel8orl9.excepctofiveStiaes'(27J^^ 

•  are  able  to  vote  at  a^  18  (Mdic  Law  91-285); 

•  must  eaUtt  for  draft  at  18  (inales)(I\ililfa:Uw  96-107):  and 

•  are  able  to  buy  akobol  at  age  21  (78). 


(6^  mol  18  ia  Wjmaiqy  «ged  21  Id  Aifciiicn). 


people  who  go  on  to  coUege  (87).^^  The  impact  of 
••rolelessness**  on  adolescent  health  is  less  well- 
documented,  but  anecdotal  evidence  suggests  that  it 
may  be  considerable. 

In  addition  to  the  lengthening  of  adolescence, 
biological  changes  in  the  past  2  centuries,  induced 
by  the  control  of  infection  and  better  nutrition,  have 
caused  adolescence  to  begin  earlier,  at  least  in  the 
biological  sense  (29^2).  According  to  McAnamey, 
recent  decreases  in  the  average  age  of  menarche 
have  occurred  at  approximately  3  months  per  decade 
(52).  Thus,  at  the  turn  of  the  century,  the  average  age 
of  menarche  in  the  United  States  would  have  been 
about  14  V2  years  of  age,  approximately  2  years  older 


than  the  cuirent  average  of  about  12  V2  years  (29J0). 
As  discussed  below,  maturation  of  the  reproductive 
glands  (e*g.,  the  ovaries  and  testes)  begins  at  about 
ages  9  to  10»  befool  overt  signs  of  reproductive 
maturity  such  as  n^struation  (68).  Thus,  individu- 
als are  becoming  reproductively  mature  at  earlier 
ages.  Although  she  is  in  the  minority  with  respect  to 
the  upper  age  bound  for  adolescence,^^  Baumrind 
suggests  with  good  reason  that  contonporary  ado- 
lescence can  be  said  to  i^imn  ages  10  through  25,  with 
biological  markers  indicating  the  younger  age  bound- 
ary and  social  changes  (end  of  posts^ondary 
education,  marriage)  indicating  the  upper  boundary 
(6). 


AcconliQg  10  ibe  W  T  Gran!  Comtmssioo's  analysis  of  data  from  U.S.  Census  Bwrcau  Cument  Pdimlatk>ii  Surveys,  b^wt«o  1973  and  1986  real 
mean  amwl  eamingsof  2a  to  24^ycar^ld  cMUa^ 
fofhigbsclKH>Igf^i!alcs.  I6pcjccntfort^^ 
wniDgsofsligbUyoMcfgroiq)^ 

^^Othff  bcmndartes  on  adoicsccnce  include  ages  10  !o  20  (2);  ages  10  to  18  (39);  ages  10  to  18  and  10  to  19  (3^8);  a»S  ages  12  to  17  i46) 
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Adote809fx»  Is  a  period  of  profoufKi  bk^^ 

inMtoctual,  and  sooial  transformation. 

In  the  contemporary  United  States,  the  core 
**develQpn^ntal  tasks' of  adolescoice  can  be  said 
to  be  the  following  (18): 

•  becoming  emotionally  and  behaviorally  inter- 
dependent*  ratho*  than  dq>radent; 

•  dealing  with  emerging  sexuality; 

•  acquiring  inteipeiwnal  skills  and  preparing  fm 
mate  selection; 

•  acquiring  educaticHi  and  other  expeneiKes  needed 
for  adult  work  roles;  and 

•  resolving  issues  of  identity  and  values. 

Societal  expectations  may  make  i4)propriate  com- 
pletion of  the  develoimental  tasks  difficult  by  at  the 
same  time:  i)  expecting  all  adolescents  to  take  one 
developmental  padiway;  2)  sending  ambivalent 
messages  about  the  conviction  of  adolescence  and 
the  beginning  of  adulthood;  and  3)  lending  relatively 
little  support  for  coping  with  developmental  changes. 

A  return  to  a  more  suuctured,  family-dominated, 
agrarian  life  in  the  United  St^es,  and  thus  a  nK>re 
well^efined  adolescence,  is  unlikely;  in  any  event, 
it  would  be  foolhardy  to  rwnanticize  fn^-20th 
century  life  for  young  people  (55).  But  in  consider- 
ing public  policy  related  to  adolescents,  it  is 
important  to  recognia!:e  that,  a^  a  consequence  of 
economic  and  social  changes,  the  years  of  prepara- 
tion for  adulthood  in  contemporary  times  may  be 
**fuiler,  tenser,  and  more  overwhelming  for  the 


young  people  moving  through  them'  *  (55);  ihcy  may 
also  a  longer  portion  of  an  individuates  life.  As 
noted  by  Modell  and  Goodman  in  the  conclusion  to 
their  chapter, '  *the»  ol^ervations  may  be  somewhat 
tnwbling  to  readers/*  but  the  notion  that  adoles- 
cence is  a  social  constmct  **^ould  not  deflect  our 
attention*  Rather,  the  malleability  of  adolescence 
points  to  the  deep  inq>oftance  of  un(krstanding  its 

attributes  within  a  concrete  context;  [yloung 

people. . .  need  more  guidance  firom  caring  and 
watchful  adults'*  (55).*^ 

Succeeding  parts  of  this  ^tion  provide  a  brief 
review  of  basic  physiological  and  cognitive  founda- 
tions of  change  th^  occur  disring  adolescence.  Hie 
recent  bode  At  the  Threshold:  The  Developing 
Adolescent  jnovides  a  more  comprehensive  review 
of  the  knowledge  base  on  adolescent  development 
(24),  Und^-standing  these  changes  is  basic  to 
understanding  the  experiences  of  contenH>orary 
adolescents. 

Basfe  Philological  Changes  in  Adolescence 

Physical  development,  in  partictdar  *  *tbe  spectac- 
ular development  of  the  reproductive  system**  (69) 
permeates  every  Bspeci  of  development  during 
attolescence,  especialfy  early  ^oli^cence  (1 1 ,24,69)* 
The  progression  of  physical  development  during 
adolescence  has  been  well-described  (see  1 1,69),  but 
the  physiological  mechanisms  responsible  for  initi- 
ating and  regulating  maturation  and  bodily  growth, 
and  the  environmental  factOTS  that  may  interact  with 
biological  ones  to  enhance  or  impede  maturarion  are 
still  not  fiilly  understood  (1 1,68). 

Overt  Physical  Changes  in  Adnlescence 

Figures  2-1  and  2-2  present  several  of  the  critical 
overt  physical  a^>ects  of  the  developmental  course 
of  adolescen  Te  in  relation  to  each  othen  the  height 
spurt,  the  begiiiniag  of  menstruation  (menarche), 
breast  development,  and  pubic  hair  development  in 
adolescent  females  (figure  2-  i);  and  the  height  spurt, 
penile  and  testicle  development,  and  pubic  hair 
development  in  males  (figure  2-2).  In  females,  Ae 
height  spurt  takes  place  between  9.5  and  14.5  years 
on  average;  menarche  between  10.5  and  153  years 
on  average;  breast  development  in  five  stages 


^^Dt^^icpmema!  tasks  m  skiUsu  levels  of  acbievcsscDf,  and  social  adjustn^t  considered  important  at  ceitain  ^ges  for  the  ntcccssfut  adjustxneot  of 
(he  iodividoaL  and  for     individual  to  pmgKU  to  the  neit  of  develojmiefit  (e.g..  adulthood). 

i^The  thai  it  is  imp(»iani  to  itnrtcmand  the  cumnt  social  context  for  young  people  was  also  rdkctod  in  the  W.T  Grant  Conaniasica  irport  on 
youth  ages  16  to  24  wt»  do  not  on  to  ccUege:  '*Thc  woiW  armmd  us  has  changed,  trot  our  institutions  have  aot  re^ionded  with  Ae  floUbility  required 
to  help  lay  a  new  foundation  under  young  famihes  and  their  children"  (87). 
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Figurp  2-1— SeqMn<»  and  Thning  of  Four  Key 
Pubertal  Events  During  Adtotescenoe: 
Adotescant  Females' 


Figure  2-2— Sequence  and  Timing  of  Four  Key 
Pubertal  Events  During  Adolescence: 
AdoiMMnt  Mates* 
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^Nel»  that  th«  tigurv  Indicates  av»ra0M,  rang«a,  and  tha  normatlva 
aaquanoa  for  fou' apad  fio  avama .  The  hoftzo9Ha!  f^w^ 
maiMtf  puNc      ttand  for  Ka  atfvant  and  dawatopmanl  Tha  rating 
mimbara  lorpuNeMr  Irafioato  atagaa  of  pubart^  davatopinant  (69).  TTw 
appaamnca  of  lha  bra^  bud  la  aa  a  nia  tha  ffrat  atgn  9f  pob^  in  tha 
famala,  though  ttta  appaaranoa  of  pulsOo  hair  imy  aomatinm  prao 
Stagw  of  braaat  da^atopurfnt  are  hworpor atad  taithbi  tha  ao)>d  gna  to  tha 
fight  ^  tf^  amd  teaaal  Tha  fanga  of  thnaa  tor  appaaranoa  of  tha  brv^ 
biKi  tha  bagtnnkig  of  pubic  hair,  manaraha.  am5  peak  voftaity  In  ha^ 
thoam  diraetly  undar  thoaa  avanta  (99). 

SOUBC£:  J.M.  Tannar .  Qnmth  af  AMmmmK0. 2d  ad  (Oxford.  en9tand: 
BteHwailSdantfflcPvbHoatlona.  lQ62).Rapf1ntadariihpannlft- 
aion* 


between  ages  8  and  18;  and  pubic  hair  development 
in  several  stages  between  ages  U  and  14  (figure 
2-1).  In  males,  the  acceleration  of  penis  growth 
begins  on  average  at  about  age  12.S,  but  sometimes 
as  early  as  lO.S  and  sometinM^  as  late  as  143  (70). 
According  to  l^er,  ''the  sequence  of  events* 
though  not  exactly  the  same  for  each  boy,  is  much 
less  variable  than  the  age  at  which  the  events  occur. 
The  spurt  in  height  and  other  body  dimensions 
begins  on  average  about  a  year  after  the  first 
testicular  enlargement  [ages  10  to  13*5]  and  reaclK^s 
its  maximum.  •  .after  about  a  further  year. .  (fig- 
ure 2-2)  (70).  At  various  points,  dramatic  changes 
occur  in  other  body  systems  (e.g..  weight,  facial 
^nicture  and  expression,  brain  structure)  (see  figure 
2-3)-  The  fact  that  these  changes  are  not  simulta- 


^Nolo  that  tha  fi^ira  Indioatas  avaragaa  and  rangaa  tor  foi^  spaotfic  «^ 
as  won  as  tha  avaraga  aaq^^nea  of  four  pubertal  avanta,  aa  fotkm 
a(^ld  araat  maikad  par^  «id  faatis  rafmaafit  a  ganamf  pletura  of  fha 
pwM^aooalaratadfnia^olthaaaorgai^  andthahorfnntalflnaiand 
rating  mirntwramaitad  pubic  hair  stand  for  tteadvant  and  divak^manl 
v^h  tha  rnttng  mmbar a  lor  puWe  hatr  tndloating         of  pidMrtal 
dav^opffiant  (69).  f^uraa  lor  tha  range  of  agM  at  vvhtoh  tha 
hfi^  and  fbr  partb  and  taatia  graafth  begin  mnd^  m  Inaartad 
undarnaaththafiratandlaatpo<ntaofthaour¥aaorbara.Thaaooafaratk>n 
of  pmis  gn»art^  f^  wmp^.  hagtna  on  avwaga  at  about  ago  13,  but 
aomatinmftQoot^asaar^aa  11.  and  aom^bnaa  as  (ataaa  14^^  Tha 
oompletto  of  pants  davabpmant  uauaShr  oocgra  about  age  1S»  but 
aomatimMat  l3^^andafimattnTaaat17.  Atagas  13and  14,thafaiaan 
anornKHtt  vBflabUlty  among  aiy  gnMip   boya,  laho  range  praotl^^ 
fha  way  from  oomptato  mah^  to  itibaokita  ptfaadoteaoaooa.  The 
aaquonca  of  avanta,  though  not  exactly  the  aame  for  mmy  adolaacant 
nmta.  is  rmioh  ^  wMla  than  tha  tima  at  whioh  tha  avanta  ooour  (M). 

SOUf^E:      Tannar,  Gmmtfr  at  AMMoma,  2d  ad.  (Oxford*  England: 
Btaclcwaff8c9»antffk:Pubfiofittons.  19e2).Rap«1ntadwfthparmfa- 

slon. 


neous  is  in^xntant  to  understanding  what  individu- 
als face  during  ^olescenc^* 

Hormonal  Changes  in  Adoieseance^ 

In  addition  to  confrontmg  overt  and  discontinuous 
changes  in  themselves  and  others,  with  attendant 
concerns  about  being  **nonnal/*  adolescents  must 
begin  to  deal  with  sexual  arousal  and  other  interna! 
changes  (11).  Prior  to  and  during  adolescence,  tibe 
following  normative  physiological  and  hormonal 
changes  ocx^ur.  as  sununarized  by  Susman  and  her 
colleagues: 


*fHarmanesutchemicai  sohsta»x»  JcKrocd  in  one  orgSD  f»  part  of  the  body  and  to  another  organ  or  part  of  the  body,  that  can 

alter  the  fumrtionaJ  activity  (amt  sometimes  the  stmctarc)  of  another  a^gm  or  organs. 
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Figure  2-3— Growth  Spurts  During  Adolescenco 
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SOURCE:  Rguro  Son  p.  19  In  JM.  Tarvw,  Qnmth  tttAM0$omc9, 2d  od. 

(Oxtond,  En^nd:  Btadcwstl  Sdocrmk:  Publksattonf^  1962)  ti^od 
on  L.  R«yr^kl8  and  O.  Sdmo.  'XSfowth  Pattmt  of  M^tca) 
Jr\pMi  Fwm  Stole  Ywir*,"  i4mdbarr  J^w/rngf  of  Hryskx! 
AfffwapohsyMeS-TOO,  1947.  Copyrfght^  1947 by  John  Wiley 
&  Sm«.  Ftoprintfld  by  pmiiiisfiton  of  Wifey-Uss*  a  C^vfsion  of 
John  WII«y  &  Sons. 

Adrenarche,  maturation  of  the  adrenal  glands,^  ^ 
begins  at  ages  6  to  8.  Following  adrenarche,  there  is 
a  gradual  rise  in  adrenal  androgens'^^  that  continues 
up  to  the  age  of  18  to  20,  when  levels  leach  a  plateau. 
Adrenarche  is  followed  in  rather  tapid  succession  by 
gonadarche  [maturaticm  of  the  rq)roductive  organs], 
which  is  accompanied  by  a  rise  in  gonadotropins^^ 
and  gonadal  steroids  that  contint^  to  rise  up  to  age 
15  or  16,  when  adult  levels  are  reached  (6S). 

The  physiological  changes  during  adolescence 
are  profound  and  discontinuous  with  earlier  periods 


of  deveIo{nnent  (68).  Accmding  to  "numer,  ^'Pu- 
t»rty  is  the  time  of  the  greatest  sex  differmtiation 
since  the  early  intrautoine  mcmths'"  (70).  Thus,  it  is 
not  suipiising  ftat  a  popular  conception  about 
adolescrats  is  that  they  are  cx>ntxolled  1^  raging 
homK»)^.  Many  conmionly  c^served  adolescent 
* '  attitude  jnobtons '  *  such  as  talking  back  to  teachers 
and  {Nireiits,  sullenness,  moodin^^  aiKl  iiritidiilityt 
as  well  as  raajo*  ^rational  and  behavioral  distur- 
bances, have  b^  attributed  to  tiie  bcmiK)nal  ch^ 
that  occur  prior  to  and  during  adolescence  (68)« 
According  to  Susman  and  her  colle^^,  **the 
natural  rise  in  honmme  levels  at  puberty  provides  for 
an  exp^iment  in  nature* . .  adolescence  is  an  ideal 
developmental  pcdod  in  whidi  to  tr£^  the  patterns 
of  change  in  both  honncmes  m  i  behaviOT  within  a 
short  period'^  (68).  Unfortunately,  research  in  this 
area  has  begun  relatively  recently  (circa  1978),  and 
the  effects  of  the  rise  in  many  hormones  on  the 
behavior  of  adolescrats  generally  are  unknown  (68). 
While  th^e  is  some  evidence  that  hormonal  changes 
in  adolescence  influence  son^  behaviors  (see  68), 
th^  is  also  cottsidmible  evidence  for  the  primaiy 
influeni^  of  prior  eicpectations  and  social  raviron- 
ment  on  adolescents^  behavioral  responses  to  puber- 
tal processes  (24). 

As  Susman  and  her  colleagues  note,  the  connec- 
tion between  normal  'attitude'  problems  and 
hormone  changes  is  of  major  concern  to  those 
individuals  who  are  entrusted  with  the  socialization 
of  youth' '  (68).  She  and  her  colleagues  suggest  that 
additional  resources  and  effort  be  put  into  studying 
the  hormonal  and  otter  aspects  of  emotioiud  devel- 
opment in  normal  adolescents.  Important  research 
questions  include:  What  are  the  mechanimis  whereby 
pubertal  hormone  changes  affect  bain  development 
and  behavior  during  adolescence?  lb  what  extent  is 
adolescence  continuous  or  discontinuous  with  other 
periods  of  development?  What  is  the  causal  role  of 
hormonal  variations  in  adolescent  mood  fluctua* 
dons?  As  noted  elsewhere  in  this  Report,  very  few 


^*Thc  adrtnal  glands  are  emiocniie  glands  sihiatrd  near  the  Iddncy  l!iat  produce  steroids  like  sex  honnones  (e.g.,  estrogen,  testostetooe.  estmdtol), 
homsones  relaied  fo  metabotk  funclioos,  aod  gdrcQalioe. 

^Androgens  (or  androgcaic  honno0cs>  arc  male  sex  bonnoocs  such  as  testosterone,  which  is  responsible  for  inducii^  aiKi  mftinftitnir^  secondary  male 
sex  characterises, 

^anadorropins  are  honnones  thai  act  upon  the  gonads  (e.g.,  foUiclc-stiinuiati^g  hormone,  which  stimulates  the  grow  th  of  follicles  cotttainii^  ova 
(eggs]  and  activates  spcnn-forming  cells). 
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Box  Search  qfSe^:  identity  Development  in  Adolescence 

Thcdev^omrsaAoSmhaii^xs!^ 
ottotiooal  and  sodal  devdo}mieot:  opUmaUy,  modi  of  diis  devdoimimt  tikes  plac^  during  ^  ^Joii^^m  yeais 
(23).  H8iier*s  meot  mview  of  the  process  of  idntil^  devdopimt  dui^g  ^otesccoce  tnAtthe  Threshold:  The 
Developing  Adolescent  (32)  be^  to  CMajmil^tfc  d»  subjective  tmanbg  for  adol^cents  c$  some  of  tte  basic 
pioc^ses  described  in  citer  ch^tm  in  that  volunie  (11^43^5). 

An  adotescem'semeigiQg  ability  to  think  abstr^^  selves,  which  can 

be  conqwed  to  penpeived  adnal  selves.  Yet  the  same  cognitive  cha^  that  can  &ciUtale  the  journey  of 
sdf Htevek^pn»gtt  ihuing  adol^cttce  make  ite  nav^atk^ 
ttoidMlw(«id  (24,43),  »d>stantialhiconsisia^fa«  between  cme*swtuidd^ 
sulyfective  di^iess  (35).  ^  is  evidem  fincmi  tl»  foltov^ 

WhatsmIlilGD8sapei«Hi7C(Ri9lteated!  rmscittitive,6fendly,<raigoiQg,  popular,  »^ 
also  be  dlv,  sdfKxnsism^  md  even  ol»o^ 
thekimlcf  pei8anI«imrtobe,aiidrmdisq)N»iiitedi^^  . 

Someritncs  I  fed  ptoqr,  mprdslty  armmd  boys.  Ssf  I  tUnk  smne  guy  might  be  intsiested  in  askiiig  me  out  I 
tiy  to  act  dMBeioit,  like  Madonna,  rn  be  fliitatiims  and  ih^  is 
l«*ing  at  me  like  they  drnd^  I'm  totally  weiidf  Then  I  get  self -consdras  and  endnmassed  and  become  radkaUy 
tofoveited,  ffisd  I  don^t  know  who  I  leatty  am!  Am  I  jnst  nyh^  m 
tl»y  diink  aiQFwqp  J  dm't       to  cafe,  that  is  J 
with  my  dose  fikmts.  I  can't  be  my  leal  self  widi  nqr  paivms. « . 

At  lea^  at  schocd  peoi^  tieai  you  inoie  Uke  yiKi'ie  an  adult  That 
a  kid  cff  an  adoh?. . ,  p2)« 

As  »mmiari2ed  by  Hditen 

This  pessimal  nanative  cxemf3ifys  nomexoas  prototypic  featmes  of  sdf-descriptkm  diiring  middle  adoles- 
cence. . Wc  witness  an  iraio^jetaivc  sclf-poitrait  that  is  couched  in  tte  language  of  traits  of  the  self— cAooxioos, 
tolerant,  immven^  pqnilar,  checribl,  dc^oessed— many  of  whids  appear  to  be  oontrsdktoiy.  We  gjean  that  die 
diqday  of  <fififeiem  sehes  in  dfflSerent  social  ccoitexts  is  caise  for  ocmcem,  as  the  adolesoem  straggles  to  leconcile 
these  different  selves  m  well  as  detexmiue  wfaidi  is  the  *ieal  me.  *  Eiqierinmting  with  tnm^s  pexsona. .  Js  typically 
an  emotional  expeiim^  for  the  adolesoent  pieocxupied  wifli  tte  challenge  of  self-definiticm. . .  (32). 


Federal  resomx:es  are  dedicated  to  studying  normal 
adolescent  development.^^ 

Cognitive  Clianges  During  Adolescence 

The  evidence  suggests  that  the  early  adolescent 
period  is  a  key  juncture  in  the  development  of  human 
cognitive  capabilities,  in  that,  across  the  age  range  of 
11  to  14,  '*what  was  previously  a  minority  of 
successful  reasoners  becomes  a  majority*'  (43,89).'^ 
Thus,  in  contrast  to  younger  children,  adolescents: 

•  show  an  increased  ability  to  generate  and  hold 
in  mind  more  than  one  complex  mental  repre- 
sentation; 


•  show  an  appreciation  of  the  relativity  and 
uncertainty  of  knowledge; 

•  tend  to  think  in  terms  of  abstract  rather  than 
only  concrete  representations; 

•  rfio w  a  far  greater  use  of  strategies  for  obtaining 
knowledge,  such  as  active  planning  and  evalua- 
tion of  alternatives;  and 

•  are  self-aware  in  their  thinking,  being  able  to 
reflect  on  their  own  thought  processes  and 
evaluate  the  ^edibility  of  knowledge  sources 
(43,89). 

Although  these  changes  clearly  give  adolescents 
an  advantage  over  younger  children  in  daily  deci- 
sionmaking, the  process  of  going  through  these 
changes  may  be  difficult  for  some  adolescents  and 


^Scc  cb.  19,  '^Thc  Federal  Role  in  Adolescent  Hcallh.**  ic  Vol  UI.  which  notes  thai  under  7  percent  of  tt^  budget  of  the  National  Institute  for  Child 
Health  and  Human  Development  (National  Institutes  of  Health.  PubUc  Health  Service,  U.S.  Depamneni  of  Health  and  Human  Services)  is  devoted  to 
adolescent  i&sacs.  Much  of  this  is  probtem  oriented  rather  ttian  focused  on  nonnai  developmenL 

2^Thls  is  consistent  with  tte  cvidcwre  (sparse  though  it  may  be)  on  adolescents*  reasoning  during  health  care  decisions  (sec  ch.  17,  "Consent  ami 
Confldentiality  in  Adolescent  Hc^thCarc  D^isiomnalcing."  in  Vol  m).  Also  see  Mann.  Hannoni.  and  Power  (49)  whose  review  found  that  nansitlonal 
periods  for  shifts  in  decisionmaking  tend  to  fall  at  about  It  to  12  years*  and  again  at  15  to  10  years. 
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Haittf  not^  Ante  thdt  Uwse  {nocesses  *  'do  mit  occw  withbi  an  imnxq^e^e  varamn*  *  (32>.  Feos,  ]»reiits« 
aiKlteaciiOTaighnp<»temsoai^ofe3q>ectg^ 
C32),  Others  have  nc^  diat  lulolescem  oq^^ 
groiq^  (66a,71). 

An  important  ccmtrfl^nioQ  of  workcm  tte  {Htx^ss  (tf  ktent^ty  developm^  by  HaiteraiKl  odiers  Is  the  fimth^ 
that  tl^dram^  change  in  the  oofK^q^tioi^^ 
chan^  ocw  tfaim^iom  die  addescem  period  0 

aiound  ages  14  or  IS,  vAim  individuals  iK>t  only  detect  inccmsisto^cs  acit^  what  Aey  perceive  as  dieir  varh»^ 
sdves  (^g.,  tiidr  be&avim^  In  itlatxoo  to  imen^ 

conflicted  over  ttiese  contradictions,  msch  moie  so  than  are  the  youn^  (aioimd  ^es  11  to  12)  oroidest  (armnd 
ages  17  to  18)  gioiq»**  (133132).  Fot  exmnpte,  the  yomg^  a<tolc6cente»  who  are  9ppamx&y  nnconcenied  9bfM 
potential  onitradictiOT,  inake  irasa^ 

treat  yoo  nic^y;  tl«e*s  no  prabton^'  (3132).  By  about  i^Ee  17  or  18,  many  adolesoents  have  te^dntd  an 
acoomniodation  with  their  d&fifercnt  **sehres* '  and  can  mate  soch  statoiMtts  m  '^Son^thnra  &*$  fun  to  be  sowify, 
M  odicf  tinies  you  just       to  be  m  a  qtiiet 

Harter  refers  to  diese  shifts  as  '^nomi^e**  because  diey  typicafly  hajipen  hi  a  mmnal  ^olesoent;  however, 
ceitafai  defidoiKries  in  an  adoles^*s  social  and  ^diok^^  ravinmment  n^  htteifim  widi  dteir  occmraioe. 
In  addition*  ahhcu^  these  diifts  aie  nomial,  s(m»  of  dim  are  acc^^ 
diey  occur.  As  Haiter  pc^nts  outt  it  is  a  "myth**  that  these  ^'iKmnal**  cto 

in  die  stent  nm  (e.g.,  21)«  Ftnther,  add^coits  may  act  ovA  possible  sdv»  Q2J^h  ^d  this  role 
experim^itatiQn  can  ^'usher  in  anodier  potential  srarce  of  t^ision  anK»ig  mult^le  sd^'*  (32). 

lb  wmmarize,  the  elements  of  self  and  identity  development  during  nonnal  adolesceaim  include 
differcntiaticm  0i  the  self  into  multiple  domains  (e.g.,  scholasdc  ccrnqyetrace*  afldetic  competence,  physical 
appearance,  social  aoceptam^),  die  aaostrwticm  of  ai^ual  and  ideal  s^es,  and  die  integiaticm  of  muld|^ 
se£f*concei»s  into  a  imified  sdf-theoiy  (32).  h  is  no  wmdcr  that  ^lesccttts  often  evidence  a  fmoccupaBm  with 
die  self  (1732,40,41). 

SOURCE:  OSk€  of  "ftdmology  AssessaxoL,  1991,  based  od  S.  Baiter*  ''Adotesoent  Sctf  and  Identity  Develqniatt,"  As  the  ThresfuHd:  The 
Developing  Adole^em,  S5.  FetdmoD  and  OJt.  Eltiott  (eds.)  (GmM^  MA:  Ksiv8fil  Univenify  lYess,  1990). 


the  adults  in  their  lives.  For  example,  while  Keat- 
ing^s  review  concludes  that,  in  general,  the  U-  to 
14-ycar-oId  range  is  the  period  during  which  a 
minority  of  generally  successful  reasoners  becomes 
a  majority,  he  also  finds  some  evidence  that  there  is 
a  period  in  early  adolescence  that  Keating  terms 
'*rampant  relativism/*  That  is,  when  early  adoles- 
cents first  begin  correctly  to  give  a  ** can't  tell'* 
response  to  logical  syllogisms,  they  also  give  such 
an  answer  when,  indeed,  there  is  a  valid  conclusion — 
and  one  that  younger  children  can  infer  (43).  Keating 
suggests  that  this  may  be  a  necessary  cost  of 
becoming  a  critical  reasoner.  Additional  research  is 
needed  on  this  apparent  propensity  to  question 
everything,  which  is  a  familiar  one  to  parents  of 
early  adolescents.  Box  2-B  suggests  some  of  the 
necessary  difficulties  adolescents  face  as  they  apply 


cognitive  changes  to  the  process  of  thinking  about 
themselves. 

The  origins  of  these  new  or  more  developed 
abilities  and  strategies  are  an  important  research 
question  with  practical  implications  for  educating 
adolescents  and  for  their  abilities  to  make  decisions 
affecting  Ihek  health.  For  example,  whetfier  and  how 
physiological  and  cognitive  changes  may  be  related 
is  still  a  matter  in  dispute  (19,43,68).^  According  to 
Keating,  the  available  evidence  indicates  that  changes 
in  cognitive  ability  occur  gradually  with  age  and 
over  time,  rather  than  showing  a  sudden  onset  or 
irreversible  stepwise  increments  (43,89).  But,  as 
Keating  notes,  at  the  begiiuiing  of  the  1980s, 
research  on  adolescent  thinking  could  easily  have 
been  organized  around  a  few  central  questions,  but 


^For  e^uunple.  Susman  ami  her  colleaguefi  nofc  that  gooadal  steroids  are  thought  te  affect  brain  dcvdopnieiit  duriag  adoicsccncr.  and  changes  to 
cognitive  abilities  are  hypothesized  to  be  related  lo  changes  in  gonadal  steroids,  although  the  findings  reviewed  by  Susman  and  her  coUesgucs  in  1987 
were  not  consistent  across  studies  (68).  According  to  Keating*  while  theories  of  brain  maturation  associated  with  pubertal  development  continue  to  arise, 
the  evidence  has  not  been  found  sufficient  to  support  some  of  the  changes  in  educational  policy  that  have  been  suggested  (43). 
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'"since  tbeo»  acciiroulating  evidmce  firom  a  variety 
of  perq>ectives  has  strikingly  expanded  the  qu^- 
tions  that  must  be  ccmsidmd  and  Pias]  made 
ccmsensus  a  more  distant  goal'*  (43). 

One  majOT  change  in  concqnualizations  of  ado- 
lescent thinking  has  been  the  lack  of  indqiendent 
suj^Kwt  for  Piagetian  stage  tiirories  of  cognitive 
development.  Piaget  theorized  that  tl^  changes  in 
thought  processes  in  adolescence  reflected  int^nal 
structural  changes  in  the  ability  to  think  logically 
regardless  of  content.  Although  Piaget,  his  col- 
leagues,  and  others  fouml  evidoice  of  sequential 
changes  in  children's  abilities  to  make  logical 
inferences,  the  identification  of  structural  changes  in 
logic  as  the  source  of  the  age-related  changes  has 
proved  problematic  (43).^'^  TTiere  are  other  potential 
limitations  on  the  cognitive  abilities  of  youngs 
children  that  researchers  have  not  been  able  to  rule 
out  as  accounting  for  changes  in  individuals*  cogni- 
tive abilities,  such  as  memory  capacity  or  efficiency, 
content  knowledge  differences,  and  task  familiarity 
(43X 

There  is  a  practical  implication  of  the  lack  of 
evidence  for  cognitive  developmental  stages  as 
such.  One  common  use  of  the  Piagetian  model  was 
to  view  age-related  shifts  as  placing  limits  on  the 
ability  of  adolescents  to  think  logically  or  critically 
(43).^  On  the  contrary,  much  of  the  research  has 
shown  that  **supportive  contexts  and  early  attention 
to  the  development  of  reasoning  are  prwisely  what 
is  required  to  increase  the  likelihood  of  its  emer- 
gence'' (43)*  For  example,  Vygotsky  has  found  that 
many  differences  in  cognitive  performance  may  be 
related  to  identiHable  feamres  of  the  cognitive 
environment  (86,44). 

Nonetheless,  Keating  concludes  that  the  current 
research  provides  **encouraging"  evidence  that 
higher  ordo-  thinking  among  adolescents  is  attaina- 


Me  (43).  The  caution,  he  says,  is  that  desirable 
cognitive  outcon^s  are  neither  easily  automatic 
cally  attainable.  Pt^itive  outcoir^  have  largely 
been  achieved  in  controlled  situations  in  whidi 
an^le  time  is  given  to  solve  problons*  Jn  the  real 
WOTld»  adolescents*  and  adults*  '"spontanwus  dunk- 
ing** is  rarely  as  systwnatic,  reflective,  or  intentional 
as  in  controlled  situations  (14).^  At  a  practical  level, 
then, 

. . ,  it  would  be  foolhardy  to  assume  ttiat  cognitive 
intenrentions  for  adoIesMnts  could  rely  on  highly 
active  and  reflective  oigagenient  wiA  demanding 
materiaL  tempts  to  encourage  such  higbov 
level  engagenmit,  if  carried  oat  systematically,  do 
offer  cmstderable  promise. 

The  in^lications  of  res^uch  on  adolescent  think- 
ing for  the  delivery  of  health  care  savices  and 
health-related  education  to  adolescents  seem  clear. 
Adolescents  carmot  be  expected  to  automatically 
have  the  cognitive  wherewithal  to  understand  dis- 
ease processes  and  the  increasingly  con^licated 
delivery  of  health  services.  As  is  true  with  adults,  a 
certain  amount  of  ability  to  draw  inferences  and 
make  reasonable  decisions  will  depend  on  adoles*^ 
cents*  experiOTce  and  the  accumulation  of  knowl- 
edge. The  context  in  which  the  knowledge  is 
delivered  also  appears  to  be  inqwtrat  (86),  But 
rather  than  assuming  that  adolescents  are  incapable 
of  making  health  care  dwrisions,^  the  working 
assumption  might  be  that  adolescents  have  the 
capacity  and  can  be  taught  to  do  so  in  a  participatory 
fashion  (43).  Certainly,  it  would  be  preferable  for 
parents  to  be  the  teachers  of  this  information,  but 
often  parents  and  children  experience  discomfort  in 
discussions  of  sensitive  topics  or  are  themselves  ni.t 
knowledgeable  (11).^^  Thus,  schools  and  a  brxMid 
range  of  health  service  providCTs  could  tooaden  their 
roles  as  educators.  Such  an  expansion  of  roles 


^^Thc  iea&s  of  Piagrfs  tteory  have  been  well-described  (43).  As  summarized  by  Keaiii^,  *  'Piaget  focused  on  (he  dcvelc^irocDl  and  oi^anizatiiui  of 
logioomathcmaticai  operations  through  four  major  stages  or  poinds:  the  sensorin^Jtor  functioning  of  infancy;  the  pieopmtiisial,  laigely  egocom^ 
thinking  of  carty  childhood;  the  concrete  <^>erationa]  logic  of  middle  and  later  childlK)od;  and  the  formal  operational  logic  du!  characterizea  adotc«ccace 
and  adttlihood**(43).Fuither/'ihe  cognitive  opcratioMwi^ 

smictore  brou^i  about  Ihipugb  the  ccmstfuctive  interaction  of  the  individual  with  the  physical  ami  social  world. ,  This  pvogmskm  is  mstmiod  to  be 
universal  and  tovariabic'  *  (43). 

^•similarly,  Epstein's  theories  about  possible  whole  brain  growth  spuits  inspired  a  move  in  education  to  delay  challendiig  courscwork  until  tec  in 
adolescence  (19.43). 

»Both  Keating  (43)  and  Koslowski  and  Ogald  {45)  find  that  adolescents  are  more  similar  to.  than  differmt  from,  adults  in  drawing  causal  infertoccs. 
Level  of  education  appears  to  make  a  difference  as  well  with  noQ-coUcgo<ducated  adults  scoring  between  sixth-  and  nintb-giadcfs  (47). 

^^'The  legal  presumpticni  thai  minors  are  inconq>etcnt  to  make  health  care  decisions  is  discussed  in  ch.  1 7.  *  'Consent  and  Confkfentiality  in  Atolescent 
Healthcare  t>ecisionoiakii^**  in  Vol.  ID  (75a). 

^^AIso  see  ch.  3,  "Parents  and  Families*  Influence  on  Adolescent  Health,"  in  this  volume. 
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Avsdiabto  evktei^e  suggests  that  hi(^-<mte  thlnk^ 
among  »Mesoent8  is  attalnabto*  but  it  is  nether  easity  nor 

aut^natteaOy  acNaved  Altempis  to  enoourage  Mgh^ 
lav^  opgnitivo  engagamant  racpjire  fntenslva,  sysiamatic 
efforts  that  IfrvoNa  real-viff^  content 

would,  however,  have  training^^  ^^^j  implica- 
tions. 

A  PerspectivB  on  Adolescent  Risk-Taking 

An  area  important  to  the  delivery  of  health 
services  (particularly  health  education)  that  is  re- 
lated to  research  on  cognitive  development  is  the 
area  of  adolescent  risk-taking.^^  As  noted  in  a  recent 
review  of  adolescent  risk-taking  by  Furby  and 
Beyth-Marom,  ** Although  there  is  little  empirical 
research  on  adolescent  decisionmaking  and  risk 


takings  tl^re  is  no  paucity  of  beliefs  about  how  to 
characterize  adolescent  behavior  in  thei^  areas^* 
(26b),  In  their  review  of  the  empirical  literature 
relevant  to  these  beliefs,^  Furby  and  Beyth-Marom 
conclude: 

. . .  thw  is  as  yet  little  evidence  that  adolescents  are 
more  likely  than  adults  to  engage  in  behavior  thm 
seems  risky  to  them.  Huu  is,  tho^  is  Itttte  evidence 
that  tfiey  sedc  out  or  are  willing  to  accqpt  greater 
risks.  However,  neith^  is  there  clear  evidence  th^ 
they  do  not  seek  or  accept  greater  risks.  The  lack  (rf 
empirical  evidence  on  this  issi^  reflects,  in  laige 
pan,  the  deaith  of  inft»rmati<m  on  1k)w  lulolescents 
(and  adults)  perceive  the  options  they  do  conskler 
[and]  the  likelihood  of  {tfie  opticms*]  possible 
consequences. .  .Hiis  1^  of  information  on  option 
and  cCTsequ^ice  perc^ion  and  evaluation  is  not 
surprising,  gism  the  mediodological  difficulties 
involved  in  mea^mng  tftese  variables.  However, 
without  better  evidence,  it  is  hard  to  justify  the 
[perception]  that  teenagers  are  paiticulariy  prone  to 
seek  out  or  accept  risks. . .  (26b). 

Knowledge  about  adolescent  risk-taking  and  de- 
cisionmaking is  impiHtant  in  consideraticms  of 
adolescent  health  policy.  For  example,  Furby  and 
Beyth-Marom  raise  the  po^ibility  diat,  instead  of 
being  poor  decisionmakers,  many  adolescents  may 
be  making  rational  decisions,  given  the  existing 
conditions  and  contingencies  (26b).^^  If  adolescents 
are  engaging  in  faulty  decisionmaking,  it  seems 
reasonable  to  focus  on  improving  their  capacity  to 
make  better  health-relate  choices,  for  example, 


^or  example,  Kcatii«  notes  two  nodings  wiUi  toplicaiions  for  an  imcrtsity  of  cffwt'  1)  that  nKxicst  imcrvcmions  bavc  Utile  impact  (in  improving 
fonnal  Jogic);  and  2)  that  tbc  greatest  difficuJties  arise  when  individual s  are  asked  to  reason  in  tasks  for  whicb  thcxc  is  no  real  contait.  TTiosc  wjio  bcconic 
involved  in  Improving  adolescents*  cognitive  dcvclopm^rt  woukt  also  have  to  be  aware  of  colter  purported  a^ls  of  adolescent  thinkii^  ttutt  may  affect 
adolescents*  abilities  to  make  rational  bealtb>related  decisions:  adolescents  appear  to  l»ve  great  difficulty  in  anen^tit^  to  adiieve  an  integrated 
imderstanding  of  tbcir  personal  and  social  experiences  (32,42,64)  and  adolescents  may  have  a  specific  form  of  egoccntrism  in  wliich  they  assume 
tfacmsdves  to  be  the  focus  of  mc^  ollw  pec^le's  perspectives  much  of  die  time  (1 7).  (Keating  i»tcs  that  die  latter  model  is  infttitively  ^mttling  but 
has  Uttk  empirical  soppoft  (43).) 

^^Purby  and  Beyth-Marom  provide  definitions  of  risk  and  risky  bchavlw;  *  "The  tarn  risk. .  .refers  to  a  chance  of  loss,  thai  chance  being  greater  than 
0  percent  but  less  than  100  percent.  Tims,  the  definition  of  nsky  behavior . .  .is  action  (or  inaction)  that  ctitails  a  chance  of  loss'*  (2«j).  Urcy  mMc  that 
risk  takipg  "may  or  may  not  be  deliberate.  That  is,  one  may  or  may  not  be  conscions  that  a  given  behavior  entails  a  rum-zero  probability  of  loss**  {2<H>). 
Fmby  and  Beyth-Marom's  perspective  on  risk  takii^  is  based  on  a  ckscision-makir^g  pcr^tive:  ''Decision  theorists  ddTmc  <kdsk>n  making  as  the 
process  of  making  dioices  amot^  con^ting  courses  of  action. . .  The  normative  models  of  dedsicm  theory  prescribe  the  processes  that  peopk  should 
(oUow  in  onfcr  to  have  the  best  chance  of  maximiring  their  well-being,  given  their  beliefs  and  values*  •  (26b).  (Fuity  and  Bcyth-Marcmi  also  pit> vide 
a  review  of  other  perspectives  on  risk  taking  <e.g^,  risk  t^tii^  as  sensation-seeking).) 

^Thc  following,  according  to  P^irby  and  Beyth-Marom,  are  some  common  myths  about  adolescent  dccisiotmiakit]^  and  risk*takit^:  t)  adolescents 
are  not  capable  of  competent  dccisioimwlring;  2)  adolescents  take  more  risks  than  do  adults,  and  their  risk  takii^  endai^gers  their  well-being;  3) 
adolescents  do  consider  sufficiently  tiKwe  possible  consequences  (of  various  options)  that  might  occur  in  the  distant  future;  4)  adolescents  think  that 
they  are  invulnerable;  5)  adolescoits  let  emotions  rule  their  choices;  6)  adolescents  rely  heavily  on  peer  tnfomiation  and  attitudes  wlon  nt^^ytt^  decisions 
abottt  risky  txhavior  (26b). 

5^For  example,  if  all  known  alternative  outcomes  are  taken  into  account,  it  may  seem  most  rational  to  an  adolescem  female  to  be^  a  child.  An  abused 
iKlolcsccnt  may  seek  refuge  in  the  use  of  alcohol  or  illicit  drugs.  Reviews  of  risk  factors  and  preventive  interventions  related  to  selected  adolescent  health 
concerns  can  be  fotmd  throu^iottt  this  volume  and  in  Vol.  I  of  this  Report  (75). 
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with  training  in  decisionmaking.^  If,  on  the  other 
hand,  adolescents  are,  firom  their  own  perspectives, 
making  rational  choices,  the  emphasis  should  he  on 
^icouraging  change  in  ^  social  structure  that 
would  make  healtfa-gcmerating  choices  more  likely 
among  adolescents  (26b).^^ 

A  potential  in^lication  of  realistically  evahiating 
the  literature  on  adol^cent  decisionmaking  and 
risk-taking  relates  to  adults'  attimdes  towards  ado* 
lescrats  fuod  towards  particular  activities.  As  have 
adolescents  themselves  (74a),  Fuiby  and  Beyth- 
Marom  note  inconsistencies  in  societal  attitudes 
around  sexuality,  drug  tise,  and  risk  taking  in 
geno^,  suggesting  that  adults  may  have  concerns 
other  than  adolescents*  healtfi:^^ 

Exactly  what  these  other  concons  are  is  an  open 
question. .  .Ptriiaps  it  is  somewhat  threatening  to 
adults  to  see  their  childm  acquiring  this  new  (and 
more  equal)  status.  Or»  peihaps  these  are  simply 
behaviors  alx^t  which  aduhs  aie  quite  an*bivalait 
tl^mselves,  being  uncertain  whether  to  condemn  or 
ccmdone  them  ev«i  in  adults  (26b)* 

A  considerable  amount  of  additional  research  and 
thinking  ne^s  to  be  done  with  respect  to  conceptu- 
alizations of  adolescent  decisionmaking  and  risk- 
taking.^^ 

Summary 

Adolescence  is  a  period  of  profound  biological, 
emotional,  intellectual,  and  social  transformation, 
which  appears  to  be  lengthening  as  a  resuh  of 
national  economic  demands.  One  diffictilty  in  gain- 
mg  the  attention  of  policymakers  for  some  adoles- 
cent health  concerns  is  that  adolescence  is  often 
viewed  solely  as  a  transitional  period  between 
childhood  and  adulthood  (93).  But  this  transitional 
period*'  can  take  as  long  as  one-seventh  of  the 


typical  life  span,  CXie  can  argue — ^without  c^miing  to 
the  conclusion  that  to  be  normal  in  adolescence  is  in 
itself  abnormal  (26a)  (and,  perhaps,  therefore,  that 
striking  aberrations  m  behavior,  should  be  ignored 
(88)) — that  contempwary  adolescents  desave  sym- 
pathetic scK^etal  attention,  including  attention  to 
their  perspectives  on  health,  during  their  second 
decade  of  life. 

Defining  Adolescent  Healtli 

As  noted  in  the  intnxluction  to  this  chapter, 
definitions  of  health  have  important  inq>lications 
for: 

•  judgments  about  the  health  status  of  any 
particular  group; 

•  judgm^te  about  what  health*related  services 
and  policies  are  justified;  and 

•  decisions  about  the  development  of  indicates 
of  health  status  that  are  in  turn  used  to  help 
judge  the  need  for  slices  and  policies^ 

For  adole»rents,  these  in^lications  translate  to: 
How  healthy  are  adolescents?  What  kinds  of  inter- 
ventions, if  any,  should  be  developed  to  improve 
their  health?  How  shall  the  health  of  adolescents— 
and  the  effectiveness  of  interventions — be  moni- 
tored?^ Hence,  an  understanding  of  contennporary 
conceptualizations  of  health,  and  of  their  implica- 
tions for  the  allocation  of  health-related  resources,  is 
important. 

Cumnt  Conceptualizations  ofHeattIt 

As  is  adolescence,  the  concept  of  health  is  socially 
defined  and  subject  to  change,  lb  some  extent, 
adolescents  have  been  affected  by  recent  reconcep- 
timlizations  of  health  and  attributions  of  responsibil- 
ity for  health  status. 
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»As  (tiscusscd  below,  this  approach  is  part  of  the  approach  lo  toalth  tanprovancnt  lhai  cmphasiies  individual  rcsponslWiity. 

"This  comspoDds  to  the  health  protection  appn»ch  to  prevention,  described  below  and  in  Fmtoy      B<5lh-Marom  (26b). 

MF«  eumpte.  ". .  the  considerabJe  controverey  ovei  whether  to  make  contraceptives  easily  available  to  teenagers  suggests  that  there  may  be 
someUting  other  than  the  risk  of  piegnancy  that  bolbm  adults  about  adolescents  beii«  ^ 
lUwunhTrisks  soine  adolescents  take  b^ 

be  s«ne*hii«  other  than  the  possibility  of  negative  behavioral  or  health  effects  that  bothers  adults  about  adolescents  smoking  marijtiana  {26b). 
'^i^gested  directiom  for  ftitnre  research  can  be  found  in  Furt^  and  Beyth-Marom  (26b). 
*^niese  queens  are  addressed  (hroughont  this  Repon. 
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A  coix^>lete  history  of  evolving  conceptions  of 
health  is  beyond  the  scope  of  this  Report.*'  In  the 
I»st  century,  as  nMasures  aich  as  in^proved  sanita- 
tion, and  later,  immunizations  against  bacterial  and 
some  infectious  diseases  have  helped  to  improve  life 
expectancy,^  there  has  corns  to  be  more  of  an 
enqriiasis  on  nonphysical  aspects  of  health  and  on 
the  notion  that  much  disease  and  disorder  is  avoida- 
ble (5a,53a,77,82a).  For  ejiample,  in  1948  the  World 
Health Organizati(m(WHO)definedhealth as  "com- 
plete physical,  mental,  and  social  well-being,  not 
merely  the  absence  of  disease  or  infirmity"  (33). 
While  the  WHO  definition  has  not  been  con^letely 
adopted,  the  accepted  definition  of  health  is,  accord- 
ing to  some  observers,  evolving  toward  including 
well-being  as  well  as  the  absence  of  disease  (8). 

The  idea  that,  especially  for  youngo-  people, 
"natural"  causes  of  death,  disease,  and  disability 
had  been  largely  replaced  by  mortality  and  morbid- 
ity related  to  bdiavior  is  an  idea  th^  has  taken  hold 
in  the  last  15  or  so  years  (e.g.,  56,60,82).  However, 
most  health  data  systems,  health  care  systems,  and 
insurance  reimbursemem  arrangemrats  in  the  United 
States  continue  to  emphasize  care  for  physical 
illness.**' 

The  idea  that  much  premature  death,  disability, 
and  disease  is  largely  avoidable  (and  even  associated 
with  behavior)  should  not  lead  exclusively  to  the 


notion  that  preventable  avoidable  death  and  disabil- 
ity are  the  sole  responsibility  of  the  individual  For 
example,  a  1979  U.S.  Surgeon  General's  vsport 
placed  approxmiately  equal  onjdiasis  tm  societal 
measures  to  protect  the  health  of  the  U.S.  population 
("health  protection"),  on  health  promotion,  and  on 
prevention  of  spectfic  diseases  and  di^nders  (77).^ 
By  at  least  1984,  however,  many  in  die  field  of 
public  health  had  come  to  recognize  that  much  of  the 
responsibility  in  health  pronation  and  prevention 
had  fallen  to  individual,  rather  than  coltective,  action 
(5a,73)  and  one  of  tiie  main  objectives  of  a  WHO 
conference  in  the  mid-1980s  was  "to  shift  the  focus 
from  individualistic  explanations  of  variations  in 
health  to  an  awareness  of  tiie  public  policies  which 
were  i»cessary  to  promote  and  protect  heaUh"  (5a, 
emphasis  added).  Thus  it  was  at  the  1984  confemx^e 
that  the  idea  of  the  "beaWiy  city"  (later  to  become 
the  "healtiiy  community")  took  root  as  a  WHO 
strategy  for  promoting  health  fw  all  by  die  year  2000 
(5a). 

Hie  notion  tiiat  the  health  of  adolescents  is  also 
grounded  in  the  healtii  of  their  communities  is  one 
that  may  be  gaining  momentum  (e.g.,  78a),  For 
example,  a  recent  publication  by  the  Office  of 
Substance  Abuse  Ptevention  in  the  U.S.  Departmett 
of  Health  and  Human  Services  sought  to  "provide 
balance  to  tiie  public  health  model  of  agent,  host,  and 


f  *^^-  to  ^  Bving  conditions  for  the  mten  fo^i^bam  tbe  npid  nrtSSon 

fSf^  ;^^!^v*^f  of  ft»e  mitt  and  meals  in  schools)  (1880-1930)  that  arose  with  advances    bacteriobsy  and  ihe  devtZm^ 

!SS^£h"r„2r^;::^  ««««  with  .he  «lv«t  or  insmin.  m^imcnS^  T^^X  ^^^^^^ 

SSS^.  "Ij^a^T'^  of  health  and  social  seivkes  on  the  ocbex":  and  4)  the       pubUc  hJom^ZZ 

S^SL^Sarfo^'SJS)'''"^^^^ 

A  J^^t^^  °^^.!^!!^  American  (all  races,  both  genders)  bora  in  1 988  was  74.9  years;  in  comparison,  the  life  expectancy  of  an  averaae 
I^^Tn     to  ^Vc^  1900  ^c^raxim^ly  47.3  yean,  {82a).  fllr  flg«r  for  1900  is  SoxinTb^lTSd^d^X  ^SS 

1900.eheire«peclancyofnomvhiteAm«S^W 

«^  33.0y««  (82.).  Flgm^^flSly  for  bl«*ZaSJ«n«  S£ 

'•^^^^xTy^%^}^o^T^        "^"^^  of  Primary  and  Comprehensive  Health  Savices  to  Adole«««s."  and  ch.  16. 

**Heabh^otecthn  oon^rises  strate^es  for  health  promotion  and  disease  prevoition  that  are  related  to  enviionmeoial  or  regulatory  measnns  thai 
oonfer  protectiwi  on  large  piqmlation  groiq>s  As  most  broadly  defined,  htalth  promotion  is  a  {dillosophy  of  health  orasetofactivitiesthat  takes  as  iia 
aim  Ihcpromoiwn  of  health,  not  jiurt  the  prevention  of  d^ 
ow  and  tapwe  their  health"  {5a).  Sonietime^ 

^vWnal  bdiaWor.  Prnr«*<w  is  nsed  most  olto  to  lefer  to  primary  prevcnti^ 
eliminate  a  disease  or  disordered  state  befcHv  it  can  occm'. 


ERJC  a»7«6-tl  2  9LS 


Ih26  •  Adol^c&nt  HeaKh-mma  11:  Background  and  the  Effectiveness  of  Selected  Prvventbn  and  Trsatment  Services 


environment  by  targeting  the  environment"  (78a). 
However,  relatively  few  of  the  Healthy  People  2000 
national  objectives  related  to  adolescents  (or  to  other 
agis  groups)  were  objectives  requiring  environ- 
mental or  regulatory  measures  to  improve  health 
(82b).** 

Measures  ol  Health 

Measares  of  the  Health  of  Intiividuals 

In  no  sense  have  widely  published  measures  of 
health  status  in  the  United  Stales  approached  broader 
and  more  positive  definitions  of  health  (8).^  In  the 
United  States,  the  health  status  of  the  peculation  is 
still  measured  primarily  in  terais  of  mortality  or  is 
inferred  from  the  extent  to  which  individuals  seek 
care  from  physicians  (e.g.,  82a).**'  ^  There  is  in- 
creasing publication  of  behavioral  risk  factors  as 
indicators  of  the  health  of  the  U.S.  population  (79). 

Measures  that  are  limited  to  the  absence  of 
{^ysical  health  problems  can  be  used  to  infer  that 
U.S.  adolescents  as  a  group  are  healthy  and, 
therefore,  that  they  may  not  require  health  care 
services  and  other  health-related  resources  (37,88). 
As  noted  above,  a  potential  problem  with  an 
exclusive  emphasis  on  individud  behaviors,  how- 
ever, is  that  social  and  environmental  factors  that 
play  a  role  in  eliciting  individual  behaviors  may  be 
overlook^  (8,73). 


Measures  of  tbe  Social  Environment 

The  literamre  on  health  does  not  typically  include 
objective  measures  of  social  and  fri^ysical  environ- 
ments and  the  ways  in  which  those  factors  affect 
adolescent  health.**'  For  example,  precious  little 
research  has  been  done  on  how  adolescents  perceive 
their  environments  and  the  effects  those  perceptions 
have  on  their  health  (for  examples  of  exceptions,  see 
20,85).«> 

The  evidence  that  is  available  suggests  that 
adolescents  believe  that  ttere  is  considerable  social 
ambivalence  when  it  comes  to  adolescent  behavior 
such  as  sexuality,  alcohol,  tobacco,  and  drug  use, 
and  other  risk-taking  behaviors  (e.g.,  dangerous 
driving  practices)  (74a),"  that  many  adults  do  not 
really  care  about  them  (85),  that  health  care  provid- 
ers do  not  discuss  the  issues  of  cwicem  to  them 
(36,48,66),'^  and  that  many  adults  seem  only  to  see 
the  negative  when  it  comes  to  adolescents  (34). 
Adult  observers  have  also  noted  that  public  attitudes 
toward  adolescents  are,  if  not  negative,  then  largely 
unsympathetic  (7,65). 

Factors  Affecting  Conceptualizations  of 
Adolescent  Health 

Apart  from  considerations  of  adolescence  as  a 
period  of  life,  additional  issues  relating  to  the 
definition  of  adolescent  health  include:  who  defines 
health  and  health  problems,  the  social  context  of  the 
definition  of  health  problems,  difficulties  in  opera- 


«Forananal)«sof  the  Healthy  I^pfc2000obicctivespeilaim^ 
Options,"  of  th^  Rcpoit 

4*For  a  symbesis  and  critique  of  widely  published  measures  of  adolescent  bealih,  see  app.  C.  "Issues  Related  to  the  Lack  of  Informatioi»  About 
Adolesccot  Health  and  Heaidi  and  Related  Services."  in  Vol.  1. 

<>niepr«enccof  amental  hcalthpioWcm  is  also  consldemlan  aspea  of  health  (56).al^^ 
«elyShSmiion  ^  a«ntalh«lth  states  measures  (e.g..  82a),  Further,  many  adolescent  m«.tal  dUordei,  ate  defined  to  behaviond  terms  (5). 

^Additional  issues  concerning  the  information  available  about  adolesceifl  bcahh  status,  even  using  widely  accepted  indicalora  »  measures,  are 
discussed  in  ajqj.  C.  "Issues  Related  to  the  Lack  of  Infoimaiion  About  Adolescent  Health  and  Health  and  Related  Sovioes.  in  VoL  L 

4»AJzen  notes  that  measurement  of  social  and  contextual  factors  in  health  and  human  bejavior  is 
commii^asweUastbatofindividual.isb«ominganadditional  focus  in  changta^ 

api»ar  at  dds  point  to  be  limited  to  agg««gations  of  the  health  status  of  die  community's  indlvidi«a  members  (8).  ^^'^'"^^^^^^ 
S<lTfS^lS2iingcomm««t^ths.a.us"pubUshedby*^ 

tochHtes  only  one  meZre  of  tbe  physical  environment  (proportion  of  perwns  living  in  counties 
SSfeairquallty  during  the  i2iousyear)andonemeasure  of  the 

ofStn  less  ycmot  <«e  living  in  families  at  or  below  die  poverty  level)  among  18  suggested  indicators  of  *^Jf^*^ 

^cJX^4^  "l^taciSJ^s  for  physical  iUnesse.  (i.e..  acquired  ^r^^jrtS!^^^ 

SSy^Wlis).  a^  are  "indicators  of  risk  fecioni"  (i.e  ..  incidence  of  low  birth  weight,  births  to  adokscems.  and  lack  of  prenatal  care)  (81). 
»AIso  see      A.  "Mcdwd  of  the  Study."  in  Vol.  I  (75). 

siFor  example  OTA's  Youth  Advisory  Panel  pointed  out  that  white  Uiey  are  formally  inslnicted  to  abstain  from  tfex.  drinking,  and  dregs,  they  arc 
bombaidcd  dally  witfi  cootradictoty  messages  from  die  adult-controUcd  n^dia. 

«Fordi«n«sions  of  these  studies,  and  analyses  of  the  competence  of  health  care  providers  in 
Ilh«sZ:p!S^ionandSc.vice,"inthisvoluriK.8ndA^ 
•o  Adolescents."  in  VoL  m. 
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ticmalizing  well-being,  and  the  potential  conse- 
quences of  broadening  the  definition  of  adolescait 
health. 

The  way  that  adolescent  health  and  health  prob- 
lems are  defined  and  measured  greatly  infli^nces 
adolescents'  lives,  but  as  a  generally  (legally) 
powerless  groups  adolescents  have  very  little  say  in 
the  way  hMldi  and  health  problms  are  defined  and 
measured.  As  noted  above,  adolescents  have  been 
found  to  see  discrepancies  between  issues  of  concern 
to  them  and  issues  likely  to  be  discussed  by  health 
care  providers  and  others  who  have  the  potential  to 
affect  adolescent  health  and  make  refmals  to  health 
care  services.  Clearly,  if  there  is  disagreement  on 
what  adolescent  health  and  health  problems  are, 
there  is  likely  to  be  disagreen^nt  on  ^^m>priate 
approaches  to  promoting  health  and  to  addressing 
problems. 

Another  factor  in  defming  adolescent  health 
problems  is  some  things  that  are  regarded  as 
adolescent  health  problems  are  {s-oblems  only  in  the 
context  of  the  contemporary  social  environment 
(55).  Possibly,  for  example,  dropping  out  of  high 
school  (or  not  going  on  to  college)  might  not  be  so 
teirible  for  some  adolescents  if  jobs  at  living  wages 
or  other  alternatives  were  available  (87)  or  if 
academic  paths  were  more  flexible.  The  social 
environment  is  the  prcKluct  of  longstanding  cultural 
and  philosophical  roots  in  this  country  that  are  not 
about  to  be  changed  in  a  wholesale  manner  (9^5), 
but  in  considering  what  an  adolescent  health  prob- 
lem is,  it  is  important  to  recognize  the  social 
environment's  impact  on  the  way  adolescent  health 
problems  are  defmed. 

A  related  social  dilemma  concerns  operational- 
izing  the  concept  of  * 'complete. . .  well-being''  or 
"optimal  functional  status*'  (3337).  Although  broadly 
acceptable  definitions  of  complete  well-being  could 
be  socially  constructed,  they  would  be  difficult  to 
devise  because  to  a  large  extent  complete  well-being 
is  inherently  a  subjective  notion.  Findings  such  as 
those  by  Malus  and  colleagues  suggest*  for  example, 
that,  in  contrast  to  health  care  providers,  adolescents 
perceived  sexual  intercourse,  alcohol  and  drug  use, 
as  common  occurrences,  but  not  serious  health 
problems  (48),  Malus's  findings  suggest  a  gulf 
between  adult  and  adolescent  perceptions  of  adoles- 
cent well-being.  Broadening  the  definition  of  health 
can  have  implications  for  the  organization  of  health 
services  and,  as  a  consequence,  cost  implications. 

ERiC 


Summary 

Clearly,  the  issue  of  defining  health  as  a  genoal 
matta  aoross  the  life-span — and  all  tibe  in^licatxons 
of  that  definition  for  intervention  and  resource 
allocation — ^is  not  yet  settled.  Scholars  in  die  field  of 
adolescent  health,  realizing  the  limitations  of  more 
txmiitional  definitions  of  health  and  heaMi-ielated 
int^rations  for  that  group,  xem  considerably 
more  inclined  to  subscribe  to  broad  definitions  »ich 
as  WHO*s.  For  example,  Irwin  argues  that  a 
recoiK^ptualization  of  ^olescent  l^th  as  ''opti- 
mal functional  status**  tnay  ]m>vide  a  betto*  und^- 
standing  of  the  broader  issues  affecting  adolescents* 
health  (37^3), 

Issues  surrounding  the  definition  and  measure- 
roent  of  adolescoit  health  may  receive  greater 
attention  as  the  findings  of  OTA's  Report,  and  others 
related  to  adolescent  health  (e.g.,  3,4,12,15,54,57, 
58,59,60),  are  considered  by  local  and  national 
policymakers,  parents,  researchers,  and  adolescents 
themselves.  Many  of  these  issues  are  relevant  to 
populations  other  than  adolescents,  but  a  broader 
definition  of  health  is  especially  important  for 
adolescents  because  adolescrace  is  both  a  critical 
transitional  period  (24,29)  and  a  period  that  com- 
prises perhaps  one-seventh  of  the  life  span,  and 
because  narrower  definitions  of  health  can  lead  to 
the  neglect  of  important  health  issues  during  adoles- 
cence (88). 

Conclusions  and  Policy  Implications 

The  discussion  of  adolescent  development  in  the 
first  part  of  this  ch^ter,  as  well  as  discussions  of 
spwific  health  and  related  topics  later  in  this 
volume,  suggest  that,  in  attempts  to  defme  health  for 
adolescents,  is  important  to  consider  a  broad  range 
of  issues  and  to  include  measures  of  adolescents' 
sense  of  well-being,  their  social  environments,  as 
well  as  the  more  fmniliar  individual  measures  of 
physical  illness,  morality,  and  behavioral  risk 
factors.  However,  OTA  found  during  its  assessment 
that  existing  quantitative  assessments  of  adolescent 
health,  and  even  attempts  to  further  develop  defini- 
tions of  adolescent  health  have  not  caught  up  with 
the  conclusion  that  adolescent  health  needs  to  be 
thought  of  broadly  (37^6). 

Throughout  this  Report,  OTA  attempts  to  take  a 
broad  view  of  adolescent  health.  Health  is  viewed 
in  this  Report  in  the  most  ^'traditionary  terms  of 
the  presence  or  absence  of  physical  disease  and 
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Bex  2'C—Tovanl  Impravit^  Adideseeai  Beo^'  Key  Cofwpts  Dewb^  by  Adokseem  HeaUh 
Sehokm  a  ike  i980  NiOUmailHwUatUnud  Cotif^nee  on  the  BetdA  FtUmm  efAdotesmats 

1.  Provide  a  protongcd  snj^wrtive  nivironmesit  tor  adotesoents.  Ifealdiy  idatwtrant  develoinieiit  is 
tostered  fcy  providing  a  proloogcd  suppoitive  envtooummt  daring  e«i^  addesoence,  wilfa  giwtod  «q»  toward 

1  DevtscapredsecDPcqitmftMrton 
laid  boi&Iqr  cntoomes  ait  iss^^ 
tal^**  &  iMded  to  stodjf  iiid  dbtb«^ 
occunii^g  during  odotescwioow 

3*  Increase  the  fdcus  on  positive  aspects  of  adotescence.  Tf^  im^  Mologiol  lod  psycbosodal  changes 
oocimfa^g  <hiriqg  <atriwccoce  aro 

is  not  necessnily  turtmlcnL  Uutetaadii^  po^tive  growth,  acqoisillgii  d  new  ddlb  and  heabfa-foraiotiQg 
behav^ys»  ami  tito  changing  name  of  faiteipeiMml  irlarionsh^  desqves  inCTKised  ateatioa. 

4  Mntually  en^ige  with  adotescrats  In  a  prabive  way.  HeaKfydevdqmunt  isenooimigedt^  afaoceas  of 
mOaaX,  pc^itive  cng^nnent  between  tte  «ioIe$ceat  and  various  «failts  and  peas,  Thb  fsocess  slunM  occur 
through  &mity  and  other  signlficam  adnlts  and  tato^ 

S.  ^dy  adolescence  in  multiple  contexts.  Heal%  develqmient  must  be  smdfed  and  viewed  in  mlatton  to 
the  various  oonfexfs  wifhte  which  h  occm^  Demogi^^ 
and  Id3t«»ica!  tetms  can  nKidify  the  chanurtciiztt^ 


disability;  the  implications  of  that  view  for 
interventions  and  the  allocation  of  resources  are 
discussed.  As  has  become  well-accepted  in  the 
adolescent  development  and  health  research  com- 
munities, the  health  of  adolescents  is  also  viewed 
in  this  Report  In  behavioral  terms — such  as 
engagement  in  behaviors  variously  characterized 
as  **risky/'  ''health-compromising/'  ''health- 
enhancing/'  or  ^'problem*'  behaviors.  The  Re- 
port also  attempts  to  measure  health  in  positive 
terms  (e.g^  social  competence)  and  health  and 
well-being  from  the  perspective  of  adolescents 
themselves  (e.g.,  perceived  quality  of  life).  The 
influence  of  the  social  context  on  health-related 
behaviors  is  also  discussed  (cg^  families,  schools, 
discretionary  time). 

In  many  cases,  however,  OTA*s  attempt  at  a  broad 
analysis  of  adolescent  health  was  hampered  by  a 
lack  of  data.  The  future  of  monitoring  adolescent 
health  needs  to  take  a  well-rounded  approach  to 
measuring  health  and  the  factors  that  affect  it,  rather 
than  continuing  its  emphasis  on  mortality  and 
behavior.  In  addition,  the  differences  that  occur 
during  the  long  (10  or  more  years)  period  of 


adolescent  developn^nt  (e.g.,  13)  are  important  to 
integrate  into  an  agenda  for  monitoring  adolescent 
health  and  well-being. 

In  addition,  it  is  important  to  contmue  the 
'^renaissance**  in  research  on  normal  adolescent 
development  noted  recently  by  the  Carnegie  Council 
on  Adolescent  Development  (24,25,89),  The  Clarae- 
gie  volume  suggests  many  opportunities  for  such 
research  and  emphasizes  three  priority  areas  of 
crosscutting  importance  (24,25).^^ 

In  order  to  make  adolescence  a  better  period  of 
life,  it  may  also  be  important  to  attempt  to  *  'market*  * 
adolescents  differ^tly  to  the  American  public  and 
to  health  care  providers.  As  discussed  above,  many 
earlier  hypotheses  that  seeo^  to  describe  univers^ 
processes  in  adolescent  development  have  now  been 
test^  and  found  wanting  (24).  In  the  process  of 
testing  grand  theories,  the  i^eld  of  adolescent  devel- 
opment has  found  that  the  popular  conceptions  of 
adolescents  as  a  group  whose  behavior  is  over- 
whebningly  determined  by  *  'raging  hormones"  and 
of  adolescence  as  inevitably  a  period  of  storm  and 
stress  are  overstated.  But  on  the  other  hand,  the  r^id 


^Accostting  to  Fcldman  and  EUioft.  the  three  crosscucting  areas  of  primaxy  imponoD/x  are:  Itamipg  more  about  imwhite  youth;  ejuxminiog  the 
coDtcxts  of  sdalesceflf  development;  and  considering  adolescence  as  part  of  tt^  Ufe  course  (24J5),  Suggestions  for  fixture  research  can  also  be  found 
in  varicms  repons  from  the  I9S6  National  Invitational  Confcrcooe  on  Health  Futures  of  Adolescents  (e.g.,  37*39)  aikl  in  a  recent  review  by  Susman  and 
her  colleagues  (6S). 
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physical  change  thai  occurs  during  adolescence,  and 
the  increasing  ability  of  adolescents  to  think  ivflec- 
lively,  can  make  adolescence  a  difficult  period  for 
some  individuals,  their  parents,  teachers,  other 
adults,  and  their  peers.  Little  he^  is  provided  to 
adolescents,  and  their  parrats  and  teachei^^  as  they 
txy  to  cope  with  these  changes.  Societal  exp^irtations 
fot  adolescents  axe  inconsi^nt  and  may  simultane- 
ously restrict  adolescents  unnecessarily  and  demand 
finom  them  an  unrealistic  level  of  maturity. 

It  is  important  to  consider  the  tmsic  j^ysiological 
and  cognitive  changes  that  occur  during  adolescence 
in  the  design  of  health  and  related  %rvices,  health 
education,  and  adolescent  enviroimients  geTOrally. 
It  is  important  to  continuously  acknowledge  that 
adolescence  is  largely  a  social  construct,  and  one 
that  is  cmitinuously  changing,  even  as  we  study  it 
(55).  As  a  statting  place,  the  key  concepts  developed 
by  participants  in  the  1986  National  Invitational 
Conference  on  the  Health  Futures  of  Adolescents 
deserve  additional  application  and  testing  (box  2-C). 
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Chapter  3 

PARENTS  AND  HVMILIES'  INFLUENCE  ON  ADOLESCENT  HEALTH 


Introduction 

The  family  has  long  been  considered  the  bedrock 
of  American  society.  Pictured  as  a  place  of  refuge 
£nom  the  trials  and  tribulations  of  everyday  life,  the 
family  has  been  jn'aised  from  podium  and  pulpit. 
Poets  remind  us  that  the  family  '*is  where,  when  you 
go  there,  they  have  to  take  you  in/ '  It  is  a  safe  harbor, 
a  supportive  environment  for  personal  growth  and 
expression.  And,  indeed,  for  most  people,  the  family 
is  a  place  of  succor  and  nourishment — if  not  always, 
then  at  least  most  of  the  time. 

But  there  is  a  darker  side  to  some  families  that 
belies  these  virtues.  Life  in  such  families  can  be 
terrifying,  as  violence  replaces  tranquility,  hatred 
[men^ts  love,  hope  becomes  despair,  and  a  corro- 
sion of  character  directs  the  development  of  family 
members*  These  are  the  families  in  which  night- 
mares are  real  and  children  and  adolescents  are 
transforn^  into  victims  of  oppression. 

Adolescent  growth  and  development  are  deeply 
affected  by  the  family  environment  in  manifold  and 
enduring  ways — for  good  or  for  ill.  This  chapter 
explores  the  positive  and  negative  influences  of 
families  on  the  health  and  maturation  of  adolescents. 
Since  parents  are  central  authority  figures  in  most 
families  (even  during  their  children's  adolescence, 
when  peers'  influence  increases),  the  discussion  that 
follows  emphasizes  the  role  of  parents  v*s-a-vis 
adolescent  family  members.  The  interactions  of 
siblings,  grandparents,  and  other  significant  individ- 
uals in  a  variety  of  family  structi^es  are  clearly 
important  for  adolescent  health,  but  the  body  of 
research  on  their  significance  to  adolescent  health  is 
sparse. 

This  chapter  provides  a  brief  overview  of  the 
changing  nature  of  the  American  family,  and  dis- 
cusses positive,  then  negative,  influences  of  parents 
on  adolescents,  including  maltreatment  of  adoles- 
cents. The  chapter  is  intended  to  provide  an  over- 
view of  the  importance  of  parents  in  the  lives  of 
adolescents.  For  some  specific  adolescent  health 


IHt>blems,  there  has  b^n  considerable  research  on 
the  negative  inq>act  of  specific  features  of  parent- 
adolescent  relationshi}^;  this  re^arch  is  discuss^ 
in  moi^  detail  in  the  relevant  chi^m  in  this 
volume.^  It  is  important  to  keep  in  miml,  however^ 
that  some  widely  held  views  that  parents  are  not  an 
important  positive  influence  in  the  lives  of  their 
children  during  adolescrace  are  now  seen  as  inap- 
propriate inferences  drawn  from  a  small  body  of 
influential  writings  earlier  in  this  century.  The 
relationship  between  i^rents  and  their  children 
during  adolescence  is  complicated  and  clei^Iy  dif- 
fers from  that  between  parents  and  their  younger 
children.  This  ch^ter  concludes  that  more  research 
is  needed  to  investigate  the  positive  and  negative 
features  of  the  {^ent-child  relationship  during 
adolescence,  and  more  guidance  is  needed  for 
parents  during  this  important  period. 

The  Changing  Nature  of  the 
American  Family 

The  traditional  American  nuclear  family  is  often 
depicted  in  popular  culture  as  a  father,  a  mother,  and 
several  children.  Grandparents  are  depicted  either  as 
living  with  the  family  or  residing  somewhere 
nearby.  The  father  works  and  the  mother  cares  for 
the  children  and  home.  Today  the  picture  of  the 
traditional  family  is  evolving  rapidly  into  a  plural- 
istic collage  of  ahemative  structures  (79). 

Economic  and  social  forces  have  brought  about 
significant  demographic  changes  that  are  reflected  in 
family  life  throughout  the  Nation.  Divorce,  for 
example,  has  made  the  one-parent  family  common- 
place, and  remarriage  has  introduced  a  stepparent 
into  many  homes.  Over  one-third  of  the  marriages 
performed  in  1988  were  second  marriages  (47,93). 
With  about  half  of  all  marriages  now  ending  in 
divorce  and  about  23  percent  of  children  bom  today 
torn  outside  of  marriage,  15.5  million  children 
underage  18 — including  6.7  million  10-  to  17-year- 
olds  (92a) — bve  with  one  parent.  In  the  vast  majority 
of  cases  (90  percent),  children  in  single  parent 


^Scccspcciallych.  10.  "PregnaocyandPimmtiog:  Prevcmionmid  Scrvtccs,"ch,  12,  *'AkoM,Tbbaa:o.aiid  Drug  Abuse:  PrcvcntionaodScnric^^ 
and  cb.  13.  "Delinquency:  Prevention  and  Services/'  in  this  volume. 
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housdiolds  live  with  their  mother  (47,92a).^  ^  Ac- 
cording to  the  VS.  Dq^rtment  of  Commei^» 
Bureau  of  the  Census*  in  1990*  <mly  28  potent  of 
households  consisted  of  manied  coiq)les  living  with 
their  own  duMien^  under  age  1 8;  in  1 970, 64  patent 
of  households  consisted  of  married  a>uples  living 
with  tteir  own  children  under  age  18  (1^).^  DatSi 
from  the  Bureau  of  tte  Cento's  Oirrmt  Population 
Survey  indicate  that  6*789,000  U.S.  children  under 
18  (approximately  1 1  percrat  of  die  residont  popula- 
tion) lived  in  step&miUes  in  198S  (92d).  In  1986* 
Garbarino  and  his  coUragues  estimated  that  about  1 1 
percent  of  all  adolescents  lived  in  stepfamilies  (67). 

New  social  values  and  fisc^  inq^enttives  (e.g.* 
self-actualization*  professional  opportunities*  desire 
fear  a  hi^er  standard  of  living)  have  enabled  or 
con:q)elled  many  womm  to  work  outside  the  home* 
Two-thirds  of  adolescrats  {175  million  of  those 
ages  10  to  17)  Uve  in  households  where  bodi  pments 
(or  a  single  parent)  work  fiill  time  (92c).  Group 
houdng  or  similar  extended  family  configurations 
are  scmietimes  encountered.  And  all  of  these  and 
other  forms  of  nontradittonal  family  structures  are 
now  part  of  the  domestic  landscape  of  America  (3)* 

In  addition*  changes  in  employment  are  now 
routine*  and  families  may  move  from  one  geo- 
graphic area  to  another  $ev»^  times  during  the 
course  of  a  decade*  removing  a  child  or  ^olescrat 
from  close  ccmtact  with  grandparents  and  altering 
the  stability  of  peer  relationships.  Changes  in 
longevity,  later/delayed  childbearing*  and  imqprove- 
n^nts  in  health  care  and  nutriticm  have  incroi^  the 
number  of  older  parents  of  adolescent  childrra.  The 
automobile  and  easy  access  to  mass  transit  in  urban 


areas  have  also  provided  ^olescents  a  broader 
(tegree  of  mobility*  and  with  it  certain  indq^aaitoice 
from  parmtal  inflirace.  Although  die  ^)ecific 
influraces  of  television  and  other  electronic  media 
cm  adol^cents  are  not  known  with  certainty*  it  is 
wi^ly  believed  diat  adolescotts  are  exposed  to  a 
more  divose  set  of  messages  through  the  media  dian 
they  would  be  through  dieir  imeots  alone  (92)« 

For  parents  with  responsibility  for  their  minor 
diildrm*  these  changes  can  be  confusing.  Families 
modeled  along  traditional  lines  may  feel  embattled 
as  they  witness  the  changes  occurring  around  them. 
Furthermore*  many  of  the  new  family  rrKxlels  have 
no  established  or  tested  guidelines  for  raising 
chikbtm*  Instead*  they  place  jm^mts  in  tl^  position 
of  having  to  inqirovise  without  the  benefit  of  the 
histcmcal  experience  of  others  to  assist  them. 

Neither  research  nor  custom  yields  much  counsel 
outside  of  the  traditiorud  nuclear  setting.  In  fact* 
society  terub  to  question  (and  scm^times  condemn) 
nontraditional  families*  so  that  support  is  virtually 
nonexistont.  At  the  san^  time*  those  in  nontradi- 
tional families  sometin^  criticize  traditional  family 
arrangements*  fiirth^  adding  to  the  confusion  sur- 
rounding families  in  c^ntempcn-ary  society. 

Science*  too,  has  added  to  the  problem.  New 
discoveries  offering  genetic  linkages  to  a  variety  of 
health  problems  raise  unanswned  ethical  questions 
about  parental  responsibilities  for  preventing  heredi- 
tary conditions.  There  is  increasing  evidence*  for 
example*  Aat  genetic  factors  play  a  role  in  schizo- 
phrenia* major  affective  disorders*  and  alcoholism 
(16*37*38*39*81*106).  Genetic  factors  may  also  play 


2Ac«a4iiig  ^  tbe  U.S,  Dct^fifftiiieid  of  C<mi^^ 
IttSBOCoaitletffbrftCOQsidaabteaii^^  es|MiaU)rdftrttigthel9705(92b).Atmitl7p€fmit(^^ 
wOTmg<flmlnedbyw<WMoahwto!99ftcoi^ 

maiitfainpd  by  wchtoi  do  not  necessarily  incipde  any  depcndem  children ,  For  cumplc,  tftcse  f MniHes  could  include  a  wtonan  stiaring  her  bofoe  with 

andderiy  parem  orany  otfaoradiiltfeJAtive.  Id 

(92b). 

^TltcpiopoTtion  of  liunilies  with  dtpct^^ 
pmcntiD  1990)  (92b).  Abwrt  30  pcnxnt  of  Hiqyanfc  family  groops  with  children  w 

'Own  chiUren' '  in  a  fomily  are  sons      daugbtm.  inchidii^  stepchildren  and  adopfod  childmi»  oi  the  hooselioldcar  (92b}. 

^t  may  b«  smuewbat  ifiqx>ftant  to  note  chat  the  ateohite  nomber  of  U.S.  hotisefaolds  imsvased  between  1 970  ai^  1990.  fmn  63  million  to  93  milliosu 
laigely  bocaisfic  of  large  increases  in  noisfamily  hoosebolds  (e.g.^  men  <^  women  livii^  oioas}  (92b}.  Even  so.  there  was  a  greater  ebsohite  mmiber  of 
fimifyhouseh0tdscimslsds^d[isimiedcoj^Ses  hvipg  with  their  own  chiMrenonder  age  IS  in  1970  (40.3  million^  or  50pereent  of  family  honschoMlB) 
esanto  1990(26.3  bonsdK>kls«  or  27  percent  of  fm^htmschokte)  (92b).  CTheU.S.  Depaitnientof  Coinmeree,Bt!feaaof  tfieCensiisctefinesa/ia^ 
asagroopof  twopmonsormtne^oi^of  whcmiisthebotiseho^,  (92bhAiumehM 
oon^sts  of  all  the  pefsoas  who  occ^  a  hoiisiiv  iiiiif  (a  bott^ 
as  sqtarate  tivhig  qitattciv«  0iat  is.  wheo  Oie  occtt^^ 

throv^  a  comoKMt  haO)  (92b).  A  jfiamity  household  is  a  hottsehoid  by  a  family;  in  addition^  any  omidated  pciscms  who  m^  be  residiQg 

there  m  incloded  in  ttie  ootmt  of  hottsdiold  nimbers  (92b).) 

*Sec  ch,  7.  "NtttritiOB  and  Fitness  ProWcms."  and  ch.  13,  "Delinqococy:  Prcvcotions  and  Service/*  in  this  vohime  for  further  discnssioit 


a  role  in  some  cases  of  obesity  and  violent  delin- 
quent behavior.^ 

As  if  these  points  of  departure  from  i^t  expert- 
encc  wane  not  enough,  parents  of  acblescoits  also 
must  face  an  additicmal  tiansiticm  in  their  (Nirenting 
roles.  Adolescents  bring  challenges  that  may  de- 
mand revision  of  parroting  skills;  as  a  n^ult,  parents 
may  confront  personal  unc^tainty  about  ai^>ropriate 
responses  to  adolescence.  Rmhermore,  some  par- 
ents mi^  be  experiracing  signi&:ant  life  changes 
dionselves.  And,  indeed,  studies  have  found  that  the 
parrats  of  a(k>lesmits  feel  less  adequate  and  more 
anxious  about  their  roles  than  do  [wents  of  younger 
children  (2.48,101). 

Positive  Parentai  influences  on 
Adolescent  Healtti 

Many  nontechnical  bodes  on  parenting  laud  the 
role  of  parents  in  shaping  the  character  of  their 
children,^  but  the  predominance  of  this  then^  in  the 
popular  {ness  is  not  paralleled  in  research  literature 
on  adol^cent  health.  Instead,  most  research  concen- 
trates on  adole^^t  behaviors,  attitudes,  and  prob* 
lesns  and  systemic  or  institutional  ap{nt>aches  to 
problem  solving.  As  Irwin  observes,  much  of  the 
existing  research  on  adolescent  health  has  serious 
kmitations: 

Past  research  has  been  guided  by  the  '*stomi  and 
strras*'  perspective  of  adolescence  and  has  focused 
on  what  goes  wrong,  went  wnxig,  or  is  going  wrong 
during  adolescence*  Less  is  known  about  what 
C(Httributes  to  positive  growth  and  health-enhancing 
behaviors  (SI). 

lb  be  sure,  demonstrations  and  "'projects**  that 
marshal  schools  and  conimunity  agencies  in  efforts 
to  promote  in^>roved  adolescent  health  abound — 
and  some  of  these  include  family  compoi^ts.  But 
the  concept  of  the  family  as  a  front  line  of  defense 
against  adolescent  health  probl^ns  has  not  pome- 
ated  the  research  or  services  consciousness  to  any 
significant  extent.  As  pointed  out  elsewhere  in  this 


OTA  Rq)ort,  for  exanq>le,  ttiere  are  few  carefully 
evaluate  primary  prevaitkm  efforts  diat  target 
families  for  the  prevention  of  human  immunoitefi- 
cioK^  virus  (fflV)  infection  in  adolescents  and 
virtually  none  that  target  families  to  pevent  sexually 
transmitted  diseases  in  adolescents.^  Birftennore,  in 
thoK  research  sbidies  i^^iere  die  fomily  is  considered 
at  length,  it  is  usually  <x>nsidered  in  cme  of  two 
contexts— either  the  family's  economic  or  caregiv- 
ing  buiden  for  adolescent  healfli  prc^lems  or  the 
family's  role  in  causing  ot  exacerbating  adolescent 
health  problems  (73a)7 

A  balanced  a{^>roach  would  serai  to  draiand 
some  recogniti<ra  of  the  positive  parental  influence, 
in  the  majority  of  families,  on  the  trealOi  and 
well-being  of  adolescents.  Yet  there  is  a  clear  need 
for  additional  research  in  this  ar»ia-^or  all  family 
structures,  Init  particularly  for  sejwated,  minority, 
and  nontraditional  families  (6,42,43,45,S5).  In  1987, 
Canq)bell  noted  that  fewer  than  S  percent  of  the 
articles  in  the  litmture  on  families  and  health  were 
enq>irical  studies  (96).  If,  in  fs^,  parents  serve  as 
role  models  for  their  chikben^  then  the  behaviors  of 
parents  and  the  strength  of  i^lesc^t  bdiavior 
modeled  after  parents  would  seem  appropriate  areas 
of  investigation*  Unfoitunately,  the  old  adage  *'Like 
father,  like  son*'  has  not  been  evaluated  extensively 
from  a  smous  ^ientific  perspective. 

The  oj^xntunities  fo**  significant  research  on  the 
positive  influence  of  parents  and  famili^  on  adoles- 
cmi  health  are  manifold.  Examples  are  cited  below* 

Parents  Who  Sene  as  Posftfn  Belaviarat 
Role  Models  and  Transmitters  of  Values 
and  Information 

Tb  what  extent  are  the  values  and  behaviors  of 
paroits  regarding  healdi  practices,  personal  hygiene, 
aiu!  safety  transmitted  to  adol^cents?  Do  parent 
models  ixifluence  adolescent  attitudes  and  behavior 
to  any  significant  extent?  Under  what  craditions  are 
parental  values  and  behaviors  ioiitated  by  adoles- 


^cry  few  noocliiJcal  books  are  written  to  giMc  the  par&m  of  adokscests,  however. 

*This  point  is  made  in  cIl  9/  'AIDS  and  Otto  SexoaUy  TrmsssdtUd  Diseases:  Prevention  and  Services.''  in  Oils  volmne. 
^^rbis  (^sservatimi,  of  course,  is  not  tnteoded  to  de&ignte  tbe  InqK^tance  of  a  fomity 's  fltttocial  coQtrilmti<m  to  adoiescem  healdu  nor  is  it  int^MM 
10  diminisb  the  significmor  of  careglvi^g  wi  tfiin  the  fiunily  setting . 
<^  cootiast,  Scittlt*s  fcview  of  preventive  F<)Siaiiis  ii^^ 

In  «ffofy4wg  Twtgg  anA  thnHa  anA  fa  rfffnu'f  n^CffM*^  rltiMren;  no  pmgrama  mfffrrWit  ihe  hasic  rBSOHrcC  ppvistol  fimCtica  of  parents,  aod  VdV 

few  ad(tessed^ft>le  of  parents  as  advocate  for  dieirc:liikiiea{i.e.«b^  about  Oie  svaiUibility 

and  ttse  of  conmnmity  resources)  (83a).  Veiy  few  of  the  prc^rams  had  beeo  evaluated  for  their  effectiveness  (83a). 
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Mtits?  How  do  a  parent's  positive  t^th-  and 
safety-related  values  and  behavioi^  relate  to  adoles- 
tealth  oiita>mes?  If  a  parent  always  a  seat 
belt,  is  an  adolescent  driver  any  more  likely  to  do  so? 
If  parents  have  strong  objections  to  alcohol,  mari- 
juana, or  other  i^ydioactive  substance  use,  will  the 
adolescent  be  le^  likely  to  engage  in  the  use  or 
abuse  of  such  a  substance?  lb  what  extent  do  family 
attitudes  about  sexuality  affect  risk  of  jnegnancy, 
sexually  transmitted  diseases,  and  HTV-infection? 
Do  sound  family  exocise  and  nutrition  practice 
reduce  adolescent  problems  of  obesity  or  di^aiy 
deficiencies?^^  Are  parental  <tental  practices  corre- 
lated with  the  presence  or  absence  of  caries  in  their 
adolescent  children? 

Several  studies  have  foimd  that  adolescents  agree 
with  their  parents  on  most  basic  values  (7,21,53^6, 
72).  It  has  been  established  diat  parents  are  viewed 
by  most  adolescents  as  credible  sources  of  infonna- 
tion  (17,46,74,88,105),  Tb  what  extent  is  this 
credibility  merited?  Do  parents  generally  transmit 
accurate  and  current  information  on  health,  mental 
health,  and  safety  issues  to  adolescent  family 
members,  or  is  their  infomiation  incomplete,  out- 
dated, or  incorrect? 

There  is  some  evidence  to  suggest  that  parents 
exert  a  great  influence  on  particular  health  behaviors 
of  adolescents  (particularly  daughters)  within  a 
family  (4).  When  one  examines  risk  factors  for 
adolescent  pregnancy,  for  example,  there  emerges  a 
strong  relationship  between  the  mothers*  experi- 
ences and  those  of  their  daughters  (70).  Girls  in 
female-headed  households  are  more  likely  to  have 
intercourse  at  earlier  ages,  as  are  those  who  have 
large  numbers  of  sibUngs  (49.109).  Although  the 
evidence  is  not  strong,  some  studies  suggest  that 
op^n  communications  between  parents  and  adoles- 
cents about  sexual  issues  result  in  less  sexual 
activity,  better  use  of  contraceptives,  and  parental 
support  in  seeking  family  planning  services  (27,50, 
59).  And  Rosen  has  shown  that  parents  play  a  major 
role  in  the  decision  to  terminate  an  unintended 
pregnancy — particularly  among  young  adolescents 


What  is  not  known  is  how  generalizable  the 
limited  existing  data  on  the  paraital  influosces  are 
to  subj^rts  ±Bt  have  not  received  the  close  scrutiny 
given  to  the  parmtal  role  in  adolescent  fnegnancy, 
nutrition  and  fitness,  or  substance  u%  and  abuse.  Do 
parental  influences  shape  the  type  and  quantity  of 
foods  consumed  by  ^lesc^ts?  Are  cauticms  par- 
ents mon  less  lilrely  to  raise  adolescents  who 
escape  accident^  injury  or  avoid  risk  taking  behav- 
iors? Are  childhood  handwashing  and  teeth- 
brushing  drills  effective  in  taping  the  personal 
hygiene  habits  of  adolescents? 

Parents  wtio  PmWe  Emotlonal/FsychologlMf 
Support  aiut  EiwouragBment 

Adolescence  is  a  time  of  rapid  changes.^^  Rela- 
tions with  peers — and  particularly  with  numbers  of 
the  opposite  sex — raise  new  and  perplexing  ques- 
tions. Can  the  experiences  of  parents  provide  a 
useful  resCTvoir  for  adolescents  seeking  counsel  on 
issues  surrounding  dating  behavior,  friendships,  and 
appropriate  interactions  in  society?  If  so,  under  what 
conditions?  How  is  such  counsel  best  conveyed? 
Similarly,  for  those  physical  and  emotional  changes 
which  may  seem  inexplicable,  can  parents  help 
guide  their  adolescent  to  greater  understanding  and 
knowledge,  a  sense  of  perspective,  and  self-accept- 
ance— thereby  reducing  unnecessary  anxiety?  To 
what  extent  can  a  parentis  views  about  an  adoles- 
cent*s  disability — or  sexuality,  or  need  for  increased 
autonomy,  or  any  of  a  number  of  other  issues — 
enhance  or  imp^e  sound  psychological  develop- 
ment  in  the  adolescent? 

Parents  Who  Connect  Adolescents  to 
Heeded  Services 

To  what  extent  do  parents  serve  as  early  screeners 
of  health  care  needs  for  adolescents,  either  making 
their  own  discretionary  diagnoses  and  referrals 
providing  direct  health  care  services  themselves? 
How  important  are  parental  **home  remwiies**  for 
adolescent  health  care?  Are  these  parental  interven- 
tions appropriate  and  beneHcial?  What  role  do 
parents  play  in  connecting  an  adolescent  to  dental. 


^  ^Ch.  7. '  'Nutrition  and  Fitness  i^blons:  Ptcvenlion  and  Services/'  in  this  volume,  notes  thai  exeitise  tevels  are  similar  among  meinbersof  the  saine 
family  oxKi  thai  children  in  o^itsc  families  expend  less  energy  than  those  in  lean  families,  suggesting  that  family  lifestyle  can  he  a  strong  factor  inftueocii^ 
healthy  behavior  in  adol«5cents.  However,  fmdiiigs  such  as  these  must  be  tempered     the  receot  Hodkg  that  t^^ly  may  have  a  genetic  component. 

t^Tbe  limited  research  on  the  effects  of  parcntal  pressure  on  health  care  decisiomnakii^  adolescous  is  dismssed  in  ch.  17.  "C<Hiseni  and 
Confldcntiality  in  Adolescent  Health  Care  Decisionmakir^/'  in  Vol.  in.  A 1988  study  hySchem  and  ReppuccI  examined  (he  effects  of  parental  pressim 
00  hypothetical  health  decisions  by  adolescents  ages  14  and  15  and  found  that  these  adolescents  yielded  greatly  to  parental  pressure  (82). 

*^Sec  ch.  2.  **What  Is  Adolescent  Health?'*  in  this  volume  for  discussion  of  these  chaises. 


Chapter  3--Pannts  and  Famlllss*  Influence  on  Adol^cent  H^tti)  #  //•39 


health,  and  mental  health  ^rvices?^^  How  in^itant 
are  the  financial,  transportation,  and  scheduling 
roles  of  parents  in  the  connection  of  adolescents  wi^ 
needed  services?  What  are  the  role  and  si^ficance 
of  family  caregivers  in  the  system  of  adolescent 
health  caie?  How  can  parents  become  more  effective 
in  promoting  the  health  maintenance  of  their  adoles- 
cent family  members? 

These  are  just  a  few  areas  where  families  may  be 
making  a  major,  and  largely  unrecognized,  contribu- 
tion to  the  overall  health  of  their  adolescent  mem- 
bers (73a)*  Future  research  should  help  illuminate 
how  the  "personal**  family  sector  interacts  with  the 
public  and  private  systems  of  health  care,  since 
many  health  problems  may  be  fust  noticed  in  the 
home  setting  and  decisions  to  seek  professional 
intervention  are  initiated  through  the  threshold  of 
family  concern. 

Parents  Who  Promote  Adolescents'  Autonomy 
and  Ittttependence 

As  they  mature,  adolescents  typically  demand  a 
more  nearly  equal  and  active  role  in  family  discus- 
sions and  decisionmaking  (87).  Hius,  it  is  perhaps 
not  surprising  that  families  which  allow  latitude  for 
adolescent  participation  in  family  decisions  have 
fewer  problems  during  adolescence  than  more  rigid 
and  authoritarian  families.  According  to  Laurence 
Steinberg,  a  family  that  combines  democracy  with 
warmth  and  demandingness  is  likely  to  foster  an 
adolescent's  mental  health: 

Generally  speaking,  adolescents  thrive  develop- 
mentally  when  their  family  environmrat  is  charac- 
terized by  warm  relatimships  in  which  individuals 
are  permitted  to  express  their  opinions  and  assen 
their  individuality  and  in  which  parents  expect 
mature  behavior  and  set  and  enforce  reasonable  mies 
and  standards.  This  ccmstellation  <tf  warmth,  democ- 
racy, and  demandingness  has  beoi  labelled  author- 
itative/* According  to  several  comprehensive  re- 
views of  the  literature  on  parenting  practices  and 
their  outcomes,  adotescoits  who  grow  up  in  authcHi- 
tative  homes  score  higher  on  indices  of  psychologi- 
cal development  and  m^fal  health,  vimially  how- 
ever defined  (86). 

Thus,  basic  questions  on  parent*child  relationships 
during  adolescence  include:  How  can  parents  best 
facilitate  movement  toward  adolescent  autonomy 


^iotocfrndt:  Onto  of  Tte^ichgy  Ass^smmnt 


Vlows  on  the  nati^a  of  acMasoont  and  fanHly  dsvelopmsnt 
have  undarsone  radted  trar^ornntion.  Rattw  than 
baoombi^  detached  and  Independent  of  their  parents, 

€KSplesoent8  need  to  learn  tp  assume  increasfng 
f esponsttiliny  and  dedsionm^dng  with^  the  context  of 

thefr  ctose  retatton^lps,  not  a»vay  from  them.  A 
burgecHiIng  bocfy  of  resraroh  sugpests  that  parents  can 

help  their  adolescent  cM!dren  beoome  eodally  and 
cogrtitlvely  competent  by  adopting  a  style  of  Interacting 
that  Is  slmultaneot^  stHnulattrYg,  demandlr^,  loving, 
supportive,  and  committed  to  the  adolescent 

and  interdependence?  What  external  controls  should 
be  relaxed  and  when  should  relaxation  occur?  Most 
parents  continue  to  exercise  son:ie  restrictive  author- 
ity throughout  adolescence.  Where  behavioral  re- 
strictions are  imposed  for  health  or  safety  reasons^  to 
what  extent  are  these  effective?  What  kinds  of 
restrictions  are  a{^m>priate  and  under  what  circum* 
stances?  How  can  parents  more  effectively  transfer 
external  controls  to  internalized  self-controls  in 
adolescents? 

As  summarized  r^-^ently  by  Ooms  and  Owen  for 
the  Family  Impact  .seminar; 

Views  on  the  nature  of  adolescoit  and  family 
development  have  undergone  radical  transforma* 
tion.  Earlier  re^arch  and  writing  about  adolescence 
described  the  caitial  [developmoital}  task  of  adoles- 
cence as  . .  .becoming  detached  and  independent  o(, 
in  effect  'emancipated*  from,  parmts.  Recent  re- 
search has  led  to  a  reconcei^ialization  of  the 
developmental  tasks  of  the  adolescent  ^age  of  the 
family  life  cycle. 


^^We  do  know  that  most  childhood  cancm,  for  exan^^le.  are  delected  ai  early  stages,  as  pareDts  ore  likely  to  seek  medical  cart  sooo  aner  obsetvii^ 
a  health  prDblem  ( 100). 
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Actotescents  ne^  to  leant  to  assume  increasing 
mponsibility  and  (tecisioQ  makii^  but  within  die 
COTlext  of  tiieir  clc^  itlatkmidiips^  not  aw«y  from 
tl^m.  They  must  renegoti^  dieir  retatimship  iwith 
ibtir  paroits  so  that  Aey  can  assume  greater 
autonomy^  but  they  also  need  to  ranatn  connected 
with  their  ]»ient5  in  a  new  relationship  of  mutuality 
and  firiaddiip  ratter  than  d(miinance  and  control. 
Parents  need  to  gnuhiaUy  *let  go/  but  stay  intmsted 
in  tteir  diildrm,  and  provide  them  with  continued 
advice  and  support. .  .(73a). 

Baumrind  describes  two  parent  types  that  have 
positive  outcomes  for  adolescents:  audioritative  m  d 
den^Dcratic  parents  (3,6).  She  states: 

Authoritative  parents^  by  definition,  are  not 
punitive  or  authcmtarian.  They  msy^  however,  em- 
brace traditional  valu«.  Authoritative  parents,  in 
comparison  to  lenient  parents,  are  more  demanding 
and,  in  ccmq^SOT  to  authoitarian-restrictive  par* 
entSt  are  mcoe  respcmsive*  Autlmitative  i^rents  are 
demmding  in  that  they  guide  their  childroi's  activi- 
ties finnly  and  consi^entfy  and  require  them  to 
contribute  to  fiunily  functkming  by  helping  with 
household  tasks.  They  willingly  ccaifiront  flieir  diil- 
dren  in  <Hdef  to  obtain  ccmfbmiity,  state  their  values 
clearfy,  and  expect  their  diildren  to  r^pect  their 
norms.  Authoritative  parents  are  responsive  affec- 
tively in  the  sense  of  being  loving,  supportive,  and 
committed:  they  are  respi^ive  cognitively  in  the 
sense  of  providing  a  stimulating  and  challenging 
envirmment.  AuthOTit^ive  paraits  diaiwteristi- 
cally  maintain  an  iqipropriate  ratio  of  children's 
autonomy  to  parental  control  at  all  ages.  However, 
an  appropriate  ratio  is  weighted  in  the  direction  of 
control  with  young  children  and  in  the  direction  of 
autmomy  in  adolescmce.  Authoritative  parents  of 
adolescems  focus  on  issues  rather  than  personalities 
and  roles,  [and]  they  oicourage  their  adolescents  to 
voice  their  dissent  and  actively  seek  to  share  power 
as  their  childrm  mature  (3). 

Democratic  parents  are  highly  responsive,  moder- 
ately demanding,  and  not  restrictive.  They  are  less 
conventicmal,  directive,  and  assertive  in  their  control 
than  authoritative  parents,  tnit  like  authmtative 
parents  are  suppc»tive«  caring,  personally  agentic. 
and  manifest  no  pmbiem  behavior  or  faniily  disor- 
ganizatJim  (6). 

The  extent  to  which  American  families  follow 
these  models  is  not  known.  Research  has  shown, 
however,  that  adolescents  in  authoritative  and  demo* 
cratic  families  on  the  average  are  bener  adjusted  in 


terms  of  mental  health,  »lf-image,  social  integra- 
tion, and  ability  to  make  indepi^ident  decisions 
(self-direct^)  ^an  their  peers  from  authoritarkm 
homes  (ix.>  homes  in  which  parents  exert  rigid 
controls)  or  permissive  hemes  (i.e.,  homes  in  whk^h 
parents  are  either  uninvolved  or  are  lax  in  control- 
ling bdiavior  of  tfieir  children)  (3^^45,20,44,45,63, 
78,86). 

In  the  Family  Socialization  and  Developmental 
Coiq>etence  Project^  Baumrind  evaluated  the  conse- 
quences for  children  of  four  parental  styles  in  temis 
of  the  children's  social  and  cognitive  competence: 

#  authoritarive» 

•  authoritarian, 

#  permissive,  and 

•  rejecting-neglecting  (or  indifferent)  (6). 

Preadolescent  children  £rom  authoritativeldenw- 
cratic  families,  Baumrind  found,  had  developed  the 
great^  social  and  cognitive  conq^etence  (6).  Rn^adc^ 
cent  girls  from  permissive  families  were  less  self- 
assertive  than  preadolescent  girls  from  authoritative 
families,  ai^  boys  am!  girls  from  permissive  fami- 
lies were  less  cognitively  competent  than  those  from 
authoritative  families*  Pmeadolescent  children  fipom 
rejectir^-neglecting  families,  wwe  the  least  socially 
competent  of  all«  Baumrind  found  that  the  effects  of 
family  structure  anuHig  preadolescents  varied  with 
tte  socioeconomic  and  donografrfiic  characteristics 
of  the  family.  An  authoritarian  family  upbringing, 
for  example,  was  more  harmful,  as  measured  in 
terms  of  a  variety  of  social  competency  scales,  to 
middle-class  boys  than  to  girls;  more  hannfiii  to 
preschool  white  girls  than  to  black  girls,  and  nK>re 
hamifiil  to  white  boys  than  Hisfmic  boys  (6).^^ 

When  children  in  the  Family  Socialization  and 
£)evelopn^tal  Competence  Project  were  adoles- 
cents, Baumrind  measured  the  consequences  of 
diffen  it  parental  styles  again  (using  a  different 
categorization),  and  the  findings  were  similar  to 
those  for  preadolescents  (6).  Adolescent  children 
from  democratic/authoritative  homes  were  the  most 
socially  competent,  and  adolescents  from  permissive 
and  rejecting-neglecting  families  continue  to  have 
the  most  interpersonal  problems. 

Researchei^  other  than  Baumrind  have  identified 
yet  another  type  of  family  that  frequently  produces 


^Tte  proWems  faced  by  many  poor  adokscoits  aod  acMcsccots  to  specific  racial  aiMl  ethnk:  minority  groups  are  discussed  in  ch.  i  S*  *  ^Issues  io  the 
Delivery  of  Services  to  Selected  Qroap^  of  Adolescoits/*  io  Vol.  m. 
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psychological  dysfiittcticm  and  invdvaxient  in  vari- 
ous pmblm  behaviors  in  sdokscrats — ttie  indiffer- 
ent fiunily  (63).  An  indiffi^mt  fiamily  is  one  in  which 
the  parrots  are  uninvolved^  making  few,  if  any^ 
donands  on  their  ^lescent  family  member.  In  this 
model,  decisionmaking  is  laissez-faire  and  th^  is  a 
low  level  of  warmth  and  affection  among  family 
members. 

Negative  Parental  influences  on 
Adolescent  Health 

Whereas  positive  family  influences  on  adolescent 
healtib  have  received  only  scant  attration  from 
research^,  negative  parental  influoices  are  more 
widely  documented.  Dysfunctional  families,^^  for 
example,  have  been  shown  to  be  associated  with 
poor  diabetic  control  in  ^olesc^nts  (96).  Further* 
iKK)re,  di^  is  some  evidence  to  suggest  that  stresses 
within  families  can  ''trigger'^  streptococcal  infec- 
tions or  increase  the  severity  of  re^iratoiy  illnesses 
( 12,66).  And,  while  die  ""schizoi^hr^g^c  mother" 
conc^t  has  been  largely  discredited  as  a  cau^ 
factor  in  major  n^tal  illnesses  and  replaced  by 
genetic/biological  or  other  dieories  of  etiology,  diete 
is  evidence  that  environmratal  factOTS  (including 
family  interactions,  suiq>ort,  and  stre^)  contribute  to 
both  the  course  and  treatment  of  such  illnesses  (96). 
High  levels  of  family  conflict  and  lack  of  intimacy 
have  been  correlated  with  heroin  abuse  in  adoles- 
cents (40).  Some  other  adverse  ways  in  which 
families  can  affect  the  health  and  well-being  of  their 
adolescent  mraibers  are  described  below. 

Parents  Who  Sem  as  Negative  Behavioral 
Role  Mottets  and  Transmitters  of  Values 
and  Information 

Just  as  parents  can  presumably  contribute  in  a 
positive  way  toward  adolescent  development 
through  their  behaviors  and  values,  so  too  can  they 
provide  negative  role  models.  Furthermore,  well- 
intentioned  but  uninformed  parents  may,  through 
ignorance,  {H^ovide  adolescents  with  information 
that  is  incorrect. 


Substance-Abusing  Parents 

Ala>holism  and  illicit  drug  use  by  an  adolescent  *s 
I^rimts  Of  siblings  have  bera  shown  to  sipiificantly 
increase  an  adotescent's  vulnerability  to  b«:cnmng 
an  alcohol  or  drug  abuser  (18,38,84,91).^'^  Some 
research  suggests  diat  scms  of  alcoholic  fathers  may 
have  up  to  nine  tinws  greats  probability  of  becom- 
ing alcoholics  than  sons  of  nonalcoholic  fathers 
(11,16). 

Whether  these  increased  risks  are  due  to  an 
inherited  goietic  vulnerability^  adolescent  identifi* 
cation  and  mimicking  of  {mroital  on:  sibling  sub- 
stance use,  easy  acces^bility  to  sul^tpncest  litt:k 
of  family  prohibiticMis  and  punishments  has  not  been 
established.  Accmding  to  Kandel,  however,  parents 
who  use  alcohol  can  beccHne  role  models  an 
adolescrat^s  use  of  alcohol,  while  families  charac- 
terized by  lad^  of  closraess,  lexk  of  maternal 
involven^nt  in  the  activities  of  childrm,  lack  of  or 
inconsistent  {^rental  discipline,  and  low  parenbd 
educational  aqnrations  for  the  childrra  trad  to 
experience  greats  adolesc^t  illicit  drug  use  (55). 
Kandel  identifies  three  {^rental  factors  that  help  to 
predict  initiation  into  drug  use  during  adolescence: 
{^rental  dmg-using  behaviors,  parental  attitudes 
about  drugs,  and  parent-child  interactions. 

Violent  Parents 

The  risk  of  a  child*s  being  physically  i^used 
increases  pfopcHtionately  to  the  degree  and  sev^ty 
of  assault  between  that  duld^s  parents  (89).  Hiis 
relationship  ^Tpears  to  carry  over  into  the  chiki's 
adolescence,  ^though  the  greater  physical  power  of 
abused  adolescents  may  lead  to  reciprocal  assault 
(and  even  parricide)  in  some  instances  (13t76).  In 
fact,  adolescents  who  kill  their  parents  (and  wives 
who  kill  their  husbands)  often  do  so  in  retaliation  for 
abuse,  usually  as  the  culmination  of  a  long  p^od  of 
mutual  assault  (31). 

In  1980,  one  research  group  found  that  18  percent 
of  the  children  and  adolescents  they  studied  engaged 
in  physical  attacks  oa  their  parents  (90).  Since  the 
research  team  int»viewed  mothers  in  half  of  the 
families  and  fathers  in  the  other  half,  the  team 
estimated  that  as  many  as  one  out  of  every  Ihree 


^^Dy^ncHonalfdimUes  are  families  which  lack  cohesion  ^  mutoal  sopport  within  a  framework  of  affection  that  respects  individttal  differences  and 
tbe  need  for  pom  "ul  expression  of  autonomy.  Such  families  may  either  ^ihe  hidi vtdfi^fy  or  use  in^profniate  means  of  etpressbig  such  individttalily 
(conflict  and  amSrout'^Hon). 

^^Fbr  a  general  discussion  of  subs^nce  use  and  abuse  by  adolescents,  see  ch.  12,  ''Akohol,  "Mscco.  and  Drug  Atwse:  FVevention  and  Sovices/* 
in  this  volume. 
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children  in  their  sample  hit  their  parents  at  least  once 
during  the  year  in  which  the  interviews  occurred. 
They  attribute  this  violence  to  retaliation  for 
physical  abuse  and  mimicking  of  parental  behavior 
which  was  itself  violent.  Within  families  where 
parents  were  categorized  as  **nonabusive/'  the  rate 
of  assault  by  a  child  upon  a  parent  was  only  I  in  400. 

Parents  Who  Are  Unable  To  Resolve  Conflicts 

Observational  research  shows  that  abusive  fami- 
lies are  behaviorally  differentiated  from  nonabusive 
familie-  mainly  in  their  handling  of  the  5  to  10 
percent  of  parentnchild  interactions  that  are  negative 
(80).  Nonabusive  families  are  able  to  conclude  (or  at 
least  terminate)  these  negative  interactions  quickly. 
Abusive  families  are  ineffective  and  become  en- 
meshed in  escalating  conflict. 

Parents  Who  Do  Not  Have  Accurate  Infonnation 

Parents,  in  assuming  a  conscious  teaching  role  or 
as  unintentional  conveyors  of  knowledge  and  atti- 
tudes, may  not  always  possess  accurate  or  current 
infonnation.  Thus,  parents  may  sometimes  inadver- 
tently transmit  erroneous  ^'facts''  or  myths  and 
superstitions,  causing  potential  problems  for  the 
adolescent  who  acts  on  the  basis  of  the  information. 
The  low  rates  for  which  adolescent  girls  seek  care  for 
dysmenorrhea,^^  for  example,  may  be  due  in  part  to 
their  mothers'  beliefs  that  nothing  can  be  done  about 
menstrual  cramps  (61). 

In  addition,  although  parents  are  often  seen  as 
credible  sources  of  infomiation,  they  do  not  often 
discuss  sensitive  topics  like  sexuality,  homosexual- 
ity, or  prostitution  with  their  adolescent  family 
members  (46,88,99),  Sixty  percent  of  U.S.  parents 
receiving  the  brochure  ''Understanding  AIDS'' 
finom  the  Centers  for  Disease  Control  in  the  U.S. 
Department  of  Health  and  Human  Services  (DHHS) 
did  not  discuss  it  with  their  10-  to  17-year-olds 
according  to  a  1988  National  Health  Interview 
Survey  (97,98). 


Parents  Who  Maltreat  Adolescents 

As  noted  earlier,  seme  parents  abuse  or  neglect 
their  adolescent  children,  either  emotionally  or 
physicaily,^^ 

Emotional  abuse  and  neglect  are  difficult  to 
define  (31,34).  Emotional  abuse  can  involve  the 
deliberate  or  unintentional  assault  on  the  motional 
well-being  of  a  dependent,  Enwtional  neglwt  is  the 
withholding  of  warmth,  affection,  and  psychological 
support  necessary  to  maintain  sound  mental  health. 
Mild  emotional  abuse  or  neglect  is  difficult  to 
differentiate  from  normal  and  occasional  '•ribbing'* 
or  expressions  of  disapproval.  But  in  extreme  cases, 
parents  can  destroy  an  adolescent's  self^teem  or 
ability  to  cope  by  belittling  the  pmon  and  making 
repetitive  attacks  on  personality  traits  or  ego  needs. 

Some,  emotional  abuse  resuhs  from  well-^ 
meaning  ignorance,  as  when  a  parent  taunts  an 
^olescent  about  acne,  ascribing  the  ccmdition  to  a 
failtue  to  attend  to  personal  hygiene.  Sometimes* 
however,  emotional  abuse  is  pathologic  in  origin  and 
may  reflect  a  parentis  need  to  maintain  dominance 
and  control  in  die  face  of  increasing  resistance  by  an 
adolescent.  Like  emotional  abuse,  emotional  neglect 
can  be  innocent  and  unknowing.  The  parents  of  an 
adolescent  with  a  disability,  for  example,  may  deny 
the  adolescent's  growing  sexuality  or  limit  his  or  her 
socialization  with  able-bodied  peers  out  of  protec- 
tive  instincts  and  ignorance,  but  the  adolescent  must 
pay  the  price  in  sttmted  sexual  development,  a  more 
confining  self-image,  and  restricted  opportunities 
for  emotional  expression  (64). 

Whether  resulting  from  benign  motives  or  not, 
emotional  abuse  and  neglect  can  have  long-lasting 
adverse  consequences  for  an  adolescent*^  In  her 
studies  of  parenting  styles,  Baumrind  has  demon- 
strated that  adolescents  from  families  characterized 
by  a  lack  of  warmth  and  affection — ^families  whose 
members  are  disengaged  from  any  emotional  in- 
volvement with  one  another—consistently  rank 


^^Dysmenorrhea  is  patofu)  fimi»tnmtio&  and  may  be  caused  by  any  of  scvcmS  factors-  Sec  ch.  6*  "Qmmic  Physical  Uliosscs:  Prevention  and 
Services.'*  in  this  volume,  for  infonnation  on  to  rate  at  which  adotesceots  seek  caie  for  dysmenffrhca. 

^^Maltreatmem  includes  both  aboK  and  n^tect.  Abuse,  which  refers  to  the  active  ass^  upon  a  depesdcot  victim  (as  distinguished  from  violence 
against  an  individual  over  ^»iiom  the  p^petrator  has  no  dependency  rel^^t^X  n^iy  be  physical,  sexual  or  psycbologkal.  Segtect,  which  refew  to 
acts  of  omission  that  inchide  faUuie  to  meet  basic  needs  (as  defined  by  prevailing  community  standards),  may  be  cliher  physical  neglect  (i.e^  grievous 
feihnc  to  provkte  physical  ncccssitks  such  as  food  oar  clothing)  or  psydiological  Mglect  (i.e.,  faihirc  to  pfx>vide  a^nt^mate  siq>ervision  or  basic  cmotiraial 
responsiveness  and  stimulatiott  necessary  for  devdopmoit). 

20Ai  least  one  authority  believes  that  emoticmai  neglect  genemlly  has  more  serious  consequ^e&  than  emotional  abuse  for  pcrsonaltly  development 
(30). 
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lowest  on  social  com{^tency  scales  and  highest  on 
substan^  use  and  otliN^  problem  behaviOTS  (6). 

Physical  abuse  and  neglect  are  less  elusive  than 
dieir  emotional^ychological  count^arts  and  have 
been  studkd  in  greater  depth.  Wauchope  and  Straus 
have  analyzed  parratal  self-rqpoits  of  **minor  vio- 
lence*^ (ie.,  corporal  punishment  such  as  ^yanking, 
imshing,  or  slapping  genoally  accepted  as  non- 
abusive  in  American  communities}  and  found  that 
prevalence  varies  with  the  age  of  recipient  (104). 
Minor  violence  by  paients  against  childien  increase 
firom  a  prevalence  of  20  percent  in  the  first  year  of 
life,  to  a  high  of  90  percent  at  age  3,  and  then 
declines  to  proximately  15  percent  by  age  17,  TTie 
prevalence  of  *  *severe  violence*'^*  exhibits  a  similar 
pattern,  moving  from  5  percent  during  the  first  year 
to  a  high  of  16  percent  at  age  6,  and  thai  declining 
to  65  percent  by  age  17.  When  **hitting  or  trying  to 
hit'*  was  removed  from  the  data^  however,  age 
differences  disappeared,  yielding  a  unifomi  2  to  4 
percent  prevalence  of  physical  abuse  throughout 
childhood  and  adolescence. 

There  is  some  evidence  that  physical  maltreat- 
ment is  related  to  an  adolescent's  behaviors  consid- 
ered unacceptable  to  the  abuser  (e.g.,  disobeying  or 
arguing).  Libby  and  Bybee  report  that  in  more  than 
90  percent  of  the  cases  they  studied,  specific  abusive 
incidents  were  preceded  by  negative  adolescent 
behavior  (60).  One  cannot  tell  from  the  existing  data, 
however,  precisely  what  is  cause  and  what  is  effect. 
The  precipitating  behavior  may  itself  be  the  result  of 
earlier  maltreatment. 

As  defined  by  the  U.S.  Department  of  Health  and 
Human  Services'  National  Center  on  C!hild  Abuse 
and  Neglect*  sexual  abuse  of  a  child  can  take  three 
forms:  actual  penile  penetration;  molestation  with 
genital  contact;  and  other  unspecified  acts  not 
known  to  have  involved  actual  genital  contact  (e.g., 
fondling  of  breasts  or  buttocks,  exposure)^  or  inade- 
quate or  inappropriate  supervision  of  a  child*s 
voluntary  sexual  activities. 

incidence  and  Prevalence  of  Adolescent  Maltreatment 

Table  3-1  outlines  the  small  body  of  research  on 
adolescent  victims  of  maltreatment.  As  noted  in  box 
3-A,  studies  of  adolescent  maltreatment  have  several 


limitations  related  to  the  availability  of  data*  Fur- 
thermae,  such  studies  use  differrat  definitions  of 
maltreatment. 

Table  3-1  includes  both  surveys  and  small-scale 
studies.  The  surveys  arc  as  follows: 

•  two  stiKlies  of  the  national  incidrace  and 
severity  of  child  ^use  and  n^gl^  conducted 
by  the  National  Centa  on  Child  Abuse  and 
Neglect  in  DHHS-^me  in  1979-80  (published 
in  1981)  (94)  and  the  other  in  1986  (pubUshed 
in  1988)  (95); 

•  the  annual  tabulation  (through  1986)  of  re- 
ported cases  of  maltreamient  compiled  by  the 
An^ncan  Humane  Association  (1),  and 

•  two  national  probability  samples  assessed  for 
domestic  viol^ce  conducted  by  Straus  and 
colleagues  in  1975  and  1985  (89). 

The  small-scale  stud^  include  clinical  and  ques- 
tionnaire studies  of  idetttified  or  suspected  cas^  of 
adole^^t  maltreatment  (34). 

TTie  National  Center  on  Child  Abuse  and  Ne- 
glect's shidy  of  the  national  incidence  and  severity 
of  child  abuse  and  neglect  conducted  in  the  late- 
1970s  defmed  maltreannent  as  ''demonstrable  hami 
due  to  maltreatment''  (94).  Using  a  sample  of  26 
U,$.  counties*  this  study  estimated  that  there  were 
approximately  650»000  cases  of  maltreatment  (in- 
cluding ''educational  neglect"^)  of  children  and 
adole^ents  in  the  United  States.  The  national 
incidence  study  by  the  National  Center  on  Child 
Abuse  and  Neglect  conducted  in  1985  defined 
maltreatment  as  instances  where  "a  child*s  health  or 
safety  is  seriously  endangered/'  This  study  esti- 
mate that  there  were  1,025,900  cases  of  maltreat- 
ment of  children  and  adolescents  in  the  United  Stales 
(95). 

The  1979-80  national  incidence  study  by  the 
National  Center  on  Child  Abuse  and  Neglect  found 
that  47  percent  of  the  known  cases  of  all  forms  of 
child  maltreatment  were  against  adolescents,  who 
made  up  just  38  percent  of  the  population  under  age 
18  (94).  A  1985  American  Humane  Association 
survey,  on  the  other  hand»  found  that  adolescents 
were  victims  in  24  percent  of  all  reported  cases  of 
child  maltreatmienl  ( I ).  The  discrepancy  between  the 


^'Sevm  vtotencc  ioctudes  kicluog*  bitiBg«  hitting  with  one's  iisi.  bcatipg.  boming  or  scaldiog.  and  (brcateoing  to  or  using  a  weapon. 

^Educational  neglect  refers  lo  the  failure  to  provide  appropriate  education  (e.g..  through  faihire  to  enroU  a  depcMent  in  school  or 
pennitting/encouraging  truancy). 
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Tbble  3-l^udles  of  Adolescent  MaKreatment 


study" 

Age 

Types  Of  maitfWtfnent 

Maasuree 

U.S.  DHH&.  OfRce  Of  Human 
Dovstopment  Sirvtces,  National 

Ite0ta^  Sufvsy  of  1979. 
1980 

28oour^t8S— aUmal- 
traatmant  cases  known 

iv  |li  Vilf9WVlial<9  aUi 

veyed 

M7 

An  types,  fnducttno  ed^jcatlonat 
na0ect 

Caserecorxte 

U.S.  DHHS^OITtoe  of  Human 
DMioprntA  Sdnrtcds,  tttflonal 
Csnt^  cm  OiW  Atnse  and 
N9B^$urv^of  19M. 
1988 

29a)imtie$^-40mal- 
traatnuam  mas  known 
to  i^iofaaslonafs  sur* 
vqfad 

0-17 

AH  types,  indudtno  educational 
n^ect 

Ca$erea)rds 

Arndftcan  Htanano  Assodaflon. 
SiifV8yof1985, 1987 

40Sttfas'caserapoii$ 
of  nu^raatment 

0-17 

All  types 

Mmogfaptric  ^  case  racords 

Stiaus,  ^Ues,  ami  Steinmotz, 
1980 

2,143  f»nlfes 

3-17 

Physical  abi^  and  "normal 
viotenoe''  (mpml  puntelunent) 

Conttet  Tactics  Sc^  (parents' 
self  raports) 

^^andStraim.  1987 

2S2Stmm 

0-17 

Physical  alHise 

Conflict  TteticsSctfe 

Po«v9rs  and  Ectonroda.  1^ 

1«874  r^XHtmf  cases 

0-17 

AntypesO1%ne0ect42% 

sexwi  WuS9,  Isn*  piqFa«Cai 

abuse) 

Protectee  service  case  reports 

iw  ninaw8y> 
47atni6edprotecUv8 
saivioas  casaa 

Fartier  and  Joseph.  1985 

77  youth  (divetsa 
$amp(a) 

12-18 

riiyslcal  atufse 

a)  Confttct  Tactics  Scale 

b)  Sructured  CNntoal  Assessments 
ChecMist 

c)  DemograpMc  badq^ound 

McCormadi,  Janus,  and 

89  mala  runaways 
Otf  itfnioie  runaways 

15-20 

Sexual  abuse 

1  ntervfew  on  daailng  vrith  sexual  abuse. 
oeuni|u@ncy«  sno  iieiRogripnic  oacx* 
0round 

UoTUonilUt  DOOob,  aim 

Schetlenbactt,  1984 

35  mate 

llr  10 

Kf  lOrlnS  Qi  iTMUirDdlfTsni 

1^  nuoiasceni  wuse  iriveniory 

b)  ChW  Behavior  ChecMist 

c)  fMXSHIkmity  cohesi(m  and 
ftesdbidty) 

d)  Demogn^ihkrs 

e)  Adolescent  FiamBy  Inventory  of  Ufa 
Events  andChanoas 

BaniidandVM^M9S4 

163  families 

1M7 

Alt  forms  of  n^aKreatment 

CUnical  assessment 

Ubbyand  Byt>6a/1979 

25  mpor;ad  cases 

12-17 

Sexu^  abuse  exdudsd 

Case  history  based  Protactlva 
Service 

Lourte.  1977 

70  reported  cases 

12^17 

Physical  al)use 

(finical  assessment  case  records 

P&fcoyitz6tal.J9S4 

33ca$a$toprotact)ve 
services 

1M7 

Physical 

cnmod  assessment 

Garbarino  and  Kostalny,  1989 

2  n^ghOorhoods  Jnner 
cityCMcago 

10-19 

Physical  abuse,  i^ect 
sext^  abuse 

afuS  oita^e  ara  Hstod  af  tha  and  of  !hi$  chapter. 

^FrotKthm  smvio^s  ara  an  aspact  of  soda^  tarvloas  dasienfid  to  pr avam  nagtact.  afc^ma.  and  axr^tatlon  of  diiidran  by  raaching  out  with  sodol  sarviosa  to 
stabltlza  family  llfto  (a.9.,  by  strartgthanJng  parantal  oapodty  and  eblffty  to  pro¥ido  good  ctiki  oara).  ThaproWsion  <rf  protactlva  sarvlca$  follows  aoomptaint 
or  ratarral,  fraquantfy  from  a  aouroe  otm^  the  f^lfy,  although  H  mof  ba  inftiatad  by  an  adolascant  l^m  or  har salt . 


«?URCE;  Office  of  Technology  Aseaasmenl.  1991 . 

national  incidence  study  by  the  National  Center  for  th^  the  former  study  included  data  from  not  only 

Child  Abuse  and  Neglect  and  tl^  American  Humane  children*s  protective  services^  but  from  other  agen- 

Association  survey  may  be  accounted  for  by  the  fact  cies  as  well. 


ERIC 


Children's  protective  services  are  services  provided  by  a  State  or  local  child  welfare  agency  to  cMldreo  and  adolescents  who  have  bees  tdeatlfied 
as  beis^  abased  or  neglected.  They  noay  ioclude  astwsment,  family  stq>pofl  s»vice«,  removal  from  the  home  and  ptacemeu  io  foster  care,  or  similar 
inteiveolioQS  and  assisuoce  by  a  caseworker. 

Ox 
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Bex  3-A'—IMtatiom  of  Reaanh  on  A/bdes&unt  Mf^Umftmmt 

Ay»il*Wfi  UJkBcs  of  idolescwa  veaSsnmam,  which  indodei  abuse  and  neglect,  have  several  l*"'*!^^*" 
I^ahj^a  Uieino^iiiqMitamiidtt!  they  rely  w 
have  leiiaiiilfaBittfiaosfiid  tnlilBB^ 

their  cUMrcn  are  ualikefy  to  give  idf-r^ofti  that  accontely  reSeet  tide  ttne  inddeoce  and  {jrsvakoce  of 
inaBlMttiiiettbettiiMahmeMdii^leamftiaiiirfMlflffi^ 

iDddeooe  of  abafo  and  aegloGt  becnw  pddic  ageocief  are 
that  4o  not  itsidl  fa  o^lor  iriq^^al  ii\finy.  Rj^m 
■gcncicaoiherthandigifaw'aproteclbeieivkeaandhcq^^ 

aiirtfnnhiilfdfaitehoqrftal«iddilMim'g|«iiiBeriwBMiw  «Mlly  l«^ijiiff^i^ttf^l«y[,yypyif,^^ 

itoaPCT  of  CmillWWMW  fa  and  fiddfty  to  BguMtfalg  Ansa  ami  neglae*  eaciM  nr  hawi  itifiliily^yiti^i^^  pffp^ff^  fhtf 

ooBfoaad  ifae  data. 

Yet  another  imjblanwiifa  available  studies  of  mabreatnm 
of  fTMiTTMtmfim.  with  some  ioch»iing  and  others  exduding  spsddng.  vert»I  abuse,  and  emotknal  aboae.  The 
vaziatkn  hi  definitians  has  made  it  difiBcuIt  to  compaxedala  acioaa  midies  and  baa  led  to  <wnt>w»Vyff  diaUc&g» 
to         findiaw.  Cbnytwndfaig  the  fBriiiem.  c<^ 
physical  CT|ae»aiopaof|Mrortaldisriptftie;son»  actions  deemed  ri>^ 
apfvi^riato— even  oommeadahfe—ia  another. 

Aoaddi!toBal|»>blBmtothaidMhiincofftmdiyM«rftMht«ftyt^ 
onsan^    while,  middle-claaa.  twoiwem 

been  as  ioteasivdy  examfaed.  Ag  a  remit,  ethnic,  cultural^  e(»ooniic.  and  nnntradMonal  fiBnOy  diffeieuces  fiom 
these  aanqiha  await  fiBlfaerieseaidL 

A  1^1^^  of  available  studks  of  adolesreat  maltreatmstt  for  die  pinpose  of  diis  OIA  RqxMt  is  tfiat  most 
of  tiMse  studies  dte  data  on  age  groups  odicr  Aan  the  1 0-  to  1 8-yeaiH>ld  age  groiq>.  Thus,  die  figmts  quoted  fiom 
these  stodtes  typically  reflect  a  smaller  number  tfian  die  acnia!  inddence  of  abuse  and  neglect  aoioog  d»  popuhtioo 
focused  oo  hi  Aig  study. 

SOUBCB:  Office  of  Ikclmidogy  AaeMmoS,  199t, 


"ftblc  3-2  shows  the  overall  rate  of  maltreatmoit 
cases  Jaiown  to  professionals  (children's  pitDtective 
services  and  oth»  agencies)  from  the  1975  national 
incidence  study  by  the  National  Center  for  Child 
Abuse  and  Neglect.  Also  shown  are  rates  of  mal- 
trealmem  cases  from  the  1985  survey.  In  both 
surveys,  known  maltreatment  rates  were  higher 
among  older  children  than  among  younger  ones. 

The  1986  national  incidence  study  by  the  National 
Center  for  Child  Abuse  and  Neglect  found  that 
psychological  abuse  was  mwe  common  among 
adolescents  ages  12  and  over  than  among  children 
ages  0  to  1 1  (32  percent  of  reported  adolescent  cases 
V,  25  percent  of  cases  reported  among  children)  (95). 
Conversely,  it  found  that  physical  abuse  was  more 
common  among  children  ages  0  to  1 1  than  among 
adolescents  (52  percent  of  reported  children's  cases 
and  42  pCTcent  of  adolescent  cases).  In  a  smaller 
clinical  study,  Berdie  and  Wexler  reported  that  68 
percent  of  their  sample  of  abused  adolescents 
suffered  emotional  maltreatment,  54  percent  experi- 


enced  j^ysical  ahise,  35  percent  were  neglected, 
and  24  percent  had  been  sexually  abused  (9). 

Gender  Differences  in  Adolescent  Maltreatment 

Some  gender  differences  are  evidrat  in  the  data  on 
adolescent  maltreatment.  Females  appear  to  be  nrare 
likely  to  be  abused  as  they  pass  dirough  adolescence 
than  in  childhood,  while  risk  for  males  peaks  early 
and  generally  declines  through  adolescence.  The 
study  of  the  national  incidence  and  sevoity  of  child 
abuse  and  negl^t  conducted  by  the  National  Center 
on  (Zhild  Abuse  and  Neglect  in  1975  idoitified  two 
female  adolescent  maltreatment  victims  for  every 
one  male  (73). 

Small  studies  tend  to  conftrm  the  finding  that 
female  adolescents  are  at  greater  risk  for  maltreat- 
ment than  males,  with  the  reported  figures  for 
females  in  their  samples  of  maltreatment  adoles- 
cents ranging  from  55  pmcent  (34)  to  77  percent 
(62).  Powers  and  Eckemode's  analysis  of  New  Y^k 
State  data  found  that  among  12<  to  17-year-olds, 
females  accounted  for  65  percent  of  the  physical 
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Dible  3-2*-Ccises  of  Mattreatimnt  per  1,000  Chlktren/ 
Adotoscents,  1979  and  1986* 


National  Center  on  CMM  National  Center  on  Child 
Abuse  and  Neglect       Abuse  and  Negtect, 


Age  Survey.  1979  Survey,  t986 


0-2   6  6 

3-5   6  10 

BS   11  15 

9-11    11  15 

12 14   12  23 

15 17   14  28 


«D»ftninon»  lor  matrmdtm^m  wor»  dmorant  ^  the  hvo  survoys.  fn  !h» 
survey  oonductgd  fn  197M0thed»f*nlttoo  of  maltfaatnwn  wa«  "^^noft- 
«trabtoharmdu9toms(tr«atment.''  tn  leSSthsdsnnition  of  maltreatmon! 
indudBd  fnslftnces  wher*  "a  chlkf  •  Imf th  ar  waMf  s#ri9u«iy  «ndarv 
ger«d.- 

SOURCE:  J.  Gartsartno,  "AdolosoAnt  VkAltm  of  Mollrdatmont.**  oontr^t 
pap«r  pr«pBred  for  th«  Office  of  Tschnofogy  Auassmsnt,  U.S. 
Coo^r^M,  Washington,  DC.  April  1W0. 

abuse  cases  reported,  88  percent  of  the  sexual  abuse 
cases,  and  54  percent  of  the  neglect  cases.  A  1984 
study  by  P^lcovit2  and  others,  however,  found  that 
only  45  percent  of  the  abused  and  neglected  adoles* 
cent  population  studied  were  females  (75).^"^ 

Perpetrators  of  Adolescent  Maltreatment 

Families  at  high  risk  for  maltreatment  of  adoles- 
cents can  be  characterized  in  terms  of  family 
structure  or  family  dynamics.  These  factors  may  not 
be  independent,  but  there  has  been  little  research  on 
family  dynamics  (e.g.,  authoritative  v.  other  styles) 
in  nontraditional  families. 

Family  Structure — Considerable  research  dem- 
onstrated that  families  at  high  risk  for  maltreatment 
in  adolescence  often  contain  stepparents.  A  variety 
of  analyses  point  to  the  stepparent-adolescent  rela- 
tionship as  a  very  risky  one  (I9»54)  and  studies  of 
maltreatment  discussed  below  tend  to  confirm  this. 

Libby  and  Bybee  reported  that  28  percent  of  the 
families  in  their  study  of  adolescent  maltreatment 
were  stepfamilies,  even  though  only  1 1  [percent  of  all 
adolescents  live  in  stepfamilies  (60).  Berdie  and 
colleagues  reported  similar  findings;  25  percent  of 
their  families  were  stepfamilies  (8).  Olson  and 
Holmes  analyzed  the  data  from  the  National  Center 
on  Child  Abuse  and  Neglect  *s  1979-80  study  of  the 
national  incidence  and  severity  of  child  abuse  and 
neglect  and  concluded  that  40  percent  of  the 


adolescent  maltxeatn^t  cases  occtmed  in  families 
with  a  stef^arem  (73)*  Gart>arino  and  his  associates 
found  that,  amcmg  a  sample  of  10-  to  16-year-old 
;^oIescmts  (from  families  containing  two  adults — 
not  always  married)  whom  professionals  identified 
as  **having  jroblems/'  fandlies  at  •*high  risk**  for 
adolesc^t  inaltreatrorat  were  more  likely  to  have  a 
steppaient  (35).  Faxb^  and  Joseph  reported  that  only 
30  percent  of  their  maltreated  adolescents  were 
living  with  both  biological  parents  (25). 

Obviously,  these  findings  do  not  imply  that  tbe 
majority  of  stepfamilies  are  abusive  or  that  intact 
birth  families  are  nonabusive,  but  they  do  suggest 
the  stepfamily  as  a  possible  risk  factor  in  adolescent 
maltreatment* 

Family  Dynamics — Families  characterized  as 
being  high  risk  for  adolescent  maltreatn^nt  reveal  a 
general  pattern  of  difficulty  in  relating  as  m 
interpersonal  system  (6).  Such  families  aie  at  high 
risk  on  the  dimensions  of  ad^tability«  cohesion, 
support,  discipline,  and  interparental  conflict. 

Pelcovitz  and  colleagues  conducted  a  clinical 
analysis  of  22  families  in  which  adolescents  were 
physically  abused*  classifying  them  either  as  fami- 
lies in  which  the  onset  of  abuse  was  during 
childhood  (8  families)  or  as  families  in  which  the 
onset  of  abuse  was  during  adolescence  (14  families) 
(75).  The  eight  families  with  adolescents  who  were 
first  physically  abused  in  childhood  (involving  14 
adolescents)  manifested  intergeneradonal  abuse, 
siK>usal  abuse,  and  developmentally  inappropriate 
demands  (75) — all  elements  of  what  has  been 
termed  **the  world  of  abnormal  rearing**  (41), 

Pelcovitz  and  colleagues  classified  the  14  families 
with  adolescents  where  physical  abuse  first  occurred 
during  adolescence  (involving  19  adolescents)  in 
one  of  two  categories  on  the  basis  of  multiple, 
independent  clinical  assessments — ''authoritarian 
families*'  (7  families)  and  **overindulgent  families** 
(7  families).  The  authoritarian  families  (as  distin- 
guished from  the  **authoritative**  families  discussed 
earlier)  were  characterized  by  paternalistic,  harsh, 
rigid,  domineering  styles  of  childrearing  (75).  They 
were  also  characterized  by  denial  by  the  parents  of 
their  feelings  toward  each  other  and  about  the  family 


^However,  ihis  study  only  involved  33  adolescents  from  22  famitics,  with  ages  ranging  from  13  to  18.  In  80  percent  of  the  cases  where  girts  were 
the  victims  of  malcreatmoit,  the  abuse  was  attribtrted  to  dating  ot  sextsal  exploration,  while  in  at!  cases  of  maitrratmeoi  of  boys,  tbe  abuse  was  associated 
with  truancy  or  dcUnquent  behavior.  The  mvestigators  used  the  defmition  of  "abuse"  found  io  the  New  York  State  Family  Court  Act  of  1976.  which 
includes  physical  injury,  risk  of  death  or  dtsfigurement.  impairment  of  physical  or  emotional  health,  and  tmpainDent  of  a  bodily  organ.  The  record  does 
aot  indicate  if  any  of  the  maltreatment  cases  involved  sexual  8twscv»-tbe  excluston  of  which  could  be  a  source  of  sample  bias. 


Chapter  3— Pamts  and  fmilles' MumiM  cm  Adolescmt  Hmlth  •  /M7 


system.  Incidents  of  abuse  typically  arose  from  a 
challenge  by  the  adolescent  (acting  out  or  testing 
behavior)  that  was  met  with  overwhelming  force* 
The  high  priority  placed  upon  control  provided  the 
foundation  for  high  levels  of  force* 

In  contrasts  the  overindulgent  families  were  char- 
acterized by  parental  efforts  to  compensate  for  the 
emotional  deprivation  that  they  had  experienced  in 
their  own  childhood  (12  of  the  14  parents  had  lost 
one  or  both  of  their  parents  during  childhood)  (75). 
Hiese  families  made  few  detnands  upon  their 
children,  set  few  limits,  and  desired  a  hi^  level  of 
emotional  gratification  from  their  children.  But 
when  the  children  reach^  adolescence  and  sought  to 
form  primary  attachments  outside  the  home  or  began 
to  act  impulsively  in  important  social  settings,  the 
overindulgent  parents  also  reacted  with  excessive 
force. 

Garbarino  and  his  colleagues  have  contrasted  the 
family  system  of  families  judged  to  be  abusive  with 
that  of  families  judged  to  be  nonabusive  (34).  Thcve 
researchers  us^  FACES,  a  measure  of  family 
adaptability  and  cohesion*  to  assess  overall  family 
interactions.  Abusive  families  were  more  likely  to  be 
scored  as  ''chaotic**  or  * 'enmeshed/*  Nonabusive 
families  tended  to  fall  into  the  more  nomial  ''flexi- 
ble** and  •'connect^**  ranges.^  On  a  measure  of 
interparental  conflict,  adolescents  in  the  abusive 
families  tended  to  rate  their  parents  as  evidencing 
more  conflict.  It  is  important  to  note,  however,  that 
the  average  difference  masks  the  fact  that  some 
abusive  families  evidenced  extremely  high  conflict 
while,  consistent  with  the  finding  th^  abusive 
families  were  more  likely  to  be  *  'enmeshed/*  others 
evidenced  extremely  low  conflict.  In  a  2-year 
followup«  it  appeared  that  some  abusive  families 
dealt  with  conflict  by  expelling  the  adolescent,  while 
others  simply  suppressed  all  manifestations  of 
conflict  through  a  conspiracy  of  silence. 

Poverty  and  Adolescent  Maltreatment — 
Families  at  high-risk  for  destructive  parent- 
adolescent  f  «;ations  are  less  heavily  concentrated 
among  families  Uving  in  poverty  than  families  at 
high  risk  for  child  maltreatment  (34).  The  National 
Center  on  Qiild  Abuse  and  Neglect's  study  of  the 
national  incidence  and  severity  of  child  abuse  and 
neglect  conducted  in  the  mid-197(^  suggests  that  the 


big  social  class  diflferences  that  characterize  child 
maltreatnu^nt  cases  are  attenuated  in  the  case  of 
adolescent  maltreatn^nt  (94).  Families  in  which 
adolescents  were  abused  were  half  as  likely  to  be 
poor  (i.e.,  earning  less  than  $7,(X)0  per  ye^  in  1979 
dollars)  as  families  in  which  childi^  w^  abused. 
Presumably,  some  of  the  observed  attenuiatiim  of 
social  class  difference  in  adolescent  maltreatment 
is  attributable  to  the  fact  that  parents  of  adolescent 
tend  to  be  oldu\  thus  earning  higher  wages  (on 
average)  than  tt^  paunents  of  young  children.  Hie 
attenuation  may  also  be  due  to  the  greater  difflculties 
that  some  families  have  in  dealing  with  adolescence 
than  with  early  childhood. 

Blum  and  Runyan  reported,  for  example,  that  42 
percent  of  all  confuiT^  cases  of  maltreatment  in 
Minnesota  involved  adolescent  victims  (10).  Miiuie- 
sota  is  a  State  with  relatively  little  of  the  extreme 
poverty  that  tends  to  be  associated  with  maltreat- 
ment  (particularly  neglect)  in  early  childhood,  and 
has  been  a  leader  in  promoting  professional  aware- 
ness of  adolescent  maltreatment.  In  ccHitrast  to  the 
Minnesota  study,  Garbarino  and  Kostelny  report  an 
intensive  study  of  maltreatment  rates  in  iimer  city 
Chicago  neighborhoods  where  poverty  is  a  major 
problem  and  there  is  little  leadership  in  dealing  with 
adolescent  maltreatment  (32).  This  study  revealed  a 
different  picture,  but  still  supported  previous  find- 
ings of  a  relatively  poor  pmlictive  association 
between  poverty  and  adolescent  maltreatment,  at 
least  relative  to  child  maltreatment  (see  table  3-3). 
Garbarino  and  Gilliam  also  reported  findings  con- 
sistent with  the  National  Center  on  Child  Abuse  and 
Neglect  *s  study  of  the  national  incidence  and 
severity  of  child  abuse  and  neglect  (31).  In  their 
work,  they  found  that  families  with  adolesi^nt-onset 
cases  of  maltreatment  were  about  half  as  likely  to  be 
poor  as  families  with  the  child  onset  (and  child 
maltreatment)  cases. 

I^spite  the  finding  that  family  income  alone  is 
not  a  jxjwerful  predictor  of  risk  for  adolescent 
maltreatment,  some  research  does  suggest  that  a 
feeling  of  deprivation  and  strained  resources,  often 
associated  with  larger  family  size,  may  play  a  role 
(102).  In  addition,  other  measures  of  social  status  not 
based  on  income  yield  contradictory  results.  Farber 
and  Joseph  report  that  their  families  were  predomi- 


chaotic  faaiily  is  t  famiiy  chsractenzfid  by  lack  of  stntcture.  An  enmeshed  family  is  a  family  in  which  iodividuab  am  excessively  dependent  upon 
each  other.  A  fUnbte  famity  is  one  that  is  able  to  comhtoe  structure  i»ith  resppcxstvemss  to  situational  conditiotis.  A  connected  fmuXy  is  one  that  is  able 
10  have  close  relattooships  withcwt  ftodti^  thciD  St 
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Table  3-3— Incidence  of  Maltreatment  Among  Children/Adolescents  In  TWo  Poor 

hiner-aty  Areaa  of  Ctilcago 


 Cases  pgr  100  cWldfen/«tote^eftt8  

PhyslcalaUise  Neglect  Sexual  abuse 

Age   Areat*       Areail^       Areal*       AfsalP>       Ar^P  Arealft 

04   SA         as        400        iii  i5 

5.9   5.2  4.6  a.3  22.5  0.7  1.8 

10-14    2.4  1.8  10.8  13.5  0.5  1.9 

1519   1,5  18  3.9     _     4.6   1^  _0A  

*Araaf  poverty  rat«»  51  pmmik. 
^Area  11  poverty  rate  •  40  pment 

SOUBOE:  J.  QaH>arfno  ^  K.  Kc»t«lny.  *1>dtt8m5  andlrvnds  tn  Rfiport«d  Cases  of  Maltrsetment     fnfam  Mortal  tty 
tn  O^icsqo  Cotrvmmn^  Aieas  "  Erikson  timttbita.  Chka^,  IL,  leee. 


nantly  lower  class,  while  Pelcovitz  md  his  col- 
leagues report  that  59  percent  of  their  families  were 
classified  in  the  top  two  socioecCTomic  groups  on  a 
five-point  nwasuronent  known  as  the  HoUingshead 
Index  (25,75).  Only  12  percent  of  Ubhy  and  Bybee's 
families  were  categorized  among  the  lowest  socioec- 
onomic groups,  while  Garbarino^s  research  t^im 
found  differences  on  tte  HoUingshead  Index  of 
socioeconcmiic  status  among  abusive  and  non* 
abusive  fanwlies  (35,60).  Berdie  and  colleagues 
reported  that  about  51  percent  of  the  families  in  her 
sludy  of  maltreated  $^olescents  earned  less  than 
$15,0(X)  at  a  time  when  approximately  20  percent  of 
all  families  did  so  (8). 

Genesis  of  Adolescent  Maltreatment: 
Whan  Does  It  Begin? 

Two  theories  dominate  current  thinking  about  the 
origins  of  adolescent  maltreatment.  The  first  holds 
that  parents  establish  patterns  of  child  abuse  and 
simply  continue  such  behavior  through  their  child's 
adolescoice*  The  second  avers  that  much  adolescent 
maltreatment  occurs  indqjendently  of  earlier  child- 
hood abuse  and  may  reflect  the  inability  of  a 
previously  functional  family  to  adapt  to  the  new 
challenges  of  adolescence  (28).  The  existing  body  of 
research  on  this  question  suggests  that  both  theories 
account  for  a  portion  of  the  adolescent  maltreatment 
population,  but  that  there  is  a  distinctly  adolescent 
genesis  to  a  significant  number  of  cases — ranging 
firom  a  high  estimate  of  90  percent  to  a  low  of  24 
percent  (8,9,2531*60,62,75). 

Sexual  abuse  may  represent  a  special  case,  since 
studies  suggest  that  sexual  abuse  begins  in  child- 
hood, before  die  onset  of  adolescence.  Kradall- 
Ihckett  and  Simon  interviewed  365  adults  who  were 


victims  of  childhood  sexual  abuse  and  found  that  die 
average  age  of  onset  was  r^wrted  to  be  7*5  years, 
with  less  than  10  percent  having  an  onset  afto:  12 
years  of  age  (57).  In  over  half  of  the  cases,  the  snual 
abuse  did  not  ccmtinue  past  the  age  of  12*  This  study 
offers  an  intriguing  q)portunity  for  fur^er  research 
to  identify  factors  related  to  the  ages  of  the  vicdm 
and  popetrator  which  may  be  associated  with  both 
the  onset  and  the  cessation  of  sexual  abuse  within 
families. 

Effei^ts  of  Ailolescent  Maltreatment 

Adolescents  who  are  maltreated  seldom  die  from 
the  maltreatment.  The  fatality  rate  declines  with 
age— from  0.09  per  100  0-  to  2-year-old  children  to 
less  than  O.OI  per  IJQOO  adolescents.  As  Garbarino 
notes,  however,  some  adolescent  d^ths  may  be 
indirectly  attributable  to  maltreatment: 

A  fuU  accounting  of  the  adolescrat  fatalities 
attribut^le  to  maltreatment  cchiM  reascm^ly  in- 
chute  numerous  suicides  and  other  self-destnictive 
behavior  ^prcqmatefy  linked  dynamically  and  de- 
vetopmentally  to  ttie  experiei»:e  of  maltreatment. 
For  exan^le,  a  nuiaway  who  leaves  home  to  esc^ 
abuse  and  thm  falls  prey  to  AIDS,  or  is  muixlered* 
becoHKs  suicidal  on  the  streets  is,  in  a  veiy  real 
sOTse,  an  "adolescent  mahreatmcnt  fatality*'  (29). 

Berdie  and  her  colleagues  report  that  49  percent  of 
their  adolescent  maltr^tment  victims  exhibited 
significant  clinical  indicators  of  defmssion  (8). 
Between  45  and  70  percent  of  the  adolesc^ts 
showed  problems  such  as  n^vous  habits,  isolation, 
poor  social  skills  with  pern,  lethargy,  low  self- 
esteem,  low  frustration  tolerance,  temper  outbursts, 
and  sti^bcmness. 
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Running  away  from  home  is  directly  cotrclaied 
with  maltreatment.^  Approjumately  73  percent  of 
adolescent  female  ronaways  and  38  percent  of  the 
male  nmaways  in  one  recent  study  r<^»orted  that  they 
ran  awf^y  to  avokl  further  sexual  abuse  (65). 

Who  investigates  Adolescent  Maltreatment  Cases? 

The  study  of  the  national  incidence  and  severity 
of  child  abuse  and  neglect  conducted  by  the  National 
Center  on  Child  Abuse  and  Neglect  concluded  that 
"the  child's  age  may  be  a  major  (fctenninant  of 
whether  or  not  a  recognized  maltreatment  problem 
is  reported  to  CPS  [children's  protMtive  services] 
for  inve^gation  and  treatment"  (95).  The  bulk  of 
adolescent  maltreatment  cases  are  reported  to  and 
handled  by  agencies  other  than  children's  protective 
services.  Thus,  intervention  models  designed  from 
study  findings  that  rely  on  data  from  diildren's 
jnotective  services  and  hospital  samples  may  not  be 
g^neralizable  across  the  full  range  of  adolescent 
maltreatment  cases. 

One  reason  that  adolescent  maltreatment  is  so 
often  investigated  by  agaicies  other  than  childrrai's 
protective  services  is  that  it  is  often  viewed  as  a 
consequence  of  "acting-out"  behavior  by  the  ado- 
lescent or  dysfunction  within  the  family;  and  agen- 
cies such  as  community  mental  health  centers  or 
family  services  may  be  called  upon  to  provide 
assistance. 

Adolescents  in  the  Ctiiid  mifare  System 

For  children  and  adolescents  who — ^for  reasons  of 
parental  abuse  and  neglect,  findings  of  delinquencyt 
or  other  causes — are  unable  to  live  in  an  accq)table 
home  environment  with  their  parents,  an  elalwjraie 
child  welfare  system  has  been  developed  throughout 
the  Nitfion.^  Ttiis  system  includes  the  foster  care 
system,  a  network  of  public  and  private  institutions 
and  agencies  intended  to  provide  substitute  out-of- 
home  care  for  dependent  youth.  Primarily  regulated 


by  the  States,  the  child  welfare  system  is  backed  up 
by  juvenile  and  family  courts. 

While  child  welfare  programs  have  their  historic 
roots  in  orphanages  and  institutions,  today  the 
eoqduisis  is  largd^  upon  conamunity-based  care, 
provt^  by  surrogate  families  under  profesmonal 
supervision  by  public  entities  (2i)P  Two-flmds  of 
all  children  in  foster  care  are  placed  in  families;  die 
lemiaii^  are  soat  to  institutions,  including  d^n- 
tion  centers,  mental  hospitals,  and  special  sdiools— 
often  because  no  suitable  funily  homes  can  be  found 
(108).  Foster  care  is  designed  as  temporary  place- 
ment until  a  child  or  adolescent  can  be  returned  to  his 
or  her  family  or  pending  completion  of  necessary 
treatment  ai^  rehabilitation. 

Unfortunately,  the  reality  has  fallen  short  of  die 
promise  of  foster  care.  The  criteria  for  removal  of 
children  from  dieir  homes  tend  to  be  vague  and 
subjective,  and  ^dies  have  confinned  significant 
differences  in  die  handling  of  cases  by  caseworkers 
and  judges  (58,68).  Nonwhitcs  and  Hi^ranics  are 
placed  out-of-homc  more  frequt  ly  dian  odier 
children  (108).  But  worst  of  all,  the  *'system"  has 
tended  to  "lose"  children  and  adolescents,  in  die 
sense  that  temporary  out-of-home  placements  have 
resulted  in  pamanent  failures  to  reintegrate  clients 
back  into  their  homes.^  In  1984,  die  average  foster 
care  stay  was  j*out  17  mondis  (108).  Tragically, 
children  who  remain  in  care  longer  dian  18  mondis 
are  seldom  ever  returned  to  flieir  parents  (58,68). 

The  1990  l^^^uy  Impact  Seminar  notes  diat  a 
recent  smdy  of  500  adolescents/young  adults  who 
received  care  from  Uie  Casey  Family  Program 
indicates  diat  the  more  placen^nts  they  had,  the 
more  difficulties  Uiey  encountCTed  latCT  in  life  (23). 
Between  20  and  30  percent  of  diose  evaluated  had 
serious  difficulties.  In  addition,  a  significant  nurt*er 
of  children  in  foster  care  were  exposed  to  physical 
and  sexual  abuse  from  foster  parents  (24).  A  1988 


»For  adiscnssion  of  Ibe  heallh  and  other  needs  of  homeless  aixt  runaway  adolescents,  seech.  14.  '•HomeJessncss:  Preveatioo  and  Services."  in  this 
volume.  ,  .  . 

riChUd  we^are  services  inctade  adoption,  child  protocUon,  foster  c»re  and  centers,  indeparfent  living  P^^^^J^^J^'^^^ 
prevention  pnLm.  victim  assistance  programs,  adolescent  pregnancy  programs,  and  shelter,  for  nmaway  chUdien  and  adolescents.  FnqnenUy. 
programs  arc  M)eratcd  by  private  WM^rofi^ 

»I»  1982. 76  pen:e«  of  cWldreninfosierc^e^infamily  or  group  homes,  and  only  16 
growing  foni  of  c«e.  yet  they  aaounled  for  only  7  peicem  of  out^f-home  placemaiis  in  1982-mosfly  for  adokscents. 

STl^earedearly  instances  wbenanadolcscent-swelfarerequirescontlmwrf^^^^ 
to  ihe^  environment  may  not  always  be  dcsiraWc.  the  adolescents  who  arc  considewd  "test"  m  the  child  welfare  fy«^^<'°  ""l^f^^^^  ^ 
^^^^^S^S^yXl^Zn  efforu  are  nonexistent  superfkiaUy  corulucted.  or  easUy  aha.«lon«l  in  poorly  monitored  ptcgrams). 
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study  by  the  William  T.  Grant  Foundation's  Com- 
mission on  Work,  Family,  and  Citizenship  found 
that  older  adolescents  average  four  different  place- 
imnts  and  at  least  one  runaway  episode  while  in 
foster  caie(  108). 

There  has  in  general  been  increasing  recognition 
that  the  child  welfare  and  foster  care  systems  are  not 
functioning  well.  In  a  recent  article  in  the  journal 
Child  Welfare,  Woolf  noted  that: 

A  n- view  of  foster  care  history  reflects  a  perpetual 
march  down  a  road  of  good  intoitions  with  the 
failure  to  check  the  quality  of  the  road,  and,  indeed, 
whether  the  interim  goals  to  be  accomplished  alomg 
the  way  coincide  with  those  of  the  final  destina- 
tion. .  .The  time  has  come  to  integrate  good  inten- 
tions and  optimism  with  wisdom  in  the  development 
of  child  welfare  strategies  for  foster  care.  Coop- 
eiaticm,  teamwoik,  and  self-discipline  betwe«i  profes- 
sionals and  organizadois  is  imperative  to  the  devel- 
opment, implementation,  and  mfmitoring  of  a  sys- 
tematic treatment  approach  to  foster  care  services 
(108a). 

A  1989  National  Health  Policy  Forum  workshop 
referred  to  the  child  welfare  system  as  "a  crisis 
intervention  system  in  crisis"  (58a).  In  their  issue 
Iwief  for  the  National  Health  Policy  Forum  work- 
shop, Kof^Iman  and  Jones  noted  the  emerging 
health  and  social  problems  that  burden  a  child 
welfare  system;  in  him,  the  child  welfare  system  is 
fraught  with  case  overloads  and  personnel  shortages 
(58a).  Personnel  shortages  include  a  shortage  of 
foster  parents  (58a). 

Although  they  are  indicative  of  the  problems 
faced  by  the  child  welfare  system,  it  is  important  to 
note  that  recent  commentaries  have  not  focused 
specifically  on  adolescents  in  the  child  welfare  and 
foster  care  systems. 

Recognition  of  the  problems  associated  with 
foster  care  has  led  to  increasing  emphasis  on 
preserving  families  and  reuniting  children  with  their 
namral  parents.  Between  1977  and  1983,  the  number 
of  out-of-home  placements  for  children  of  all  ages 
declined  from  502.000  to  272.000  (108).  ApparenUy 
aiding  this  trend  was  passage  of  die  1980  Federal 


Adoption  Assistance  and  Child  Welfare  Act  (Public 
Law  96-272).^  In  addition  to  requring  child  welfare 
agencies  to  make  "reasonable  efforts*'  to  maintain 
a  child  or  adolesc^t  in  the  home  prior  to  placing  him 
or  her  in  foster  care,  this  act  fimded  family  prc^rfo- 
tion  dmonstration  programs  and  research.  Nonethe- 
less, between  1984  and  1985,  31  States  reported  an 
increase  in  foster  care  placements  (108).  In  1985, 
there  were  270,000  children  in  foster  care,  and  about 
45  percent  of  these(121,000chUdrcn)  were  between 
the  ages  of  13  and  IS.^* 

In  an  effort  to  reduce  out-of-home  placements. 
State  and  local  governments  have  experimented 
with  innovative  family  preservation  programs  in 
which  adolescents  are  viewed  as  an  integral  part  of 
their  family  system.^^  These  programs  seek  to  assess 
and  tre^  families  as  units  (23).  The  family  is  seen  as 
a  part  of  the  ctMnmunity  in  a  broad  ecological 
context.  Sra^rices  provided  to  families  are  graerally 
oriented  to  specific  and  limited  goals,  which  are 
jointly  defined  by  the  family  and  a  program  worker, 
in  accordance  with  the  expresses)  needs  of  the 
family.  Such  services  may  include  parent  education 
and  skills  training,  referral  to  other  services,  family 
theraity,  and  individual  psychological  suf^rt  and 
counseling.  Family  preservation  programs  atten^t 
to  draw  on  the  strengths  of  families,  with  a  case- 
worker acting  as  a  catalyst  and  en^ler. 

Among  the  widely  replicated  models  of  family 
preservation  {nograms  are  the  following: 

•  the  Homebuilders  model,  a  crisis  intovention 
model,  which  jM-ovides  intensive  services  to 
families  over  4  to  8  w^ks,  based  on  the 
assumption  that  the  placement  crisis  presents  a 
"window  of  opportunity,"  when  parents  are 
most  likely  to  be  able  to  leam  and  change; 

•  the  FAMILIES  model,  a  home-based  services 
model,  which  is  adapted  to  rural  areas  and 
widely  used  in  Iowa,  where  it  had  its  begin- 
nings; and 

•  the  Oregonlntensive  Family  Preservation  Serv- 
ices model,  which  unlike  the  other  two  places 
primary  emphasis  on  family  therapy  rather  than 
on  the  provision  of  concrete  services  (23). 


^  ""[^f    '^f       ^^'^  Accottnting  Office  made  the  point  lhat  in  ihe  absence  of  nabonal  cvahiadons  or  comprehensive  Infonmiion 

SSS.^p'j^^ls  ""^^  ^"''^  Law  96-272  refonns  were  responsible  for  reducing  the  nmnbcr  of  umiecessaty 

'•in  the  proccdlng  year,  about  180.000  children  entered  foster  care  and  an  equal  nnmber  left  it  (108). 

«pe  Family  Impact  Senunar  has  identified  programs  in  California.  Colorado.  Connecticut.  Delaware.  Rorida.  Illinois.  Iowa,  Kentucky  Maryland. 
Michigan.  Minnesota.  Missouri.  New  Jersey.  New  Mexico.  New  York.  North  Dakota.  Oitgon.  PCimsylvania.  Ttonessee.  Tkxas.  and  Washii^^ 
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According  to  a  review  for  the  Family  Impact 
Seminar,^^  Ac  Oregon  Intrasive  Family  Preseiva- 
tioa  Services  model  enqdiasizing  family  tben^y  has 
tibe  highest  success  rate  (873  pm^t,  measured  at 
temiinalion  of  service)  in  terms  of  {mventing 
out-of-home  placement  of  chUdrra  and  adol^cents^ 
but  tibe  o^er  two  models  have  nearly  as  good 
success  rates  (8 1 .4  pax:ent  for  the  aisis  intc^ention 
HKHiel  and  79*6  percent  for  the  home-based  services 
model)  (23).^ 

Implicit  in  family  preservation  strategies  is  the 
assumption  that  it  is  betto*  for  a  child  or  adolesc^t 
to  ronain  with  his  or  ter  family  than  to  be  taken  out 
of  the  home  and  plBcod  in  fost^  care*  It  is  in^rtant 
to  note,  however,  that  thwe  may  well  be  circum- 
stances when  preservation  of  the  family  is  not  in  the 
best  interests  of  the  child  m  adolesc^t  For  some, 
like  the  runaway  and  homeless  adolescents  studied 
by  Shane,  there  isn't  always  a  home  to  which  they 
can  return  (83).^^  For  others,  the  home  environn^t 
is  inetrievably  hostile  and  destructive.  Thus,  reduc- 
tion in  out-of*home  placements  should  not  be  the 
sole  criterion  for  program  success  or  public  policy. 
Future  evaluations  of  family  preservation  sovices 
should  develop  loader  n^asurements  of  effective- 
ness and  clearer  definitions  of  outcome  expecta- 
tions. 

Finally,  Woolf  notes  that  the  family  preservation 
policy  mandated  by  Public  Law  96-272  has  meant 
that  only  the  severest  cases  are  remanded  to  foster 
care  { 108a)-  The  inq^Iic^on  has  been  that  foster  care 
has  had  to  become  more  treatment-orient^,  al- 
though, according  to  Woolf,  it  is  not  nearly  treatment- 
or  family-oriented  enough  (108a).  A  trac  treatment- 
and  fandly-orientation  would  place  foster  care  in  a 
continuum  of  services  for  chiUren  and  families,  in 
which  **the  entry  of  a  family  into  the  foster  care 
system  should  be  accompanied  by  a  diagnostic 
component  to  assess  specified  areas  such  as  family 
system  dysfuncticm,  placement  requirements  for  the 
child,  and  recommendations  for  treatment  of  family 


members'"  (108a).  Sudb  an  initial  assessment  would 
be  the  first  componoit  in  determining  the  treatment 
^rvices  needed  to  assist  the  family  in  becoming  a 
healthier,  functioning  sys^  (I08a).  Additicmal 
research  on  attitudes  and  skills  needed  by  parrots  of 
adolescents  (e«g*,  5,6,86)  may  help  to  keep  adoles- 
crats  in  dieir  hon^s  or  in^prove  the  foster  care 
system  for  adolescents. 

Conclusions  and  Policy  Implications 

Adole^ents  do  not  grow  up  in  a  vacutmt  Both 
their  health  and  their  development  are  influraced  by 
myriad  social  and  environn^tal  interactions  ficom 
the  imn^diate  (e.g.,  daily  contact  with  peers,  par- 
ents, and  teachers  ot  i^ysical  contact  with  poison 
ivy)  to  the  global  (e.g.,  changes  in  the  ozone  layer). 
The  family^s  si^dficance  in  this  constellation  of 
influences,  if  not  fn^eeminent^  is  at  least  major — for 
it  touches  die  lives  of  most  adolescents  cm  a  daily 
and  deeply  personal  basis.  Because  parents  usually 
have  continuing  proximity  and  can  exercise  some 
degree  of  power  over  the  actions  of  adolescent 
family  m^bers,  they  are  centrally  important  to  any 
configuration  of  social  factors  shaping  adolesi^nt 
health.  From  time  to  time,  peo^  and  community  may 
loom  larger  or  smaller  among  an  adolescent's 
external  influences,  but  the  family  and  parents  will 
remain  as  constant  elements  despite  fluctuations  in 
their  relative  in^>ortance. 

Given  their  ongoing  role«  if  parents  and  families 
are  to  be  a  positive  influence,  they  need  to  have 
accui^  and  useful  information  about  adolescent 
development.  Using  parenting  strategies  with  ado- 
lescents that  were  successful  with  children  may 
generate  conflict  that  could  be  avoided  through 
alternative  i^proaches  to  resolving  differences. 

Research  (as  documented  through  this  Report)  has 
suggested  that  the  enhancement  of  parenting  skills 
can  improve  the  quality  of  life  within  families  and 
reduce  conflict,  but  studies  of  the  effectiveness  of 


^'ITie  Family  Impact  Seminar  is  an  activity  of  ibe  American  AssociatioQ  for  Ntoriage  and  Family  Tbawpy  Research  and  Education  FoondatioEO; 
Family  Inqucr  Seminar  me^iQgs  provide  inforaiation  to  public  poUcy  staff  (23). 

^The  Famiiy  Impact  Seminar  oolcs  thai  ibesc  craiparisims  air  Ijampcred  by  methodological  concerns  but  snggesu  that  the  Or^oo  Intensive  Family 
l^eservaiion  Services  model  anphaslring  tbmpy  seems  liest  adapted  to  famili»  with  adolescents  at  tisk  of  placement.  At  an  avoage  co^  of  $1,000 
per  family,  the  Intoxsive  Family  FYe^eivatton  Services  model  al^  appears  to  be  the  least  expensive  (the  average  cost  of  Hcnnebiiilders  is  $2,600  per  i^mily 
and  that  of  FAMOJES  is  $2,000).  Hie  reader  is  cauticHted,  however,  ttmt  these  co^  figures,  in  tfie  ahserve  of  experimental  designs,  do  not  provide  a 
reliable  ba^  for  estimating  cost  savipgs  over  placement  services. 

^White  "runaway**  adolescents  osualty  leave  their  Ixmies  voluntarily  and  without  parental  permission^  sometin^  parents  or  guardians  encour^ 
them  to  leave,  abandon  tbem,  or  force  them  out  of  their  residence.  The  parents  or  guardians  of  these  "pushout"  or  '*throwaway'*  adolescents  may  radmt 
family  preservation  services  and  deny  an  adolescent  reintegration  into  the  family.  For  a  gcnaal  disoxssion  of  homele^  and  runaway  adolescents*  see 

14,  **Homcles»iess:  Prevention  and  Scfviccs."  in  this  volume. 
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{^renting  programs  oq  inqnoving  {mrmt-adolesceiit 
felations  uid  reducing  specific  problons  of  adol^- 
ceiK^  remain  inconclusdve  (83a).^  Still,  ^c  evi- 
dence suggests  that  authoritative  {^renting  skills 
should  be  encoun^ed  and  infonnation  and  training 
about  this  family  model  more  widely  dissraunated. 

A  variety  of  public  and  private  supports  ccnild 
he^  to  relieve  families  in  distress*  R^qnte  care  to 
ndteve  fiunily  caregivers,  family  and  i»raital  leave, 
comprelMtnsive  (or  at  least  ottastrophic)  insurance 
coverage,  ami  increased  access  to  family  therapy  and 
parenting  education  programs  all  mait  serious 
consideration  for  develqmient  or  expansion. 

Policy  ain^  at  reducing  adolescent  maltreatment 
should  be  a  high  priority.  First,  however,  more 
analysis  is  needed  conc^ning  the  definition  and 
causes  of  adolescent  maltreatment  Much  of  the 
research^  policy,  and  programs  on  the  causes, 
(HevCTition,  and  treatn^t  of  maltreatmCTt  has  not 
bcm  specific  as  to  the  age  of  the  child  victim  or  has 
focus^  on  younger  children. 

Additional  research  on  a  range  of  other  issues  and 
aspects  related  to  families  and  adolescent  health 
would  be  useful.  Research  on  the  effect  of  parenting 
styles  on  adolescent  health  aiul  development  in 
nontraditional  families  (e*g.,  stepfamilies  and  single- 
parent  families)  and  ethnic  and  racial  minority 
families,  for  example,  is  sparse  (42,43,45,85).  It 
would  be  useful  if  additional  research  emphasis  were 
given  to  examining  effective,  well-functioning  fami- 
lies and  their  intact  on  adolescent  health  rather  than 
maintaining  the  traditional  focus  of  research  on 
family  dysfunction  and  pathology.  Knowledge  of 
family  ii^uences  that  work  to  enhance  adolescent 
health  and  development  is  as  important  as  an 
examination  of  negative  family  influences,  lb  assist 
researehm,  improvements  in  the  collection  and 
reporting  of  data  about  intrafamilial  maltreatment 
aiui  family  caregiving  are  desirable. 

Perhaps  most  importantly,  though,  parents  ne^  to 
be  view^  with  respect  and  treated  with  dignity  in 
their  interactions  with  public  and  private  agencies. 
The  institutions  of  society — religious,  social,  and 
political  institutions  and  the  mtedia — should  recog- 
nize the  diversity  of  America's  families  and  the 
family's  potentially  significant  role  in  improving  the 
health  of  our  Nation^s  children  and  adolescents. 


Rather  than  adhering  to  the  outdated  notion  that 
I^irrats  are  solely  Hit  obstacles  to  treatim^t  for 
diildrm  and  adolescoits,  many  m(»e  profi^ional 
l^th/nMntal  health  care  |»ovidm  should  try  to 
r^ard  parents  and  otter  £EunC^  member  as  part^ — 
together  with  the  practitk)ner  and  iht  |»ti€»il — in  the 
prevention,  txe^mrat,  and  rehabilitation  of  adoles- 
cent tealth  problems  (73a).  While  son^  funilies 
surely  bear  culpability  for  die  health  problems  of 
their  mc^bo^,  a  ''blame  the  famify'*  ot  ''blau^  die 
pwents''  G|yproadi  to  undmtanding  the  inx)blans  of 
adolescoit  health  obfuscates  more  than  it  illumi- 
nate. Through  strengthening  die  many  positive 
contributions  of  families  and  parents  to  adolescent 
health,  a  more  balanced  and  constructive  perspective 
can  be  maintained. 
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Chapter  4 

SCHOOLS  AND  DISCRETIONARY  TIME 


Introduction 

Evdy  day,  some  26  million  U.S.  adolescents  ages 
10  through  18  go  to  school.  How  do  school 
environments  affect  adolescents'  health— that  is, 
their  physical,  social,  and  behavioral  development 
and  well-being?  The  role  of  schools  in  adolescent 
health  is  the  subject  of  increasing  debate  (e.g., 
27,147,210).  School  perstmnel  often  diink  tiiat 
adolescmts  bring  their  health  probtems  to  the 
schools  and  regard  efforts  to  address  specific  prob- 
lem and  genoally  improve  adolescent  health  as  the 
responsibilities  of  adolescmts  themselves,  tl^ir 
parents,  the  health  care  system,  and  pohaps  oth«r 
institutioiis  in  die  community  (107b).  The  view  that 
adolescrats  bring  a  <»>nsiderable  number  of  health 
jnoblems  with  them  to  the  school  building  each  day 
is  certainly  supported  by  clinical  evidence,  but  there 
is  also  evidence  that  schools  play  a  role  in  e)iacerhat- 
ing  or  ameliorating  adolescents*  health  problems, 
broadly  defined.' 

As  discussed  elsewhere  in  this  Report,  some 
schools  offer  health  education,  fimess  activities,  and 
lunch  or  other  meals  to  students,  and  some  schools 
provide  health  care  services  through  school  nurses  or 
school-linked  health  centers  (SLHCs).^  Some  sdiool 
buildings,  are  located  in  unsafe  nei^borfacMxis  and 
have  deteriorating  facilities  with  asbestos,  lead 
paint,  radon,  or  other  problems  with  potential 
inq)lications  for  the  health  of  their  adol^cent 
students,  but  these  risks  will  not  be  addressed  in  this 
chapter.  The  question  address^  in  the  first  half  of 
this  chs^ter  is  how  school  academic  and  social 
environments  affect  U.S.  adolescents'  health.  As 
discussed  furtixx  below,  particular  aspects  of  school 
academic  and  social  environments  have  been  corre- 
lated with  indicators  of  school  ad^tation  (e.g., 


school  grades,  attendance,  educational  attainment, 
being  retained  in  grade,  and  school  dropout^),  and 
some  of  these  indicators  have  becai  correlatnl  with 
adolescent  health  outcomes  (e.g.,  self  esteem,  sub- 
stance use,  adolescent  jnegnancy  and  childbearing, 
and  delinquency).  Some  major  Fedoul  policies  and 
IBX)grams  related  to  the  education  of  adolescents  are 
also  discus^, 

U.S.  adolescents  attending  school  spa^  son»  of 
their  time  cvay  day  away  fiwm  school.  It  is  virtually 
certain  that  the  physical,  social,  and  behavioral 
(tevelc^nnent  of  adoles^^ts  is  stuqwd,  at  least  in 
part,  by  the  e:^perien(^  that  occur  during  their 
discretionary  time  (i.e.,  time  that  is  not  ^nt  at 
Kdiool  or  in  essential  maintenance  activities  such  as 
eating  or  sleq>ing).  The  second  half  of  diis  charter 
is  devoted  to  an  examination  of  adolescents'  discre- 


Rtelo  ond»:BntO0amf(/Bluo^lan  WMi 

Each  day.  some  26  miOton  U.S.  adc^sosnts  go  to  school, 
but  the  rote  of  school  wivlranments  in  promoting 
adotesoent  health,  whetho^  dscretely  or  through 
ac»temlc  acNevement  mty  recently  seems  to  hav« 
emerged  as  a  omoem. 


'As  noted  in  Vol.  I  of  rtils  Rfjust  and  la  ch.  2.  "What  Is  Adoiesceni  H<MUh?* '  in  Uri*  vohunc.  a  bn>ad  defioitioa  of  bealib— itidndii«  riiysicaJ,  social 
and  mMtal  aspects  and  qpphasizing  a  toisc  of  weM4>g^ 
<tefinltion  caiqrfailzing  Uk  ahsenix  of  j%sic*I  heallh  jmrtrfCM 

physical  hcaJlh.  DcwcrbchavicMul  mcieures,  and  a  broad  nagc  of  indicators  of  optimal  finKtional  status  (Inchiding  cmotiana]  ami  sod*l  itttus,  perceived 
quality  of  life).  A  fUly  reaUzed  view  of  adolesceu  health  tbon^ 

iNotriUon  md  fitness  activities  in  schools  arc  discussed  in  ch.  7,  "Nutrition  and  Fitness  ProMcmr  FKventioa  and  Soviets."  in  this  volume. 
Infonnatiott  abcvt  SLHCs  is  presented  in  ch.  15,  "Major  Issues  Ptrtainlug  to  the  Dcliveiy  of  Ftimaiy  and  CtHmmtoosh^e  Health  Services  to 
Adolescents."  in  Vol.  m. 

JAIihottgh  "school  dropout"  is  awlnvwd  tenninology,  this  is  such  a  common  te^ 
la  variotts  ways,  to  the  VS.  DqNBtBient  of  Education's  npon  Dropout  Rates  in  the  United  States:  1988,  distiiwtinis  ate  made  amoitg  Mitt  dropoia 
rtxtff  (the  propoition  of  students  who  drop  out  in  a  siftgle  year).  ffoAf  d>v7;^ 

point  in  time),  and  colton  dropout  rates  (the  proportioo  of  a  group  of  students  that  <fr^  out  over  time)  (202b). 
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^maty  time,  b  discuss  available  research  on  how 
adolescents  spend  their  time  and  describes  issues 
related  to  dw  deveicpnwnt  of  health-enhancing 
alternatives,  including  the  National  and  Coounun^ 
Service  Ad  of  1990  (PubUc  Law  101-610).  TTie 
phapfw  ends  wift  conclusicms  and  policy  in^>lica- 
tions. 


School  influences  on  Adolescent  Healtli^ 

EvidcQce  diat  allows  inference  about  causal 
feIationshii»  between  school  oivironnKats  and 
adoIes<xnt  health  outcomes  such  as  substance  abuse, 
pregnancy,  delinquency,  or  victimization  to  be  made 
withconfidmce  is  limited.  The  reason  is  that  schools 
are  seldom  consictered  as  factors  in  discussions  of 
ways  to  in^Hove  adolescent  health,  and  mo^  of  the 
research  has  been  done  in  this  area  shows 
correlational  relfdonships  rather  dian  causal  rela- 
tionships. Anotter  pioblem  is  diat  sdiool  and 
nonschool  furtors  (e.g.,  imlividual  factors,  family 
factors,  neighborhood  factors)  interact  with  each 
other  in  coiii|>Iex  ways  that  have  yet  to  be  fiiUy 
understood.  When  considering  how  sdiool  environ- 
ments affect  the  health,  behavior,  and  well-being  of 
10-  to  18-year-oId  ^dents,  it  is  iixqxntant  to  keep 
these  caveats  in  miiKi. 

The  bulk  of  the  discussion  below  details  available 
evidence  for  the  effects  of  different  aspects  of  school 
environments — academic  policies,  school  size, 
school  decisionmaking  and  other  pnx^^s,  timing 
of  school  transitions,  and  classroom  size,  teachers' 
attitudes  and  behavior,  school  policies  regarding 
cultural  diversity,  and  parental  involvement  in 
schools — on  adolescent  health.  Fin*,  however,  over- 
view of  the  U.S.  educational  system,  with  descrip- 
tions of  FWeral,  State,  and  local  funding  responsi- 
bilities, and  student  enrolln^nt  statistics,  is  pre- 
sented as  background  in  the  first  section  below. 
Major  Federal  programs  related  to  «lucation  are 
discussed  briefly  after  the  discussion  of  evidence  on 
the  effects  of  school  environments  on  adolescent 
health. 


Overview  of  the  U.S,  Edu^tlonal  Sy^m 

Figure  4-1  provides  an  ovemew  of  the  stnictnre 
of  elemKSitaiy  and  secondary  education  in  die  United 
States.  Students  u»iaUy  ^emi  6  to  8  years  in  die 
etem»itary  grs^  and  dien  go  on  to  a  4-  to  6-year 
ptognan  in  high  school  They  normally  complete  the 
mtire  program  through  grade  12  by  age  17  ox  18 
(204). 

Tfen-year-olds  typically  enter  grade  5,  11-year- 
olds  grale  6,  12-year-olds  gnaie  7,  13-year^lds 
grades,  14-year-olds  grade  9, 15-ycar-olds  grade  10, 
16-  year-olds  grt^  1 1 ,  and  17-year-olds  grade  12.  In 
1987,  adolescents  ages  10  to  1 8  totalled  an  estimated 
26.4  milli(ni  stiKients  (13.2  million  in  elementary 
school  and  13.2  million  k  secondary  school)  (204).' 
Prom  1971  to  1984,  cmoUmait  in  U.S.  elementary 
and  «;ccmdaiy  schools  steadily  declined,  Iwt  a  new 
wave  of  secondary  school  students  is  expected  in  die 
years  ahead  (^>4). 

U.S.  schools  are  affected  by  funding,  policies,  and 
regulations  at  various  levels  of  govenin^t,  Iwt 
public  education  is  primarily  a  State  and  local 
responsibility.  Stat^  establish  Stare  educational 
policies  and  determine  how  Stare  nKinies  are  allo- 
cated. Generally,  the  States  delegate  operational 
responsibility  for  schools  to  local  sdiool  boards. 
Some  1S,000  local  school  boards  set  most  policy  for 
over  100,000  individual  elementary  and  secondary 
schools  in  die  United  States  (202). 

The  Fwleral  Government  supports  elemaitary  and 
secondary  ediK;ati(Ki  through  financial  aid  programs 
diat  include  die  Ch^ter  1  program  discussed  later  in 
diis  chapter.  In  fiscal  year  1989,  die  appropriation 
for  Chjqjter  1  was  $4.6  billion  (202a).  Federal 
spendiiig  for  education  is  a  small  percentage  of 
overall  ^nding  for  elementary  and  secondary 
education.  At  its  highest  point  in  1979-80,  Federal 
spending  accounted  for  9.8  percent  of  total  cxpcndi- 
mres.  In  1985-86,  die  Federal  Government  contrib- 
uted only  6.7  p«cent  of  total  reviMues,  widi  the 
States  picking  up  nearly  half  of  the  expenses  (49.4 


♦ras  section  draws  sabstantlally  fnm  .  paper  p^parod  unda  contract  to  OTA  by  Michelle  Fine  entitled  "Middle  nd  Se««toy  Sdiool 
EovimisKiits  as  Tbey  Affect  AdoUscoa  Wett-Beii^"  {TU). 

JA.  noted  inch.  18.  "iHaie*  in  the  Deliver  of  Savicw  to  Selected  Chonps  of  Adotesctot*."  to  '^^^^f^^^'^i^^^l^J^^ 
rtKKJsSon  to  mi.  About  22.01  miUi^{71  P«ent)  »c  while.  non-Hisp^Hc  «loh»ca>ts;  ^  4 AS ^J^^J^]^'^^^^ 
S^,i«r^  3.1  mintea  (JO parent)  Hispanic  adolesceot*;  and  124  million  (4  percent)  «r  "other "  <'°2»^J^!«'>^S^^ 
Je^^ef  l!!  iwesceitts  Uo  «  not  "white^ 

Racial  and  ethnic  minority  adolesceots  dispn^itioaately  live  in  poor  as  near-poor  families. 
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Figure  4>l— lyiMeal  Patterns  of  Progression  From  Elenfientary  School  Through  High  School* 


High  schooi  diploma 
17 

16 

15 

14 

13 

12 
11 
10 
9 
8 
7 
6 
5 
4 
3 

Age 


4-year 

high  schools 
{grades  9-12) 


Sertlor 
high  schools 
(gr^es  10-12) 


(grades  1-8) 


Middle 
schools 
(gr«}e8  4-8) 


Junior 

high  schools 
(grades  7*9) 


Combined 
junior-senior 
high  schools 
(grades  9-12) 


(grades  1-6) 


IT 


(grades  1*6) 


(grades  K>3) 


Elementary  (or  primary)  schools 


Kindergartens 


Nursery  schools 


 I 


12 
11 
10 
9 
S 

7 
6 
5 
4 
3 
2 
1 

K 

PK 

Grade 


II 

n  o 

O 


li 

c 

O 


^Chort  rsfi«ets  typical  patterns  of  ^^ogws^  rattw  than  aS  posBlbIa  variations. 

SOURCE:  U.S.  DapartiTwnt  of  Education,  Office  of  Educational  RoMarah  and  tmprovam^  National  Oantar  for  Eduoatien  Slatl«tlct,  O^tpf  Eduanion 
$t8t^9nc^  f9a9(Wathlngtm,  DC:  U.S.  (Bovimmant  PiMng  Oflca,  ises). 


percent)  and  local  sources  picidng  up  the  rest  (43.9 
percent)  (72a).  Schools  have  grown  increasingly 
dependent  on  local  tax  bases  and  other  resources 
(94).<^ 

The  proportion  of  U.S.  students  who  graduate 
from  high  school  has  increased  dramatically  in  the 
last  century.  In  1989,  the  graduation  rate  (defined  as 
the  percentage  of  9th  graders  in  1985  who  have  been 
graduated  in  1989)  was  calculated  to  be  7 1 .2  percent 
(204b).  Despite  the  improvements^  dropping  out  of 


school  is  a  soious  problem  in  this  country.  Each 
year,  more  than  425*000  students  in  grades  10 
through  12  drop  out  of  school;  others  leave  before 
reaching  high  school  (202b).  As  of  October  1989, 
the  status  dropout  rate  among  16-  to  24-yearH;>lds — 
i.e.,  the  percentage  of  16-  to  24*year-olds  nqxirting 
themselves  to  be  dropouts — was  12.6  pen^nt  (204a)« 
This  means  that  about  4  million  16-  to  24-year<olds 
in  (X:tober  1989  were  without  a  high  school  diploma 
or  certificate  and  woe  not  attending  schooU  Drop* 
out  rates  for  blacks^  Hispanics^  and  Native  Ameri* 


^Ixgal  dtatkoges  hm^t  in  several  States  {e.g.»  New  Jersey*  "ftxas,  Mc^itana.  and  Kentucky)  have  recently  resiltod  incomt  decisiotti  strildog  down 
school  finatndi^  systems  liecause  of  disparities  lietween  spending  io  poor  and  wealthy  school  d^tricts{l078).  Similar  chaDesgoscanlM^  expected  la  the 
fatnre. 

'^Some  high  sdiool  dropoats  eveniually  cam  a  high  school  dcgttc,  titha  by  returaii^  to  school  or  tiy  passing  the  tests  of  genoal  edttcasicmal 
develc^imcnt  (GED). 
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cans  are  higher  than  aggregate  rates  for  the  U.S. 
population  (202b)  (see  figure  4-2). 

RalatitMishifis  BetwBM  Adolescent  Health 
ami  Sdiool  Maptatlon 

In  the  course  of  this  assessment,  OTA  found  ttmt 
school  ravtronments,  academic  achievement  and 
failure^  and  adolescent  health  m  typically  viewed  as 
discrete  oitities.  If  relationi^ips  between  academic 
achieven^t  and  failure  and  adolescent  health  are 
ccmsid^ied,  it  is  the  impact  of  health  problems  on 
academic  achievement  that  is  discussed,  not  the 
reverse  (e.g.,  l(ffia).  The  role  of  sch<K>l  environments 
in  promoting  or  impeding  academic  achievement 
has  been  controversial  (32a,  103a,  178).  The  role  of 
school  environments  in  promoting  adolescent 
healthy  whether  discretely  or  through  academic 
achievement,  ^>pears  to  be  a  recent  concern  and  one 
not  yet  fully  recognized  by  many  professional 
educators  (27,107b,147).  This  section  reviews  re- 
search that  suggests  that,  just  as  adolescent  health 
problems  can  affect  school  adaptation,^  some  indica- 
tors of  school  achieven^nt  have  been  found  to  affect 
adolescents'  health,  well-being,  and  ultimately,  their 
long-temi  economic  productivity,  Aflter  briefly  wl- 
dressing  measures  of  school  adaptation,  the  nexi 
section  reviews  evidence  for  the  inq)act  of  aspects  oi' 
school  social  environments  and  policies  on  school 
adaptation  and  on  adoIes^<^nt  achievement  r^d 
health.  It  is  important  to  note  Uiat  OTA  kncws  of  no 
single  study  that  has  tracked  in  a  syst^.matic  way  the 
impacts  of  school  environments  on  S':hool  adapta- 
tion and  health,  and  the  feedback  lcK>ps  th^  must 
occur  among  these  elements  (see  figure  4-3).  It  is 
difficult,  of  course,  to  disentangle  tbc  effects  of  the 
academic  achieven^nt  and  health  of  students  attend- 
ing a  school  from  other  aqiects  of  the  school 
environment.^  Thust  tentative  inferences  must  be 
drawn  about  many  of  the  relationships  among  school 
processes  and  adolescent  outcon^s. 

Students*  adaptation  to  school  can  be  measured 
using  a  variety  of  indicators.  Short-term  indicators 
of  school  adaptation  include  school  attendance, 
school  grades,  participation  in  extracurricular  activi- 


Flgure  4-2— High  SctiMl  Dropout  Ratro  in  the 
United  8tate9,l989«^ 
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^^mutIcs  may  ba  of  any  raoa. 

SOURCE:  C^noa  of  TadttvriogyAftMftimant,  1991,  batadon  U.S.  Dapsrt- 
m«rrt  «rf  Etkioatlon,  Offioa  of  EdUoaUonaf  Rwaarc^  an^ 
man!.  National  Cantarfor  education  dtatlstfoa,  OropoutfW»$  In 
th0  UrfM  $tmt99.  NOES  90^  (WMhington.  DC:  S^ambar 

laau), 

tics,  and  being  retained  in  grade.  Short-tmn  indica- 
tors of  school  adaptation  are  sometimes  predictive  of 
school  dropout.  One  highly  predictive  short-term 
indicator  is  retention  in  grade  (70,1 12).  After  social 
class  controlled  for  ability*  being  retained  in  gr»ie 
(and  therefore  being  oven^e  for  that  grade)  is  the 
best  predictor  of  school  dropout  (68a). 

As  shown  in  table  4-1,  studies  have  found  that 
dropping  out  of  school  and  other  indicators  of  poor 
schcK)l  adaptation  are  associated  with  adolescent 
health  outcomes  that  include  substance  abuse,  delin- 
quency, and  adolescent  pregnancy  and  childbear- 
ing^«^  (l,14,62,84a,85,137,210).  Furthermore,  the 
lack  of  a  high  school  diploma  seriously  j^ardizes 
adolescents'  future  economic  and  social  well-being 
(216).  The  consequences  are  particularly  adverse  for 
poor  and  minority  students  (14,8Ia,198).  Having  a 


*Fpr  an  analysts  of  adolescenf  school  loss  (i  e.,  absences)  occurring  as  a  rtsuti  of  illi^ss,  see  cb.  6.  '^CluoDic  f%ysical  Illocsses:  Prrvention  aod 
Scivlccs."  4d  tbis  vphmsc. 

^Por  cxunpte;  a  school  in  which  many  stodenU  air  roattoely  ahsenu  or  hang  ajound  school  hot  skip  classes,  or  are  viotoil  in  school^  can  have  a 
defeteiiottt  isstfmct  on  teachcn  and  iMtmmwtralors  (e.g..  they  may  come  to  feci  {x>wale$s  and  (kprcssod).  who  to  mm  have  an  impact  on  tl»  mofc 
well-behaved  stttdcots.  Eovimaments  such  as  these  are  commonly  observe  but  have  rarely  been  syslcmattcally  researched  <72a). 

^'^Hie  relatimiship  befween  school  dn^iottt  and  adolescent  pregnancy  ami  school  dropout  Is  complex.  For  fuiiher  discussion,  sec  ch.  10/  *  Adolescent 
ftcgnancy  and  Pftrentii^  Prevcndon  and  Services,**  in  ihts  vohmie. 
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Figure  4-3---Po$$ibt0  Relationships  Among  Sdiooi  Environments, 
School  Adaptation,  and  Adolescent  Health 
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high  school  diploma,  even  with  a  poor  achievement 
record,  significantly  improves  labor  market  partici- 
pation (216),  although  poor  achievement  may  have 
other  negative  consequences  (84a, 1 37).  High  school 
dropouts  are  more  likely  to  be  unemployed  or 
underemployed  than  hi^  sch(K)l  graduates  and  are 
half  as  likely  to  hold  white  collar  jobs  as  high  ^ool 
graduates  are  (216).  Because  they  are  less  likely  to 
be  employed  or  to  have  jobs  with  good  career 
prospects,  high  school  dropouts  are  more  likely  to  be 
poor  and  to  exj^r^nce  the  health  and  other  disad- 
vantages associated  with  poverty  (e.g.,  substandard 
living  conditions,  poor  nutrition,  diminished  access 
to  health  care  services).  Tb^ir  children  arc  also  likely 
to  experience  disadvantage.^^  For  society  as  well  as 
dropouts,  dropping  out  of  school  has  high  costs.  The 
societal  costs  include  not  only  lost  productivity  and 
increased  social  welfare  costs  but  more  intangible 
costs  associated  with  poverty  and  lack  of  education 
among  certain  segnients  of  society. 


According  to  some  observere,  high  dropout  rates 
and  high  rates  of  retention  in  grade  are  one  indica- 
tion of  the  failure  of  schools  to  meet  their  students* 
educational  or  social  growth  needs  (81a).  This 
failure  seems  particularly  iqrparent  in  schools  serv- 
ing largely  poor,  racial,  and  ethnic  minority  adoles- 
cents, and  adolescents  in  central  cities.  Unfortu- 
nately, dropout  rates  are  typically  reported  by 
population  groupings  based  on  race,  and  not  by 
school  or  community.  Reporting  measures  of  school 
ad^tation  in  this  way  makes  it  difficult  to  disentan- 
gle school  environment  effects  on  dropout  and 
retention  in  grade  from  the  influence  of  other  factors 
(e,g.,  family  economic  need).  National  data  suggest 
that  socioeconomic  status  and  race/ethnicity  are 
related  to  students'  school  ad^tation,  as  measured 
in  terms  of  retention  in  grade  and  school  dropout  (see 
table  4-2).  An  analysis  of  data  from  the  High  School 
and  Beyond  Survey  using  a  composite  family 
socioeconomic  status  index  (mcluding  family  in- 
come,  parental  education,  and  other  factors)  foimd 


"The  health  aod  other  effects  of  growing  up  poor  arc  complex  sod  not  fuUy  understood.  See  ch.  I S.  *  'Issues  in  the  Dclivciy  of  Services  lo  SeSocted 
Groups  of  Adotesccots,*'  in  Vol  GI. 
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Table  4-1~EvktefiC0  for  the  Relationship  Between  School  Adaptation  and  Adolescent  Health 


StvKty* 


tndlcatof  of  sdiool  acfeiplatton 


Adotoscmt  health 


Benin  am*  Sum.  1988  (High  School  and  Beyond 
survey  data) 


W.T  Oram  Foundation,  1988  (national  survey 
data) 

Young.  1983 


Hispanic  Policy  Development  Project.  1989 
(review  of  the  literature) 


Fagan  and  Pabon.  1988 


Gart)arlno  and  Asp.  1981 
Oottfredson.  1988 

McPartfand,  ColcJeron.  and  Braddock,  1987 
Academy  for  Educational  Development  1989 

Pa«as»  Natrtelto.  and  McDIO.  1987 


Dropcut 
School  dropout 


Dropout  rates. 
Dropout  status. 


Dropout  and  fow-achlevfng  graduates. 

Lack  of  high  school  dl^oma  and  poor  academic 
achlevemmt. 

Male  dropouts. 


O^BT  Indicators 
More  years  of  school. 


Poor  school  grades,  limited  educattonal 
attainment  spedal  education  placement 
being  retained  In  j^ade,  poor  attemiance. 

Poor  school  grades. 

U)wer  than  smrB^  academic  performance, 
s<rf>ool  dropout 

Participation  In  extracurricular  activities. 


Associated  with  ^iotesoent  pregnancy  and  jwwitbig^  Ngh  rates  of 
siAwquent  poverty  and  unemployment;  sMO  deficits.  SItuaBon 
getting  wwse  tor  tjlaoke^  1973, 14p»oemoflrfackma!e 

dropouls  reported  no  ^mlnge,  as  compared      43  percent  in 
1984tt 

Associated  «rfth  higher  rates  of  adUesoent  pregnancy^ 

High  8dK>oi  dropouts  are  far  more  l&ely  to  be  und^mployed  or 
unemfrfoyed  than  hl^  school  graoiuates;  employed  drc^outs  are 
haff  as  lacely  to  hold  wMteoc^^as  are  t^  schod  gr^^ 

Decreased  llkef  Ihood  of  enroling  In  po^secondary  ecfcjcatton; 
Increased  levels  of  weMan»  reoelfrt;  higher  imemploynwit  rates. 

^sedated  with  early  chllAeartng.^ 

Wsak  sodal  attitudes,  more  drug  problems,  and  more  dellrH^iency 
amcmg  dropout       ammg  high  school  fpaduates.^  Male 
dropouts  are  far  more  fitely  to  be  Involved  In  criminal  behavior 
than  their  IrvscfKXYl  peers.^ 

Positively  associated  with  «ihanoed  quality  of  cWld  care  offered  to 
one's  own  dilkfren  and  with  political  competence;  negatively 
associated  with  criminal  activity. 

Associated  ytAVn  juvenile  delinquency.^^ 


As^>ciated  with  school  prop^  vtolernje. 
Assodated  with  adolesoent  pregnancy.** 

Correlates,  partlcularty  for  academically  marginal  students,  with 
acMtemk:  f^ogress,  heightened  self-expectations,  reduced 
frequency  of  delhrquency.  and  Increased  persistence  In  schools. 


?jFv»  dtattons  ar»  fbtod  at  th»  end  of  thte  chapter 

2!ri!!t!L'!2!!'^^  '''^^!"'*^      ^Mm^m  pr^^nancy  Is  discussnd  in  ch.  10.  "Pr^nancy  and  Parantfng:  Pr»v»ntloo  and  Sarvfeas"    this  volume. 

<TDf  a  discussion  of  adola^t  dallnquarKy.  aaa  ch.  13,  "DaHnquancy:  Pravantion  and  Sarvteas7ln  thfe  vofuma.  ^'nni^,  bi  in»  votuma. 

SOURCE:  Offica  of  Tachnoiogy  Assassmant.  W1 . 


Table  4-2-Natlonal  Data  on  the  Relationship  of  Students'  Race/Ethnlclty  and  Socioeconomic  Status  to  School  Adaptation 


Study* 


Adolesoem  health  outcomes 


A^)^  1983  (cohort  8^) 
Tobtef « 1984  (stFvey  of  adults) 

National  Assessinent  of  Educational  Progress,  1990 
^rge  data  set  on  the  reading  ablHty  of  studants) 


U.S-  Department  of  Education,  1987  (natloniU  survey  data 
ooQected  from  schools) 

Nectorman  and  Wison,  1987  {U.S.  Bureau  of  the  Census  data 
ooifected  retrospectivaly  as  self -reports  from  adults) 


Rumberger,  1987  (U.S.  Department  of  Education  national  survey 
(fcita  from  1984) 

Sarrow  and  Kolstad  1 987  (High  School  and  Beyond  survey  data) 


Beria,  Henderson,  and  Kerewsky.  1989  (review  of  the  tlteratur e) 


htew  Yofk  City  dropout  mtes  exoeed  88  percent  for  blacks  arid  80  per^ 
lnie85,32peroemotNew^Clty'8wWteadUtt8hadfeiiwthan4yw 

«Hth  39  peioem  <rf  Wacte  am!  57  percent  of  t^ittnw. 
Students  Inoeneral  are  better  readers  In  the1980s  than  they  were  In  tte  1970s,  a^ 

changes  ocowred  between  1984 and  1988rbla(te  and  W^;»nto 

period  of  1971  to  1988-nearty  aS  13-  afKl  17'year-oWs  can  read  baste  material;  twwever,  the 
mean  reading  profile  of  Wack  ami  Wspai*:  17-yMr^oW8  remains  orty  silghfly  better  than  wWte 
13-year-<*te. 

In  1986  among  18-  to  19-yw-olds,  13  p^wntof  white  males,  1 1  p«cent  of  white  females,  15  percent 
of  bteck  mates,  15  pefc»*  of  bteck  females,  29  pwwn  of  Hispanic  males^ 
Hispante  females  were  dassHled  as  dropouts. 

Nation^  dropout  rafels  27pBn»nl;  central  dty  dropout  rate  Is  42  percent; dropout  ratem  poverty  areas 
In  oemral  cttles  Is  54  percent  bi  poor  ne»ghbortioods--deffeied  as  over  50  percent 
poverty  llne--diwo*4  rates  vary:  In  Anaheim.  Callforrte,  for  fnatanoe,  the  dropout  rate  Is  75 
percent;  In  poor  ne^boitw>ds  In  Wadteon,  Wisconsin,  ttie  dn^^ 
nefghb^hoods  In  New  Yortc  City,  the  dropout  rate  Is  58  J  percent. 

In  1972,  national  dropout  rate  was  22J  percent;  In  1984.  dnjpoul  rate  was  29^ 

dropout  mte  was  25^  percent  In  1972  and  37.8  pwsent  In  1 W;  New  Yortt  Slate  estimates  ttet 
62  pero^  of  Hl^nks      out  and  53  peroem  of  Itecks  dr^ 

Ihe  dropout  rate  among  students  fmmme  k>west  sodoecanomte  qwrtlle  Is  about  22  percent;  the 
diopmit  rate  among  students  fromtlw  hl^wsl  soctoeoonomte  quartfle  Is  about  7  percent  The 
relattonsf^  between  soctoeoonomte  variables  and  dropcKil  rates  often  differ  substantially 
betMen  the  sexes  and  among  white,  btedc,  and  Hlsparite  sttwfents. 

By  age  1 5, 25  percent  of  an  students  have  been  held  back  once  or  more.  By  age  1 1 , 44  percent  of 

males.  26  percent  of  black  females,  38  percent  of  Utino  males,  and  32  penjent  of  Utino  females 
have  repeated  one  gr«ie.  >  


«f ulf  dtation*  aw  Itetsd  at  th^  ©nd  of  thte  chapl©r. 
SOURCE:  Ottic*  of  Technology  Assessment,  1991 
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that  the  dropout  rate  among  students  from  the  lowest 
socioeconmnic  quartUe  was  atxnit  22  peax^CTt .  ^%4iexeas 
the  dropout  me  axmn$  students  from  the  highest 
socioeconomic  quartile  was  about  7  percent  (10a). 

Blacks  and  especially  Hisj^cs  have  consider- 
ably higher  rates  of  intention  in  grade  and  sdiool 
dropout  rates  than  white  non-Hisfmnic  adolescents, 
eq>ecially  in  urban  areas  (7475  J98^03).  As  shown 
in  table  4-2,  Beria  and  colleagues  report  that  by  age 
11,  44  percent  of  black  males,  26  percait  of  blw;k 
females,  38  percent  of  Lmino  males,  and  32  percent 
of  Latino  females  have  repeats  at  least  one  grade 
(12).  As  noted  above,  13.8  percent  of  black  16-  to 
24-year-olds,  33  percent  of  Hispanic  16-  to  24-year- 
olds  on  average,  and  15.4  percent  of  16-  to  24-year- 
olds  living  in  central  cities  report  not  having  a  high 
school  education  (the  so-called  status  dropout  rate) 
(figure  4-2).  It  is  notable  that  droix)ut  rates  in  central 
cities  are  higher  than  in  the  United  States  as  a  whole, 
and  dropout  rates  in  cities  with  a  high  proportion  of 
minorities  are  about  one  and  a  half  times  greater  than 
the  overall  dropout  rates  (148). 

Overview  of  the  Effects  of  Specific  Factors  on 
Sctiooi  Environments  and  onAriolesceotHeaitti 

The  next  several  sections  of  this  ch^ter  examine 
evidence  regarding  the  effects  of  the  following 
factors  on  adolescent  health: 

•  specific  academic  policies  (e.g.,  use  of  mini- 
mum competency  tests,  use  of  other  standard- 
ized tests*  tracking  of  students  by  achievement 
levels), 

•  school  size, 

•  school  decisionmaking  policies  and  orientation 
to  punishment, 

•  arrangements  for  school  transitions, 

•  class  size, 

•  teacher  behaviors, 

•  school  policies  regarding  cultural  diversity,  and 

•  parental  involvement  in  schools. 

As  discussed  below,  school  academic  policies 
that  emphasize  raising  achievement  levels  through 
means  such  as  standardized  testing  and  school 
policies  that  implicitly  or  explicitly  track  students  by 
achievement  level  may  have  some  positive  effects 
on  high-achieving  students  but  generally  have  been 
found  to  have  detrimental  effects  on  academically 
marginal,  low-income  or  nunority  adolescents.  Es- 
pecially for  low-income  or  minority  students^  school 
environments  that  emphasize  these  practices  are 

ERIC  7.; 


likely  to  affect  adolescent  health  by  diminishing 
self-esteem,  increasing  psychological  ^mptoms, 
and  segregating  adolescent  friendships  (89,188). 
These  policies  have  been  found  to  be  associated  with 
low  levels  of  academic  achievement  and  inoieased 
rates  of  retention  in  grade  and  school  dro[K>ut  amcmg 
academically  marginal  low-income  and  minority 
snidents  (84,89,110,117). 

Schcml  size  has  often  been  found  to  be  related  to 
student  attendance  levels,  levels  of  participation  in 
extracurricular  activities,  and  reported  sense  of 
responsibility  (74,168).  Large  school  size— e.g., 
more  than  1 ,000  students — has  been  associated  with 
adverse  adolescent  health  outcomes,  even  when 
location  (e.g.t  urban,  rural)  and  social  class  or 
minority  composition  of  the  school  is  controlled  for 
These  include  increased  rates  of  a  range  of  behaviors 
including  vandalism,  drug  selling,  theft,  and  vio- 
lence (74,137,203)  and  elevated  rates  of  school 
expulsions,  disciplinary  transfers,  and  school  sus- 
pensions, whidiareindicatorsof  delinquency  (127,133). 
Some  studies  have  foimd  larger  schools  to  have 
higher  rates  of  retention  in  grade  and  dropout 
(127,168).  In  contrast,  some  studies  have  found  that 
school  size  has  no  effect  on  academic  achievement 
( 1 78)^  a  measure  of  school  adajHation  that  is  related 
to  health  outcomes  (table  4-2). 

Some  school  decisionmaking  and  of  her  processes 
have  been  associated  with  high  dropout  rates  and 
delinquent  behaviors  (84,137,158,178).  Adolescents 
in  schools  where  students,  teachers,  and  parents 
collaborate  in  school  decisionmaking  and  other 
processes  tend  to  have  higher  rates  of  attendance, 
fewer  behavioral  problems,  and  higher  levels  of 
academic  achievement  (84,137,178).  Some  studies 
have  found  that  students  in  schools  with  a  punitive 
orientation  are  more  likely  to  be  violent  and  express 
feelings  of  alienation  (178). 

The  timing  and  nature  of  transitions  to  d^erent 
levels  of  schooling  also  have  been  found  to  influence 
adolescent  health.  In  general,  school  transitions  that 
occur  in  the  7th  and  10th  grades  seem  to  cause  the 
most  difficulties  (18,22,1^).  Such  transitions  seem 
to  have  the  most  detrimental  effects  on  females  and 
may  also  negatively  affect  low-income  students 
(11,18).  During  school  transitions,  some  adolescents 
show  diminish«i  levels  of  self-esteem,  school  par- 
ticipation, and  academic  achievement  (18,22,169). 
These  effects  are  influenced  by  the  number  of 
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teachers  adolescents  are  exposed  to  and  the  size  of 
their  classes  (22,15 1). 

As  disciiss^  further  belowt  the  evidence  on  the 
effect  of  clciss  size  on  student  achievement  is 
son^what  ambiguous.  It  does  appear,  however,  that 
small  classes  are  beneficial  to  acad^cally  mar* 
ginal  students. 

Ibadbers  are  likely  to  be  influential  in  mediating 
the  effects  of  school  environm^ts  on  adolescent 
health  and  well<*being*  Of  coutk,  school  environ- 
ments are  likely  to  have  a  large  influence  on 
teachers'  attitudes  and  Iwhaviors.  For  exanq)le,  a 
school's  orientation  towards  punishment,  its  deci- 
sionmaking strategies,  the  schoors  physical  condi- 
tions, and  woric  demands  have  been  found  to  affect 
teachers  (9,40,144),  When  teacher  practices  are 
substantially  controlled  by  administrative  d^isions, 
teachers  are  more  likely  to  have  low  levels  of  morale 
and  job  satisfaction,  and  high  rates  of  absenteeism 
(9,40).  In  schools  that  e^^>hasize  shared  decision- 
making, teachers  have  better  attimdes  about  their 
studeius,  higho*  levels  of  morale  and  satisfaction, 
and  are  more  likely  to  successfully  implement  and 
maintain  new  practices  (24,40,45,72,122,194).  l^h- 
ers  that  use  coopmtive  teaching  strategies  (e.g., 
team  teaching)  foster  adolescent  health  through  their 
effects  on  achievement,  cross-racial  friendships,  and 
lower  levels  of  delinquency  (75,141,178).  Working 
conditions  and  administrative  policies  that  affect 
teachers*  behaviors  (e.g.,  absenteeism)  and  teachers' 
attitudes  (e.g.,  morale,  attitudes  toward  students) 
and  evidence  for  the  effects  of  teacher  behaviors  on 
adolescent  health  are  discussed  below. 

School  policies  that  ignore  racial  and  ethnic 
differences  in  their  social  arrangements  and  curric- 
ulum may  have  adverse  consequences  for  students' 
social  development  and  academic  achievement  (72). 
It  could  be  argued  that  minorities  are  forced  to 
choose  between  tt^ir  own  culture  and  their  academic 
and  professional  development  when  schools  sensi- 
tivities, and  resultant  curricula  and  activities^  do  not 
reflect  the  cultural  diversity  of  their  members.  In 
schools  that  lack  a  multiculmral  perspective,  minor- 
ity students  are  likely  to  develop  negative  attitudes 
about  their  ethnicity  or  oppositional  cultural  forms 
(e.g.,  consider  **being  smart*'  to  be  ''acting  white**) 
(43, 1 02, 157a).  Schools  with  bilingual  programs 


have  b^  found  to  enhance  minority  students^ 
levels  of  acadenotic  achieven^t  (43). 

Fmally ,  it  appears  that  adolesc^t  students*  levels 
of  achievement  are  enhanced  by  parental  expecta- 
tions of  achievement  and  parental  presence  in 
schools  (25,35,70,73,195).*2 

Evitf enee  lor  the  Effects  of  Specific  Academic 
Policies  on  Adolescent  Health 

Among  the  school  reforms  of  the  1980s  were 
efforts  to  raise  ac^mic  standards  by  increasing 
course  requtren^ts  for  graduation  and  by  using 
standardized  testing  or  minimum  competency  tests 
(MCTs).  Another  i^proach  that  some  schools  have 
used  is  separating  stiulents  by  achievement  levels — 
also  known  as  ^rademic  tracking. 

Using  Standardized  Testing  and  Other  Prac* 
tices  To  Raise  Academic  Standards — Since  1980* 
45  States  and  the  District  of  Columbia  have  changed 
requirements  for  earning  hi^  school  diplomas, 
primarily  by  increasing  the  course  units  required  to 
graduate  (166).  The  length  of  the  school  day  has 
been  changed  (or  changes  have  been  recommraded) 
in  13  States  and  the  District  of  Columbia*  And  in  12 
States,  the  teaching  career  ladders  have  been 
changed.  Increases  in  r^uirements  have  been  found 
to  place  additional  responsibilities  on  teachers  and 
lengthen  the  school  day  without  additional  support. 

Available  evidence  suggests  th^  such  policies 
have  had  some  adverse  consequences,  esp^ially  for 
academically  at-risk  students.  Increased  course  re- 
quirements diminish  time  for  participation  in  extra- 
curricular activities,  participation  which  particularly 
for  marginal,  poor  and  minority  students,  enhance 
academic  progress  and  reduce  delinquency.  Pallas 
and  colleagues  found  ibBt  an  increase  in  course 
requirements  was  associated  with  increased  aliena- 
tion among  marginal  students  who  seem  to  be  most 
attached  to  courses  outside  the  core  curriculum 
(164).  Unfortunately,  Pallas  and  colleagues  noted, 
teachers  in  the  schools  where  increased  course 
requirements  were  required  were  seldom  given  the 
su{^rt  they  needed  to  reach  academically  margmal 
students.  Raising  standards  was  therefore  an  empty 
gesture,  tending  to  push  low-achieving  students  out 
of  school. 


t2{70r  fitrtber  discitssion  of  pareots'  tnOucoce  on  adotesceats'  health,  scv  ch.  3.  "Parcfits  and  Famihes'  Influcoce  on  Adolescent  Health,'*  in  this 
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Tiable  4-4  also  suggests  that  the  use  of  standard- 
ized testtng  and  MCTs  have  admse  consequraces 
for  rmrginal  stuctents.  One  ^i^y  foumi  Aat  stand- 
ardized tasting  is  practiced  in  laig^  schools  where 
ftere  are  more  marginal  students  and  tends  to  result 
in  curricula  that  ccmfoim  to  Uie  test  (138).  Several 
studies  have  found  that,  aldiough  stamianlized 
te^g  has  small  positive  ejSects  on  hij^b-achieving 
stud^nts^  students  in  schools  whm  sudi  toting  is 
used  are  more  likely  to  be  retained  in  grade 
(84438485).  Educates  generally  agree  diat  pro- 
moting adolescents  who  are  not  ready  to  be  pro- 
rooted  will  not  be  beneficial  to  their  health  unless 
r^eive  acklitional  su[^>oit  to  leam  the  skills 
they  lack  (71),  but  many  educators  have  voiced 
ccmcems  that  standardized  testing  has  the  ca{^city  to 
further  marginalize  disadvmtaged  students  (^99,2 1 3). 

Similar,  yet  more  j^nounced,  are  the  effects  of 
tl^  recent  naticmal  shift  toward  the  widespread  use 
of  MrVs.  In  1989,  24  States  used  MCTs  for 
ren^diation,  1 2  fwpromcHion,  and  24  for  graduation 
(91)«  Acceding  to  Haney  ami  Madaus,  ibt  rec^ 
imtional  shift  toward  the  use  of  MCTs  has  had 
profound  and  devasting  con^uoaces  for  students' 
acadonic  performance  (91).  The  use  of  MCTs  has 
been  linked  to  increased  rates  of  retention  in  grade 
and  school  dropout  in  school  districts  that  use  MCTs 
(91).  Some  evidence  suggests  that  dropout  rates  may 
be  disproportionately  hi^  for  at-risk  (e.g.,  black  and 
biling^)  adolescents  (91,110).  MCTs  may  also 
have  adv^^  psychological  consequences  (e.g., 
a{^nehensiont  diminished  self^steem)  for  some 
students. 

To  sum  up,  school  academic  policies  that  empha- 
size raising  achievement  ieveb  by  increasing  courses, 
using  stmdardized  testing,  or  using  MCTs  can 
adversely  <0ea  academically  marginal  students 
through  increasing  rates  of  retention  in  grade  and 
increasing  rates  of  school  dropout. 

Tracking  Students  by  Achievement  Levels — 
Policies  used  to  track  students  by  achteven^nt  level 
range  from  the  use  of  selective  critoia  for  entiy  into 
schools  which  j^mts  can  ''choose*^  for  their  child, 
district-wide  stratification  of  public  high  schools, 
h^^rogeneous  course  offerings,  school  intake  poli- 
cies, teiK:her-setected  ability  groupings,  and  diffo*- 
ential  access  to  school  guidani^  counselors.  Such 
policies  may  be  developed  and  implemented  by 
local  school  districts,  by  individual  schools,  by 
Or  chers  within  schools,  or  by  guidance  counselors. 
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Sdiool  districts  that  stratify  their  public  schools  and 
use  selective  criteria  for  entry  into '  'dboice**  iM:hools 
fos^  differratial  ability  gioiqiings  acn^  schools. 
Adnunistrators  who  build  in  ^)ecialized  courses, 
and  who  admit  a  hraiogodeous  intellectual  mix  of 
stu&nts  to  schools  are  tracking  within  a  school, 
whereas  teachos  who  create  dudrat  atnlity  groiqv 
ings  are  traddng  within  their  classes.  Finally, 
guklance  counselcHS  who  (tevote  more  of  ibdr 
resources  to  counseling  academically  tracked  stu- 
dents about  educational  md  vocatimial  ofrtions 
reinfrace  the  existing  syst^  of  traddcig. 

Schools  diat  use  studoxt  selecticm  criteria  typi- 
cally receive  a  dii^ffopc^tionate  share  of  district 
rraources  (21 1)*  Furthermore,  naticmal  data  suggest 
that  sdiools  that  have  a  higter  concoatration  of 
at-risk  poor  and  minority  studrats  receive  fewer 
resource  for  faffing  and  nuiterials,  and  such 
schools  have  bera  found  to  rely  man  heavily  on 
remedial  and  rote  memory  activities  (143). 

Tn^king  i^cti(^  that  skim  the  best  students  off 
the  top  and  place  thrai  in  selective  schools  may  not 
only  have  Averse  consequence  for  marginalized 
schools  but  may  also  minimize  overall  achievement 
reccHds  of  entire  school  districts.  In  a  longitudinal 
analysis  of  adolescrats  attmding  nonselective 
schools  in  London,  Rutter  and  colleagues  found  that 
the  intdlectual  h^erog^ieity  of  students  was  strongly 
associ^ed  with  posidve  educational  outcomes  for 
the  CTtire  school  (178).  Rutt^  and  collei^ues 
concluded  that  schools  need  a  substantial  nucleus  of 
average-  to  above-avera^intellectual-ability  stu- 
dents in  ordo"  to  achieve  schoolwide*  Odio  re- 
seardios,  examining  schools  with  good  academic 
records,  have  found  that  nK>st  such  schools  r^trict 
or  reject  traddng,  reinfOTcing  Rutter^s  conclusions 
that  heterograeous  ability  groi^in^  enhance  sdiool 
m:hievement  outcomes  (79)*  Finthermore,  schools 
where  school  conq)o$ition  is  skewed  towards  mar- 
ginal students  have  been  found  to  have  dispropor- 
tionately high  rates  of  dropout  and  low  rates  of 
achiev^t^t  (211). 

Tracking  that  occurs  when  teachers  place  students 
into  "'ability  groupings''  is  sometimes  rather  arbi- 
trary; crit^ia  unrelated  to  the  ability  of  students  have 
been  demonstrated  to  have  effects  on  the  placement 
of  students  into  ''ability  groupings/'  Acc^nxling  to 
Hallinan,  for  example,  teachm  often  oeate  a  set 
number  of  equally  sized  groups  that  assume  that 
student  ability  is  equally  distributed  in  their  class- 
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room  (89).  Students  who  are  older  when  entering  an 
elem^tary  school  are  mrae  likely  to  be  placed  in  the 
fa^est  ability  grcNips,  an  observatira  aiggesting 
diat  advantages  resulting  £tom  age  and  previous 
ejpemace  play  a  role  in  detennining  ability  group- 
ings (89).  Adolescents  who  are  pl«:ed  in  low-ability 
groups  have  been  found  to  fall  bdiind  iH»deniicaIly, 
aiKl  students  chosen  for  high-ability  groui^  have 
bera  found  to  achieve  more  dian  dieir  peers  of  equal 
ability  who  are  not  in  high-ability  groiq>s  (89). 
PlacCTient  in  ability  groq)ings  also  seems  to  ex^  an 
effect  on  adolescent  fiiendshq»:  studotts  placed  in 
ability  ffovps  are  less  likely  to  have  crossr^ial  and 
oos^Bdbtievement  firiend^ps  than  students  not 
plstixJ  in  ability  groups  (89,188).  Minority  stiKlents 
may  alto  con»  away  from  tracking  widi  more 
negative  attitudes  towuds  their  own  ethnic  group. 
Fot  example,  ladicola  examined  the  effects  of 
tracking  across  schools  and  found  that  Hispanics, 
e^xcially  females,  who  attended  schools  with 
higher  rates  of  testing  and  higbo-  numbers  of  ability 
groi^gs  were  more  Hkely  to  express  negative 
attitudes  toward  their  ethnicity  (102).  higrained 
social  iMittems  of  racial  stratificaticM)  s^m  to  be 
reinforced  institutionalized  tracking  practices 
which  only  reinforce  white  smdents*  pKfemuxs  to 
bond  with  similar  others. 

Some  studies  have  found  that  minority,  poor, 
rural,  and  vocationally  tracked  students  report  that 
counselors  do  not  play  a  significant  role  in  tfieir 
fittuie  goals,  whereas  academically  tracked  students 
report  that  they  do  (118,119).  This  situation  may 
sometimes  result  from  academically  tracked  stu- 
dents* greater  initiative  in  contacting  guidance 
counselor,  but  it  may  som^imes  result  from 
counsek)rs*  seeking  a  greater  role  in  counseling 
academically  tracked  students.  EvidoK^  suggests 
that  in  some  situations,  guidance  counseling  is  more 
directed  to  high-achieving  smdents  (1 18,1 19). 

To  sum  up,  tracking  students  by  achievement  level 
is  inequitable  because  academically  tracked  stu- 
dents receive  better  instruction,  easier  access  to 
counseling,  heightened  teacher  expectations,  better 
peer  evaluations  and  more  interesting  curricular 
content  than  students  in  lower  achievement  groups 
(155).  Since  there  is  evidence  that  ability  groups  are 
sometimes  based  on  arbitrary  criteria  (e.g.,  a  stu- 
dent's entry  into  selective  "choice**  school  may 
reflect  the  parents'  ability  to  negotiate  or  may  be 
determined  in  part  by  a  student's  age)  and  because 
Q*he  students  in  groups  receive  different  school 
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resources,  it  can  be  ai^ed  that  ability  groi^ings 
create  differences  in  students'  a(^eni«;  achieve- 
ment levels  la&CT  dian  minimize  diem.  Students 
marginalized  by  the  ttaddng  process  achieve  less 
and  drop  out  more  tiban  stud  its  in  matched  schools 
that  do  not  use  tracking  (155). 

Available  evidence  sugg^  ibat  a  heterogeneous 
mix  of  intellectual  ability  is  associated  widi  high 
rates  of  overall  sdiool  achievemmL  Thus,  it  can  be 
argued  that  minimizing  the  intellectual  mix  of 
schools  (i.e.,  tracking  across  ^ools)  or  ofifoing 
q^ecialized  »nirses  to  high  achieving  students  and 
remedial  courses  for  low-achieving  students  (ie., 
tr»::king  widiin  schools)  may  not  r^ponsibly  serve 
the  majority  of  adolescents.  Policies  that  place 
student  into  honK>gaieous  groupings  may  have 
detrimental  effects  on  the  majority  of  adolescents* 
academic  adiievemait  levels.  Ncmetheless,  some 
observers  have  concluded  that  tracking  persists 
because  of  fears  about  the  effects  of  "untracked" 
schools  on  the  best  students  (37). 

Ewfilsnce  for  tha  Effects  of  School  Size 
on  Adolescent  Health 

In  considering  the  differences  between  the  effects 
of  large  and  small  schools  on  adolescent  healdi,  it  is 
important  to  realize  that  size  of  school  is  confounded 
with  variables  th^  include  location  (i.e.,  rural  v. 
urban),  financing,  and  school-related  proc^ses. 
Large  schools  are  typically  in  urban,  often  more 
socially  disd^anized,  settiiigs  than  small  sdbools 
with  a  higb  density  of  low^income  stodsits*  These 
schools  often  receive  less  nK>ney  or  xeceive  money 
with  restrictions  on  how  it  can  be  utilized  (25).  Large 
schools  are  also  often  associated  with  more  adminis- 
trative staff,  more  coitralized  decisionmaking  proc- 
es^s,  and  fewer  oppoitonities  for  teachos  and 
stuitents  to  paitic^pate  in  school  policymaking  (40,168). 
Furthermore,  large  sdiools  have  been  found  to  have 
more  rigid  and  con^)artn^ntalized  roles,  more 
v'x»mple;uty  in  their  communication  patterns,  larger 
class  sizes,  more  instituticmalized  tracking,  and 
punitive  and  controlling  disciplinary  orientations 
(25,27,75,85,163,203).  Rnally,  the  students  attend^ 
ing  large  schools  may  be  diffoent  from  students 
attending  snuiU  schools.  For  example,  more  studrats 
attending  large  ^hools  (i.e.,  minority,  lower  in- 
come, and  poorer  studrats)  may  ccmfiront  problems 
with  health,  housing,  language,  welfare,  and  aca- 
demic difficulties  (24). 
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Many  large  urban  schools  serving  sock>eoorK>micany 
disaclvantaged  students  tack  the  combinatton  of 
features  that  promotes  adolescents*  health 
and  wsn-t>e{ng. 

A  longitudinal  study  in  England  by  Rutter  and 
coUef^ues  found  no  relationship  between  school 
size  and  students'  academic  achievement  (178),  but 
nun^ous  other  investigators  have  found  correla- 
tions between  large  school  and  adverse  academic 
and  health  outcomes,  especially  for  marginal,  poor, 
and  minority  students  (27.74,75,118,130,162). 

Large  school  size  has  b^n  correlated  with  high 
levels  of  alienation  among  students  and  teachers 
(24,25),  with  high  delinquency  rates,  high  suspen- 
sion rates,  low  attendance  rates,  and  high  dropout 
(27,133,137,168).  Small  schools  have  been  found  to 
have  lower  levels  of  vandalism,  less  anomie,  and 
lower  levels  of  victimization  (74). 

Although  small  schools  seem  to  be  beneficial  for 
all  students,  they  ^pear  to  be  most  beneficial  for 
^academically  marginal  low-income  and  minority 


students  (27,75,130,162).  School  size  se«ns  to 
affect  social  coli^on,  jwticipation  in  sdiool  «:tivi- 
ties,  soise  of  le^^nsibility,  and  intaacti«is  with 
faculty  (168).  Small  schools  offer  greater  social 
cohesion  and  intimacy  and  Gartrarino  found  mar- 
^al  student  to  be  four  times  more  active  in  small 
schools  than  in  large  ones  (74).  Large  schools  tmd 
to  have  mm  diverse  cimicula  and  moft  tracidng, 
and  mch  schools  may  timd  to  marginalize  adoles- 
WDts  vnA  relatively  poor  academic  achievement 
records  (see  di^:ussion  ^ve). 

To  sum  up,  small  schoob  seem  to  be  associated 
with  better  academic  and  health  outcomes  for 
adolescents  than  large  schools.  Furthermore, 
school  size  appears  to  (Hfferentially  matter  most  to 
academically  marginal  low-income  and  minority 
students.  Larger  schools  are  associated  with  nega- 
tive academic  out(x>mes  (Le.t  increased  rates  of 
retention  in  gr^e  and  school  dropout),  as  weU  as 
delinquency  (i.e.,  tugber  rates  of  drag  selling,  theft, 
vandalism),  behavioral  problems  (ie.,  higher  rates 
of  expulsions,  suspensions,  and  disciplinary  trans- 
fers), and  lower  rates  of  {^trticipation  in  extracurricu- 
lar activities  and  fewer  interactions  with  faculty. 

It  may  be  that  the  health  outcome  of  adolescents 
attending  schools  of  different  sizes  are  particularly 
influenced  by  the  impBct  that  size  of  school  has  on 
shaping  school-related  processes.  Possibly  school 
size  is  only  important  because  it  shvipes  a  wide  airay 
of  school  processes.  If  that  is  the  case,  simply 
changing  tiie  size  of  the  school  without  attending  to 
all  of  the  associated  factors  (e.g.,  less  funding, 
increased  bureaucracy)  would,  in  all  likelihood,  be 
futile.  In  the  next  section,  the  effects  of  school- 
related  processes  that  have  sometimes  been  associ- 
ated with  school  size  are  examined  for  &eir  impact 
on  adolescent  health. 

Evidence  for  the  Effects  of  School  DecisionmaidRg 
and  Other  Processes  on  Adolescent  Health 

There  is  limited  evidence  regarding  the  relation- 
^ip  between  school  {nocesses  and  adolescent  health 
outcomes.  Rutter  and  his  colleagues  were  among  the 
first  investigatoi^  to  systematically  examine  the 
relationship  between  processes  that  occiff  within 
schools  and  studtent  outcome  variables  (178).  They 
devised  a  con^site  school  process  measure  which 
reflected  the  degree  of  en^hasis  on  academic 
achievement,  the  extent  to  which  courses  were 
planned  and  taught  by  teams  of  teachers,  the 
availability  of  incentives  and  rewards  for  studrat 
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performance,  and  the  degree  of  encouragement  that 
adolescents  were  given  to  participate  and  take 
responsibility  for  themselves  and  for  others.  In  a 
longitudinal  study  in  England,  Ruttcr  and  colleagues 
found  that  such  processes  improved  adolescents* 
academic  achievement  and  school  attendance  rates 
and  minimized  behavioral  problems  and  delin- 
quency. 

Some  investigators  have  examined  the  relation- 
ship between  the  decisionmaking  process  used  by 
school  administrators  and  school  staff  and  adoles- 
cent health.'^  McPaitland  and  coUeagi^s  found  that 
sch(X>ls  where  shidents  participate  in  decisionmak- 
ing have  lower  rates  of  vandalism,  and  students 
report  enhanced  communication  (137).  Gottfiedson 
and  colleagues  found  that  the  schools  where  stu- 
dents, teachers,  administrators,  and  parents  have 
access  to  the  decisionmaking  process  tend  to  have 
reduced  rates  of  delinquency  (84).  Furthermore, 
schools  that  have  poor  teacher-administration  coop- 
eration and  where  teachers  rqx)rt  lack  of  administra- 
tive soundness  tend  to  have  higher  dropout  and 
delinquency  rates  and  more  discipline  problems 
(S4). 

Some  investigators  have  found  a  relationship 
between  a  school's  orientation  towards  punishment 
and  adolescent  health.  They  have  found  that  schools 
that  frequently  use  punishment  and  that  focus  on 
control  tend  to  have  high  rates  of  school  victimiza- 
tion and  increased  rates  of  disciplinary  problems  and 
that  students  who  tutend  those  schools  often  report 
feeling  alienated  (84,178).  Optow  has  argued  on 
theoretical  grounds  that  schools  that  underreact  to 
school-based  violence  (e.g..  ignore)  or  overreact  to 
school-based  violence  (e.g.,  inflict  excessive  pun- 
ishment) make  it  difficult  for  adolescents  to  develop 
trusting  relationships  with  adults  from  whom  they 
can  learn  to  control  their  aggressive  impulses  (158). 

To  sum  up,  available  evidence  suggests  that  some 
school  processes~€.g.,  relying  on  team  teaching 
efforts,  encouraging  students  to  participate  in  deci- 
sionmaking and  relying  more  on  rewards  and 
positive  incentives  for  student  performance  than  on 
punishment— improve  students'  academic  achieve- 
ment, school  attendance  rates,  and  are  associated 
with  reduced  rates  of  delinquency,  dropout,  school 
victimization,  and  reported  alienation  among  stu- 
dents. 
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Evidence  for  the  Effects  of  School  Transitions 
on  Adolescent  Health 

School  transitions  are  changes  from  an  ele- 
mentary school  to  either  junior  high  or  middle 
school  and  changes  from  junior  or  middle  school  to 
high  school.  Figure  4- 1  illustrates  the  common  ways 
that  school  transitions  have  been  organized  in  the 
United  States.  The  most  common  school  ctrnflgura- 
tion  is  kindergarten  dirough  6th  grade  (^^nentaiy 
school),  7th  through  9th  grade  (junior  high  school), 
and  10th  through  12th  grade  (high  school)  (204). 
Another  common  configuration  is  kindergarten 
through  8th  grade,  followed  by  9th  through  12th 
grade.  Yet  another  common  ccmfiguration  is  kinder- 
garten through  4th  grade,  5th  through  8th  grade 
(middle  school),  and  9th  through  12th  gtaiite. 

Whether  looking  at  evidence  of  retention  in  grade, 
suspensions,  schoolwide  victimizations,  or  aca- 
demic achievement,  sevo-al  studies  suggest  that 
seventh  gr^  is  often  a  difficult  year,  especially 
when  it  conre^nds  to  the  first  year  out  of  ele- 
mentary school.  In  a  1988  analysis  of  Philadelphia's 
grade  reorganization,  Pugh  conq>ared  sevmith  and 
eighth  graders  in  junior  high  schools  (schools 
configured  grat^  7  through  9)  with  seventh  and 
eighth  graders  in  middle  schools  (schools  config- 
ured grades  5  through  8  or  grades  6  through  8)  ( 1 69). 
The  seventh  and  eighth  graders  in  junior  high 
schools — i.e.,  students  who  tmderwent  school  tran- 
sitions in  the  seventh  grade— had  substantially  more 
suspensions  (35  v.  23  percent)  and  retentions  in 
grade  (15  v.  8  percent),  had  lower  rates  of  atten- 
dance, and  on  achieven^t  tests  adjusted  for  socio- 
economic status  scor^  12.9  points  lower  than  the 
seventh  and  eighth  graders  in  middle  schools  did. 
The  Pugh  analysis  is  consistent  with  ether  analyses 
(72a). 

Blyth  and  colleagues  conducted  a  5-year  longitu- 
dinal study  of  594  white  adolescents  from  the  6th 
through  10th  grades  (1974-79)  in  18  schools  in 
Milwaukee  (18).  Some  of  the  students  attended 
schools  configured  kindergarten  through  grade  6, 
grades  7  through  9,  and  grades  10  through  12  and 
others  attended  schools  configured  kindergarten 
through  grade  8  and  grades  9  through  12  (18).  Blyth 
and  colleagues  interviewed  the  students  in  grades  6, 
7,  9,  and  10.  They  looked  at  the  students*  global 
self-esteem,  grades,  achievement  tests,  and  psotici- 
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pation  in  extracurricular  activities.  Blyth  and  col- 
leagues found  that  sevoith  grade  female  students  in 
schools  wh^  transitions  occurred  in  the  seventh 
grade  were  more  likely  than  female  students  in 
schools  configured  Idnderg^n  tfarou^  grade  8  to 
have  dxops  in  grade  point  average,  self-e^eem,  and 
rates  of  participation  in  extracurricular  activities. 
Sevendi  grade  male  students  in  schools  where 
transitions  occurred  in  the  seventh  grade  similarly 
had  lower  grade  averages  than  seventh  grade  n^e 
students  in  schools  configured  kinde^aiten  through 
grade  8.  Male  self-esteem  was  not  affected  by  school 
transitions.  Adolescent  males'  rates  of  participation 
in  extracurricular  activity  decreased  in  the  seventh 
grade  when  they  changed  schools,  but  their  rates  of 
Iwticq>ation  ultimately  returned  to  the  base  level; 
the  rates  for  females  never  returned  to  their  base 
level. 

Becker  found  that  snidents  from  the  lowest 
incon^  groups  scored  higher  on  achievement  tests  in 
elementary  schools  than  adolescents  from  the  same 
background  in  middle  schools,  suggesting  that 
low-incoimj  groups  fare  better  with  elanentary 
school  stractures  than  with  middle  school  structures 
(II). 

In  an  attempt  to  understand  why  school  transitions 
cause  difficulties  for  adolescents,  some  investigators 
huve  examined  how  different  school  arrangements 
mediate  the  effects  of  school  transitions  on  s^loles- 
cent  health.  Braddock  and  other  investigators  have 
found  that  schools  where  adolescents  change  class- 
rooms for  different  content  areas  arc  associat«i  with 
the  majority  of  problems  at  transition  (11,18,22). 
Braddock  and  colleagues  found  that  seventh  grade 
students  appear  to  be  most  academically  productive 
in  schoob  where  they  interact  with  two  or  three 
different  teachers  rather  than  with  six  or  seven  (22). 

Reviewing  the  evidence  and  building  on  develop- 
mental theories  of  adolescents,  Eccles  and  Midgley 
found  that  structures  and  practices  in  middle  or 
juniOT  hi^  schools  are  not  suited  to  the  develqjmen- 
tal  needs  of  early  adolescents  (57a).  They  argue  that 
size  differences,  tracking  practices,  competitive 
motivational  strategies,  controlling  teacher  behav- 
iors, using  a  lecture  format  and  the  absence  of 
q^rtunities  for  students  to  practice  autonomous 
behaviors  all  conflict  with  adolescent  devek^mwit- 
These  investigators  also  found  that  transition  effects 
(e.g.,  student  attitudes  about  school)  are  ntediaied  by 
changes  in  the  school  and  classroom  envircmment 


such  that  negative  attitudes  were  associated  with 
schools  that  were  not  developmentally  appropriate. 

To  sum  up,  available  research  on  school  transi- 
tions is  limited,  but  some  evidence  suggests  that 
school  transitions  are  associated  with  increased 
rates  of  suspension,  retention  in  grade,  and  de- 
creased levels  cf  Mhievement,  attendance,  self- 
esteem,  and  participation  in  extracurricular  activi- 
ties. Female  students  seon  to  be  particularly  ad- 
versely affected  by  transitions  that  occur  in  flie 
seventh  gn^le.  The  research  that  has  be^  conducted 
to  date  suggests  that  there  may  be  better  and  worse 
developmental  moments  for  diifiing  from  one 
school  to  another;  the  e7q)«icn<»  of  transition  may 
in  and  of  itself  be  traumatizing;  and  some  school 
transitions  may  wnflict  wiUi  adolescents'  develop- 
mental nreds  (72a).  In  addition,  some  research  has 
shown  that  adverse  effwts  can  be  ameliorated  by 
specific  changes  in  schcK>l  eavironmente  such  as 
prolonged  contact  with  a  single  teacher  rather  than 
multiple  classes  and  teachors  (27). 

Evidence  for  the  Effects  of  Class  Size  on 
Adolescent  Health 

The  evidaice  on  the  relationrfiip  between  class 
size  and  adole^nt  health  is  somewhat  difficult  to 
interpret.  In  1986,  Robinson  and  Wittebols  compiled 
a  comprehensive  review  of  the  literature  on  class 
size  and  achievement  for  the  Educational  Research 
Service  (174).  Their  review  of  22  studies  published 
from  1950  to  1985  found  that  50  percent  of 
kindergarten  through  grade  3  studies,  38  percent  of 
the  gr»ie  4  through  grade  8  studies,  and  18  percent 
of  the  grade  9  through  12  studies  indicate  that  small 
classes  have  a  positive  effect  on  student  achieve- 
ment, Robinson  and  Wittebols  concluded  that  avail- 
able research  fails  to  show  that  small  classes  have  a 
positive  effect  on  high  school  students'  achievement 
levels  generally. 

According  to  Fine,  a  class  size  of  15  to  20  seems 
to  be  substantially  more  productive  wiien  dealing 
with  low-achieving  students  than  a  class  size  of  35 
(72a).  In  high  schools  in  which  students  are  educa- 
tionally disadvantaged,  classes  of  35  reinforce  what 
Goodlad  and  others  have  written  about— passive 
downtime  will  constitute  upwards  of  85  percent  of 
most  secondary  classroom  instructional  practices 
(83).  McNeil  argues  that  such  teaching  is  a  structur- 
ally created  characteristic  of  large  schools  and 
oversized  classes  (82). 
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To  sum  up,  it  appears  that  class  size  may  have 
differential  in^mcts  on  students  in  different  grade 
levels.  At  the  high  school  levei  class  size  may  have 
more  impact  on  academically  rnarginal  students 
than  on  average  students.  Improved  classroom  size 
may  be  a  necessary  but  not  sufficient  condition  for 
iin^ved  acadonic  achieven^t  of  academically 
marginal  students  (72a). 

Evident  for  the  Effects  of  School  Environments  on 
Teacheis'  Attitudes  and  Behaviors 

Studies  examining  the  relationship  between 
school  environm^its  and  teachers^  atttodes  and 
behaviors  are  stunmarized  in  table  4-3.  These  studies 
relate  contextual  factors  (e^g.,  working  ccmditions, 
location^  size)  and  teacher  involvement  in  decision- 
making practices  with  teachers'  attitudes  and  behav- 
iors. 

Corcoran  and  colleagues,  analyzing  national 
school  and  teacher  survey  data^  report  that  many 
U.S.  educators— especially  urban  secondary  school 
teachers— experience  poor  woiiung  conditions  (40). 
According  to  Corcoran  and  colleagues,  poor  work* 
ing  omditions  reported  by  i»iucatoi^  include  sub- 
standard facilities,  a  lade  of  sjku^,  inadequate 
classroom  materials,  large  classes,  a  lade  of  influ- 
ence in  decisions,  and  concerns  about  safety.  These 
ccmditions  are  associated  with  high  absenteeism, 
low  effi^veness,  low  morale,  and  low  job  satisfac- 
tion. Moos  found  that  teachers  on  whom  woric 
demands  are  high  tend  to  rely  mwe  on  rote  teaching 
methods  (143). 

\fariou5  school  reforms  have  been  investigated  by 
researchers  as  sources  of  influence  on  teacher 
behaviors  (see  table  4-3).  One  wave  of  reforms  has 
emphasized  ''standards**  and  monitoring  teacher 
behaviors  in  public  schools.  Bachrach  and  col- 
leagues have  characterized  schools  that  operate 
under  Uiese  refomis  as  schools  organized  around 
controlling  teacho's*  activities,  centralized  decision- 
making, and  rendering  the  curriculum  "'teacher- 
proof*  (9).  A  more  recent  series  of  reforms,  often 
called  ''restructuring/'  has  en^hasiz^  bringing 
teachers  into  policy  and  decisionmaking  process^. 

National  survey  data  indicate  that  teachers  in 
urban  and  other  schools  where  incentives  and  school 
policies  are  deteimined  largely  by  school  adminis- 
tratcMTS  report  being  more  suspicious,  feeling  more 
contempt,  having  higher  rates  of  absenteeism,  e^- 
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l&adiers'  mornte,  smse  erf  oorrmitment  and  other 
attlttMtosarKf  t)tf»vk>r8  that  can  t)e  axpectadto  Inr^vove 
the  school  enWrmmont  for  ffiMMoems  are  eftf^ancod 
by  ^hoot  r^orms  emptasUng  ocritaborative  and 
oooparatfve  reiatfons  wf  tNn  eohoc^ 

riencing  lowered  mcatde  and  feelings  of  powerless- 
ness,  and  being  distrustful  of  iKiministratOTS  (9).  The 
majority  of  these  teachers  also  eiq>ai^iced  prob- 
lems with  inadequate  in^mctional  tin»,  receiving 
minimal  fisedback  from  administratcn^,  and  the 
extensive  use  of  standardized  tests  (9,40).  Fiulher- 
iiK>re,  teach^  in  schools  where  decisionmaking  is 
centralized  exfness  a  desire  to  be  given  a  greater 
voice  in  decisi<nmiaking  and  to  have  more  commu- 
nication with  administrators  (9). 

School  reforms  emphasizing  collaborative  and 
cooperative  relations  within  schools  have  been 
found  to  increase  teacho*  satisfaction,  successful 
implementation  and  maintenance  of  new  {notices, 
morale,  sense  of  ownership  and  commitment,  while 
they  tended  to  decrease  rates  of  absenteeism  (9^, 
40,1^).  Furthermore,  educatOTS  who  :^^)orted  hav- 
ing a  substantial  say  in  slK^nng  policy  also  report 
more  positive  views  of  adolescents  and  more  opti- 
mism that  they  can  make  a  diff^rarence  in  the 
adolescent's  academic  acccmiplishments  (72a). 

To  sum  up,  there  is  clear  evidence  that  teachers 
are  negatively  affected  by  poor  working  conditions 
and  administrative  policies  that  centralize  decision^ 
making  and  use  narrow  authority  structures.  Teach- 
ers* attitudes  and  behaviors  that  can  be  expected  to 
bnprove  the  school  environment  for  adolescents  are 
enhanced  by  a  collective  and  cooperative  school 
environment. 


Ibble  «— Evidence  tor  tto  Relettpnship  of  Verfous  School  Environments  to  Itechers'  Attttuctos  and  Behaviors 


School  anv^moni 


Adoi&soent  health 


Corooran.  WYtite,  and  Walter,  1988 
(natksnal  school  and  fe^tter  survey 
data) 


Moos,  1985 


Bachrach.  Bauer,  and  Shedd,  19SS 
{national  survey  of  teachers) 


P^Has,  Natriefto,  and  McDm.  1989 


BfyK.  im.  and  Smith.  1990 
Bachrach,  Bauer,  and  ShoM,  1985 


Ttne.  1984 


OryKand  Oriscoll.  1908 


PoorwortOimBm^wnmnt 

Urban  schools  teachers  e)9>res$ed  oonoerns 
BtooiA  eiMandaid  physic^  conditions,  lack  of 
8|>^.  resMToes,  safety,  and  dassrocNn  size. 

S(tfK>ols  In  which  teac^s  are  r^^uiFed  to  use 
standardized  tei^g. 

Schools  M^tiere  very  high  woit(  demands  are  placed 
on  teachers. 

Schools  In  which  polices  and  Inoentives  are  made 
wy  ^imfnlstrators. 

Schools  are  currently  a^ntod  aroumJ  controlling 
te^:hers'  activities,  centralized  decisionmaking 
and  renctering  orriculum  'leacher-proof.*' 
Majority  of  toachers  experlcMW  piobfents  with 
Instojctiontf  time.  pr<*tem8  receiving  f6edb»:k 
from  ^mlnlstrators. 

School  sodaf  dimate  perceived  as  positive. 


Positive  school  dJmate. 


Increased  administrative  control  and  narro^ng  of 
authority  of  teachers. 

Centralized  decisionmaking  In  schools. 


Schools  in  which  teachers'  dasSfoom  policies  are 
controffed 

Teachers'  perception  of  influence  In  shaping  ^licy. 


CoifBlwrati^  environmnt  with  teachers 

Schools  that  have  collaborative  relatk>nshlps 
t)etween  teachers  and  administrators  and 
schools  that  focus  on  cooperathre  processes. 


Poor  wofWng  conditions  rdated  to  at)senteelsm,  knv  effectlver^es.  low 

morale,  and  tow  job  satlsfactten  for  teMhers^-espedaBy  for  urban 
secondary  school  teac^rs. 

Teachers  r^jort  that  standardized  tests  are  a  threat  to  their 
prDfeestonaltsnt 

Tead>ers  In  suc^  spools  tend  to  rety  more  on  rote  tearnlr^  teaching 
methods. 


T^adiers  who  report  having  minimal  Input  to  decisfms  ooncem^g  their 
working  oondltlwis  and  Incentives  had  Ngher  rates  of  absenteeism 
and  tower  morale. 

Teachers  are  alienated,  tired*  and  feel  powerless. 


Teachers*  perceptions  of  mean  ability  of  students  In  their  dassroom  were 
positively  related  to  perceived  school  sodafdlmate  {regardtessofthe 
actual  al^llty  levels  of  their  studente). 

Positive  school  dimate  Is  positively  related  to  the  extent  to  which  there 
seenr^  to  be  a  shared  sense  of  purpose  among  teachers--goal 
consensus. 

Teachers  expressed  that  they  dW  not  feel  a  part  of  the  school  community 
and  that  people  did  not  listen  to  their  Ideas  (alienation). 

Teachers  repori  t)e*ng  nwe  suspWous,  feeling  more  contempt,  having 
deteriorated  morale,  and  being  distrustful  of  adnlnlstrators;  teachers 
indicate  thatthey  shouW  be  given  a  greater  votae  In  dedsfonmaking; 
teachers  reported  dlssatlsfactlc»i  with  oomnwnlcatlons  with 
administrators. 

Teachers  have  higher  rates  of  absenteeism  and  lower  reported  morale. 

Educators  who  saw  themselves  as  pow^ess  tend  to  view  adolescents 
they  work  with  as  beyond  help;  educators  %vho  report  having 
substantial  say  In  i^aplng  policy  also  report  more  positive  views  of 
adolescence  and  more  optimism  alx»it  making  a  difference. 


Teachers  report  increased  satisfaction:  deer  eased  rates  of  absenteeism. 


TaW©  4-3— Evidence  for  the  Relationship  of  Various  School  Environments  to  'teachers'  Attltiides  and  Behavlore— Ck)rtlnued 


study* 


School  environment 


Adolesoerrt  health 


Stevenson,  1087 


Ufton,  1988;  Dade  County  Public  School, 
1988  (prelfmfnaryevldefYOB  from 
teacher  surveys  tn  r estnictured 
sc^Kxri  dfstilct) 

Corcoran,  White,  and  Vtefker.  1988 
(natfona)  school  and  teacher  survey 
data) 


Collective  and  cooperative  school  dlmate. 

Schools  restructured  to  give  te»:hBrs  more  Input 
into  decisionmaking. 


Small  schools,  with  high  levels  of  teacher  Influence 
and  with  staff  cohesion. 


^Full  dlatbr^  arft  listod  at  tho  ond  of  this  chapter. 
SOURCE:  Office  of  Techrrology  Ass«s$mgMit.  1991 . 


Teachers  report  enhanced  sense  of  own^ship.  more  successful 
Implementation  of  new  practloes. 

Preliminary  evld^tce  that  tes^her  morale,  oommltment  wllUngrwss  to 
continue  teaching  are  enhanced. 


Teacfters  In  suc^  schools  expressed  more  positive  attltuctos  towards 
students. 
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Evidsncs  for  the  Effects  of  Teacher  Behaviors  on 
Adolenent  Health 

Umited  evidence  »iggests  that  die  behaviors  of 
teachers  and  students  are  interconnected.  Educators 
using  team  teaching  (where  teachers  share  reqx>nsi- 
bility  for  a  grmip  of  students  eidxer  within  or  across 
sdiools)  affect  adolescent  health  in  a  positive  way. 
Furtheimore,  teadiers  in  schcwls  with  centraliznl 
decisionmaldng,  where  diere  is  little  cocndination 
between  die  efforts  of  t^u:hers  and  school  adminis- 
trati(ms,  are  more  hkely  to  use  authority  and 
coercion  as  part  of  their  instructional  style,  which 
also  affects  adolescent  health. 

Studies  have  found  that  adolescents  who  have 
teachers  that  use  team  teaching  have  inoeased  levels 
of  academic  achievement  and  are  more  likely  to 
develop  interracial  friendships  (24,124,141).  Ikam 
teaching  fqiproaches  also  have  been  associated  with 
decreases  in  student  drt^ut,  delinquency,  and 
suspension  (75,178).  Fiirther,  the  use  of  coercive 
techniques  by  teachers  has  been  associated  w^ 
lowered  self-estem  among  students  and  increased 
frequency  of  classroom  disruption  (137).  Students 
who  report  that  they  are  treated  disrespectfiilly  by 
dieir  teachers  report  higher  rates  of  feelings  of 
alienation  and  school  victimization  (85).  Further- 
more, in  schools  where  coordination  between  teach- 
ers and  principals  is  poor,  adolescents  are  more 
likely  to  have  high  discipline  and  criminal  problems 
(133). 

Evidence  for  the  Effects  of  School  Policies 
Regarding  Cultural  Diversity  on  Adolescent  Health 

It  has  been  argu^  that  "social  education"  in 
which  students  come  to  leam  about  and  respect 
critically  and  creatively  their  own  ethnic  and  racial 
heritage  is  important  so  that  adolescents  can  gener- 
ate strategies  for  managing  difference  as  difference, 
not  as  deficits  (73).  It  also  has  been  argued  tfiat 
schools  as  they  are  currently  organized  do  not 
educate  students  about  ethnic  diversity  and  students 
are,  therefore,  more  likely  to  form  stereotypes  and 
have  their  racial  and  other  biases  reinforced  (69,73). 
There  is  currently  considerable  debate — and  limited 
evidence — about  how  to  celebrate,  rather  than  dis- 
parage, culniral  diversity  (58a). 


Research  that  has  examined  the  effiects  of  sdbools 
on  racial  and  ethnic  miiumty  adolesf^its'  heaUh 
outciMnes^^  suggests  that  thoe  are  insidious  school 
processes  that  differentially  afiiect  minoiities.  For 
example,  whra  Khools  ignore  edmic  differences  in 
their  ^ial  anangonents  and  in  their  cuniculum, 
there  are  crawquences  fOT  minority  adolescent 
related  to  academic  achievement  and  the  degree  of 
attachment  to  their  own  edmic  group.  ladicola 
compared  sdiools  that  diffiered  w^  respect  to  die 
degree  of  Hi^>anic  cultural  influence  on  tb»  curric- 
ula and  the  percentages  of  non-Hisi»nic  white  and 
Hispanic  students.  ladicola  found  that  Hispanic 
smdents  in  schools  widi  a  high  degree  of  ncm- 
Hispanic  white  cultural  influence  vmt  more  likely 
to  express  lovna:  levels  of  attachment  to  their  own 
group  (102).  It  could  be  argued  diat  schools  in 
low-income  comnuinities  that  do  not  mtnace  cul- 
tural differences  are  strucmied  so  that  Hispanic 
indents  are  forced  to  "make  a  choice'' — between 
self  and  family  and  between  personal  devetopment 
and  community  involvemmt  (102).  Obgu  has  ar- 
gued that  racial  stratification  and  clasmx)m  materi- 
als diat  reflect  die  pospective  of  whites  widi  little  ot 
no  acknowledgement  of  minorities  results  in  black 
adolescents'  behaving  in  ways  diat  undmnine  their 
academic  success  (157a).  Some  studies  suggests  diat 
multicultural  ^ucation  and  school-based  collabora- 
tions widi  minorities  in  the  community  can  imfnove 
minority  ^olescoits'  academic  {K^^iievai^  (43,102). 
In  interviews  with  students  and  educators.  Fine 
found  that  students  in  integrated  schools  valued 
differences  between  diverse  groups  as  strengdis,  not 
defects  (70).  In  contrast,  students  in  a  fully  segre- 
gated school  learned  stereotypes  and  had  dieir  racial 
biases  reinforced  (70).  However,  there  is  still  consid- 
erable confusion  among  teachm  and  others  about 
defining  and  inxplementing  multicultural  education 
(58a).  According  to  one  informed  observer,  the 
suj^Knt  that  multicultural  education  needs  will  come 
only  from  com{n^ensive  policymaking  and  from 
teachers  who  see  differences  among  studmts  as 
reasons  for  "celebration"  radier  than  for  hand- 
wringing  (58a). 


•♦The  ddivcry  of  health  and  related  services  to  racial  and  ethnic  minority  adolescents  is  discussed  in  ch.  18.  "Issnes  in  the  Delivery  of  Services  to 
O  jCledCnnq»of  AdolesceQts,"inVoLIO. 
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Table  4-4~Evltfence  for  the  Relationshtp  of  Parental  InvoTvement  In  Schools  to  the  School  Environment 

and  Adolescent  Health 


Study* 


Fymrtparemalbtvolvemem      S(^iool  ^ronment 


Mo^sobtA  health 


Svec;  1988  (Qxpflrtm&ntal  study) 


Bryk,  lae,  and  Smith.  1990 
(review) 


Fine,  1989;  Rne  and  PhlHlps, 
1990  (imeryiews  with  edUca- 
lorsandwfth  low-inoonlepa^ 
OTts  of  mtddle-school  stu- 
derts) 

Comer,  1988  (Intervention  among 
3rd,  4th,  and  5th  graders  in 
schools  In  tow-fncx>m8  dls^ 
tricts  in  New  Haven,  Con- 
nectteut  and  Maryland) 


in  e)«)efftnertal  study,  rmdomly 
assi^ied  high  school  dft^ 
outs  iMBtnt  to  cahoot  with  or 
wftfmtf  parrn^  to  negotiate 
reentry  to  schocrf, 

I'araf^s  e^qiiQCt  acNevemant  and 
piMe  importanoe«i  mfuca* 
tlonal  ^tainment 

Parents  vt^imteer  ^  schools. 


Parent  Involved  h  profes^nal 
councils  at  school  sites. 

Deoontraltzation  (oomnrtty  con- 
trol) In  (Stew  Ywk  City. 


Parents'  presmoe  at  schoc^s* 


As  part  of  a  con^xehenslve 
s<^K>oi  IntervmHon  prognami, 
parents  work  closely  with 
schooladmMstrators,  teach- 
ers, a  mental  heaWi  special- 
ist artd  a  norrprofesstonal 
apport  person  to  meet  the 
emotional.  soo^»  psycho- 
logical,  and  academic  needs 
of  their  cMldran.  Some  par- 
ents worfc  as  dassrocm  as- 
sistants, tutors*  aides; 
some  }obi  the  schoofs  gov- 
erring  body. 


dt«!ior>s  sta  HstAd  at  the  ftnd  of  this  chapter. 
SOURCE:  Offtoe  of  Tschnotegy  Aftsesament,  1991. 

Evidenf^e  for  the  Effects  of  Parental  involvement  in 
Setiools  on  Adolescent  Health 

Research  on  parental  involvement  has  been  lim- 
ited until  recently  to  national  surveys  that  focus  on 
traditional  forms  of  involvement  by  parents.  Investi- 
gators have  examined  the  effects  of  paiental  expec- 
tations, parental  volunteering,  and  parental  presence 
in  schools  and  have  generally  found — especially 
when  research  findings  are  related  to  local  school 
di$trict$--that  parental  involvement  is  beneficial  to 
adolescents  (see  table  44). 


Prindpals  are  nr»re  senslthre  to 
conmuidty  Interests, 
schoote  have  more  togitlmaKy 
kt  the  commuidty,  outtmaBy 
relevant  ourricuUim  Is  devel- 
oped. 

Espedayy  with  tow^bmme  stu- 
dents, parems*  presence 
serves  asafemMar  to  teactv 
ersttattheyf^tobe 
oonosmed  aixKit  tfie  Impact 
of  sdiotf  on  their  students. 

Retatfons  t>etweOT  parents  ar^ 
scfwolstafflmprow.  School 
adrnMstratorSi  staff«andpar- 
ents'  ooKat>oratlon  results  In 
Incr^sed  organizational  ef  ^ 
fectlveness. 


More  sdiooKs  reftised  the  drop- 
ot4s  tnrtio  dfcf  fK^  have  ttieir 
parents  with  tlwTL 


Parmtal  ei«)eotatlons  are  MgNy 
and  consistent^  rotated  to 
acadmnlcoutoomes. 

Parental  vokmteertng  Is  assod- 
atedwitt)postttveoutoomes» 
espeoialy  for  elememary 
school  students. 

Interventim     no  slgninoant 
Infitienoes  on  student  aca- 
derrric  achievement 

intervemkm  had  amts^uous  Inrv 
pact  on  student  acMevemer^ 


Students  wttose  parents  ques- 
tion school  policies  are  more 
Itfcely  to  reoelva  fab*  treat- 
ment 


Pr^bnlnary  evidence  suggests 
Interventton  improved  read- 
lng«  language,  and  math 
scores.  Behavior  problems 
declined. 


Probably  the  most  thoroughly  documented  effect 
that  parents  have  on  adolescent  health  is  related  to 
their  expectations  that  their  children  will  achieve.  A 
review  by  Btyk  and  colleagues  noted  that  studies 
consistently  find  that  parents  who  expect  their 
children  to  achieve  and  who  place  importance  on 
educational  attainment  affect  their  levels  of  aca- 
demic achievement  (25).  Although  not  as  well 
documented,  evidence  suggests  tfa^  adolescents  are 
also  positively  affected  by  the  presence  of  their 
parents  at  school—whether  at  school  to  volunteer,  to 
serve  as  advocates  for  their  children,  or  simply  to  be 
present  (25J0J3495).  The  importance  of  parental 
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invoWeixKiit  is  recognized  ia  Comer's  con^- 
hoisive  school  interventions,  first  imptemented  in 
New  Haven,  Connecticut,  elementary  schools,  and 
now  being  inylemented  in  more  than  50  schools 
ground  the  country,  including  2  middle  schools  and 
a  high  school  (35)  (sec  box  4-A). 

In  a  recent  review,  Bryk  and  colleagues  noted  that 
parental  involvement  on  professional  councils  at 
school  sites  in  Salt  Lake  Oty  had  no  significant 
influence  on  student  academic  achievement  (25). 
These  investigates  also  described  a  study  of  com- 
munity control  in  New  York  City.  This  evaluation 
found  that  parental  choice  had  an  ambiguous  effect 
on  student  achievement  (25). 
Summary:  School  Influences  on  Adolescent  Health 

Although  it  is  limited,  of  variable  methodological 
quality,  and  difficult  to  conduct,  available  research 
strongly  suggests  the  importance  of  school  environ- 
ments on  academic  achievement  and  on  adoles- 
cents' health.  Studies  in  the  last  20  years  jwovide 
contrast  to  earlier  studies  that  led  many  to  believe 
that  schools  make  little  difference  (32a,103a).  These 
earlier  studies  have  been  criticized  because  they 
focused  mainly  on  a  limited  measure  of  attainment 
and  examined  a  very  narrow  range  of  school 
variables  (175a).  According  to  Rutter's  studies  in 
England,  and  a  host  of  studies  in  the  United  States 
reviewed  in  this  chapter,  social  variables  account  for 
much  of  the  variation  between  schools,  and  henre 
some  of  the  variation  in  adolescent  health  (I'/Sa). 
Generally,  school  policies  found  to  have  adverse 
effects  on  the  minority,  low-income,  academically 
marginal  students  include  MCTs  without  the  addi- 
tion of  academic  supports,  academic  tracking,  large 
school  size,  punitive  orientation,  little  support  dur- 
ing transitions  between  levels  of  schooling,  and  lack 
of  cultural  diversity  and  appreciation  of  racial  and 
ethnic  differences.  School  poUcies  generally  found 
to  have  positive  effects  on  adolescent  health  include 
participatory  decisionmaking,  parental  involvement 
in  schools,  and  a  combination  of  other  process 
variables  (178).  Effects  of  the  school  environment 
on  adolescent  health  are  often  mediated  through 
teachers*  attitudes  and  behaviors  and  through  ado- 
lescents' academic  achievement,  most  prominently 
retention  in  grade  and  school  dropout.  The  most 
compelling  evidence  suggests  that  improving 


schools  to  benefit  adolescents  requires  a  combina- 
tion of  approaches.  This  combination  can  be  sum- 
marized as  a  school  that  is  a  small,  comfortable. 
s(rfe,  intellectually  engaging,  and  emotionally  inti- 
mate community  (72a).  Transitions  are  minimized, 
and  when  they  must  occur,  they  are  managed  with  a 
view  toward  meeting  the  developmentaUy  appropri- 
ate needs  of  adolescents,  Ikachers  are  encouraged 
to  initiate  and  develop  new  programs  that  are 
sensitive  to  the  diversity  erf  their  students.  The 
curriculum  responds  to  individuality  as  well  as  to 
differences,  while  developing  a  common  knowledge 
base  among  students  in  a  particular  school.  Teacher, 
parent,  and  student  participation  in  decisionmaking 
is  encouraged.  Unfortunately,  this  combination  of 
features  characterizes  few  schools,  particularly  those 
public  schools  serving  sodoeconomically  and  edu- 
cationally disadvantaged  smdents,  many  of  whom 
are  racial  and  ethnic  minorities. 

Box  4-A  reviews  selected  promising  interven- 
tions that  attempt,  at  least  in  part,  to  address  the 
shortcomings  of  many  contemporary  American 
schools. 

Major  Federal  Policies  and  Programs 
Related  to  Education 

As  discussed  elsewhere  in  this  Report,  Federal 
programs  related  to  education  are  primarily  the 
responsibility  of  the  U.S.  Department  of  Educa- 
tion." The  U.S.  Department  of  Labor  also  has  some 
responsibilities  in  this  area. 

U.S.  Department  of  Education 

In  1989,  the  U.S.  Department  of  Education  had  a 
budget  of  approximately  $22  bilhon  and  was  respon- 
sible for  1 87  programs  spanning  six  different  offices 
(see  figure  4-4).  The  U.S.  Department  of  Education 
does  not  administer  educational  fffograms  targeted 
specifically  to  adolescents  but  includes  adolescents 
as  part  of  the  school-aged  population.  It  is  impossi- 
ble to  determine  total  expenditures  on  adolescents, 
because  U.S.  Department  of  Education  funds  are 
distributed  to  Stale  and  local  educational  agencies 
that  determine  their  own  priorities. 

The  U.S.  Department  of  Education's  priorities 
include  incresising  educational  services  to  econom- 
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Box  4-A — innovative  Approaches  to  Improving  American  Schools' 

In  itceM  years,  immusing  inten^itu^ 
on  adole^«m  l^a&h  thiougb  their  ttkcts  en  adcde^ems*  levels  of  academic  ^^faievenmit,  sc1kx>1  peiBisteoce, 
attitiKlc^  towaid  sdmU  sclfne^m^  and  confidm:e.  These  intefveatioiis,  discussed  fuith^  below,  are  gmmDy 
of  two  miyor  types: 

e  interventioiis  that  aie  focused  on  improving  individual  le^^rUng  wtd  prtvmting  selected  health  praMem.x 

associated  with  schotd  failure  (e*g.,  ^fade^em  i»^^nmcy  and  paraiting);  and 
•  intetveotions  that  are  focused  on  cAong/h^ 

Imeiv^ttions  foctBed  on  indiv^btal  leamii^  ami  {B^^ 

incIiKie  peer  tutoring  inteivratioos;  cooperative  learning  interventions;  »inuM^  learning  interventions;  and 
int»vcationsthati»xmdeinOTitivesaiHtsupp(fftsto$h»lei^tog  bncfventionsfocased 
cm  improving  school  oiviroiumats  hiclade  tto  &:hool  Devetopnmft  nn(>gram  develq>ed  by  Yale  child  psychiatric 
James  Comer  and  also  include  son^  sdtooMiid»d  heatdi  miters  @LHCs).  Exam|to  of  two  ms^  types  of 
interventicms  that  have  umlergcme  sovm  evahtalicm  aiKl  seon  to  show  ^me  {mnnise  are  discussed  below*  Also 
discu^ed  below  is  the '  *comprdiensive  school/community  health*  *  nK>deU  ^rfiich  is  drawii^  ccmsiderable  attmtion 
from  researchers  and  poUc^noiakers  who  are  omcemed  about  the  healdi  of  U.S.  adolescents  (27407b4<%b447). 


Promising  Intwventlons  Fooised  on  Improving  Individual  Learning  and  Preventfaig  l^ected  Health 
Problems  Associated  With  School  Faihire 

As  fwled  above,  intervoitiuns  that  foras  en  im{Hoving  the  skills  of  tow-achieving  studoits  through  means  diat 
do  not  invohre  ^»demic  tracking  include  peer  tutoring  imovoiticass,  coc^^eiative  learning  interventions,  summer 
leamii^  tnt^entiotts*  and,  most  recoitly t  faiterventi<ms  that  provide  im^entives  mid  siqqx>rts  to  studrate  to  graduate 
and  gora  to  college.  Several  interventicms  diat  offer  a  more  intensive  focus  m  indivkfaial  students  dian  can  typically 
be  found  in  die  large  public  schools  Hm  are  attended  many  niinmity,  pom,  and  acadraiically  at^iskadolescems 
are  discussed  betow.  All  of  the  im^«itions  discussed  below  have  unde^<me  at  least  &mt  preliminaiy  evaluaticm 
in  terms  of  outcomes  for  adolescoits  and  ^ppcax  to  hcdd  some  promise  for  ^dmncing  ad<rfesc«its*  adaptation  to 
school 

Peer  tutoring  interventions — Peer  tutoring  means  using  older  ot  same  age  studoits  to  work  mdividually  with 
students  to  teach  a  particular  contmt  area.  Peer  tutoring  soraiegies  emoged  from  c<mcems  about  how  educators  can 
deal  citati\^y  with  35  students  or  more,  wgage  stud<mts  in  predating  radier  than  dqireciating  pe^  dififerences, 
and  promote  active  partkipatoiy  learning  amcmg  studoits,  Generally,  peer  tutoring  appears  to  be  an  effective 
approad)  foir  adolescents.  Some  Indies  have  found  peer  tutoring  to  be  less  costly  dian  com|Hiter-assisted  instructicm, 
to  ^ihance  levels  of  academic  achievement  beyosid  those  found  in  conventicmal  elates,  and  to  be  beneficial  for 
tutors  and  mtees  (31,97,121)* 

Cooperative  learning  Interventions — ^Ifeacbers  using  coopemive  learning  ^r^egies  create  gixnips  where 
each  student  has  exclusive  knowledge  of  a  topic  and  where  the  students  need  to  work  together  as  a  grmip  to  create 
a  final  product  Hiis  strategy  often  stimulate  interdependence  among  students.  Cooperative  learning  ^ipears  to 
satisfy  many  educadmal  ends  simultaneously  (104,206).  Cooperative  baming  siables  heterogeneous  groups  of 
students  to  work  across  ability  levels,  thus  re<hicing  the  need  to  track  students.  It  eiK^ourages  students  to  participate 
actively  as  teaohors  and  as  learners  with  their  peers.  It  fi^ilitates  mpathy  across  and  within  racial,  ethnic,  and  ability 
groups,  and  it  shifks  the  questions  of  sA>solute  authcmty  away  from  teachm. 

In  elementary  schools,  cooperative  learning  strategies  tend  to  enhance  studoits"  academic  achievement, 
teaching  instruction,  and  smdents'  soise  of  empathy  (6,152).  Investigators  have  s(Migbt  to  documoit  die  effects 
of  (X)operative  learning  on  achievement  in  secimdary  schools.  One  analysis  of  27  selected  studies  involving  37 
comparisons  of  cooperative  v.  control  learning  strategies  concluded  that  over  two-diirds  of  the  studies  favored 
cooperation  (207).  Math  and  language  arts  seem  to  be  the  curricular  areas  most  amenable  to  positive  effects  of 
cooperative  leamirig. 

Summer  learning  interventions — Particularly  fen  socioeconomicalty  disadvantaged  studmts,  summers  are 
typicaUy  a  time  of  oiormous  educational  regress.  Hcyns  argues  that  schools  that  provide  educational  interventions 
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Box  M^mnofotiw  A^mwhes  to  improving  Amertcm  Sehools^^ontUmed 

during  tt»  aunoMi'  to  tow-incon^  and  acattenicafly  disadvantaged  snnfants  can  and  do  redwe  dls^Koriti^  in 
Ka<temk  skiUsassodatcd  wife  die  b^kffloundchaiaia^^      childim  and  adalcsM&ts  (99)* 

Thf  SirnimfrTn^Hg  ffPI*  IMiwniflni^  Ihngnan  (y i       is  an  intgfvgntinn  dftsigpftdtoheipredlicednyottt  tevcls 

amcmg  poor  ami  educatiooattyddictemyoaflil^ 

out  oi  sdKxd:  poor  wademk  periimnanpe  and  ^dokiscaa  paimdmid  (184a).  STEP  fiog^  tow^ii^ome  14- and 
15-year-okb  who  arc  peifbnning  below  gr»le  levd  in  ^her  reading  or  and  idfos  item  two  ooasorativc 
sumflMS  of  lemediatiOT.  life  skills  insliucdoa  and  woifcaqMrifim^^andvarkxis  ^^gm  senrices  (e^g^  cprasdor 
advocate  and  group  nmtings)  <brfaig  the  intetveoing  sctmd  year.  The  goal  of  STEP  is  to  reduce  participapts* 
summer  feamhig  losses,  incaease  thdr  reading  and  niOh  sU^ 
pregnancy  and  parenting  rates. 

A  luttkmid  evahiatka  of  STOP  managed    the  Fbilad^)^ 
cooqparingSlWpaiticipants' outcomes  to  outcoflii»fcr  a cootro 

Youth  Employment  and  Training  Prt^ram  (who  receive-'  remedial  educatkm  and  a  summer  job  but  no  odier  siq^poit 
sovices)  (184a).  FtoHn^naiy  lesubs  ftomthe  evabiatian  imiic^  thai  STEP  mhiiiiilzed  paitk^nnts'  academic 
losses  over  the  simuner.^  RntheniKne,  STEP  increased  paiticipants'  reading  and  math  scores  and  increased  their 
knowlKlge  ^  cwitnc^Xioii  (1848).  P>dhninaiy  findings  r^ardiog  STEP'S  inqiact  on  dn^MMit  rates  among 
participants  are  consistent  with  the  hypotlosis  that  STEP  reduces  dropout  bdxavitff  but  arc  based  on  small  numbers 
and  are  not  statistically  dg«^fi«^  Firm  conclusions  about  STH*'s  long-term  effects  cm  paiticipants  will  have  to 
await  die  conqdetion  oi  the  leseaidi  in  1993. 

Interventions  to  provide  incentives  and  support  for  adolescents  to  graduate  and  go  on  to  college- 
Eugene  Lang's  cdebrated  I  Have  s  IHe^  (IHAD)  Ftoject  is  p«lu^  di«^ 
The  MAD  {xpject  began  whra       pnimised  to  pi^  con^  tuftioo  fees  to 

to  graduate  from  his  elcmcntaiy  sdiool  ahna  mater  (99a).  Lang  realized  quite  quickly,  however,  that  while  a  tuiti wi 
guaramee  was  essentialt  if  1HAD  stuitents  weie  to  gn^hiate,  they  would  sMd  coosidesrable  additional  social  and 
acMlemic  sappatl  The  basic  feature  ct  an  MAD  proje^  have  conw  to  teduite  "a  ^poisor.^  a  tniticn  gnaiantee, 
a  pro^  cocmUnator/  and  additional  sujqxnt  sovices  [fas  stmimts  (e.g.,  tutoring,  cultural  enrichnient)]"  (99a). 
IHAD  student  paiti(^»nts  are  kt»wn  as  "I^reanKrs"  ^9a). 

The  publicity  surrounding  Lang's  project  helped  it  become  the  fonnal  prototype  for  many  similar 
programs— 140  by  summer  1990,  at  a  total  cent  in  private  ftmds  of  $50  millioo.  according  to  a  1991  lepoit  iy 
PuUic/Private  Ventures  (99a).  Evahiating  dte  effectiveness  of  MAD  {npjet^  is  difScuIt,  however,  bodi  because 
IHAD  sponsors  have  bc«i  reluctant  to  aDow  fonnal  research  (99a,207a)  and  because  bidividua]  IHAD  and  similar 
piojec^  (207a)  vaiy  cnniderably  within  the  basic  franKwwk. 

Pnblic/Private  Vaitures  obtamed  permissiMi  from  die  Greater  Washington  IHAD  FbunlatiOT  to  evaluate  to 
OiAD  Projects,  most  of  which  weie  b^uti  hi  the  1988-89  school  year.'  It  is  too  early  to  tell  whether  the  Cheater 
Washington  area  projects  will  be  effective  in  achieving  dieir  ultimate  d>je(^e  of  high  sdtool  gr&(biati(m  and 
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STEP. 

^pcmsjnaie  the  iodividiiAls  tvbD  gn^^ 
between  qwosoiyiirfPigi^ 

Payy^Miqi  fs^wyfta^  ?cpffig<l  tft  frf  iTitffify  Iff  tftt*  iBTttHing  qwagCTB  dcfh^  frpso  IHAD  ssppM,  ds  opposfd  to  nose  ftocuiynioiis  £aans  of  dtsrtQr 
(99^.  Ccnmieiits  by  Dresnen  toggest^ 
qpoosoii*  geoenifiijr  (99a). 

4AimAiiiigioI\iUMtivateVaitoi«i, ''te 

ftr  fMn  ^  f  ff!*«^  MuiumBMnt  Art  em  ^  todlggiwrt  or  uompefUlve. .  Apject  cotu^DMim  itvocgte  fSOT  pgBgflieai  wjCto  >  ■dMOi  ml 
lcvcn«B  •MtloBil  iWKWHoesk  m*  » 

coenliiiitoaL  IVofeei  eeoribt^^ 

^^Ite  Pldii^Mvtte  Voiiiret  ev^^ 
theGitate'WtohiagtOQlHAPRxgKteao^  i987. 
^oofoffi  «s  gf  1990  loetodMS  imthtfiitt  ^fnfftfl^^  (Chne  dsnei);  f$b»  of  tmtaeii  mcdira  (ttm  dines);  a  groiv  of 
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m^^Sl^'^^'^^'^'il'^T^^  preHminaiy  l-ycarrrview  of  threeof  the  WashingtoD  area's 

JSi^S2^?tJ^*"  ^^""^^  ^^"^  cowdfaaton.  found  that  n5\D  was  a 

promising  fatenrention  (99a).  In  its  1-year  review.  I^lWic^^^ 

•  the  WAD  imcrvention  had  targeted  and  reached  veiy  disadvantaged  youth; 
schodeoiiy)wa8"<teveloiHWrtallyiTOpaioM 

tiwtnfugroi  to  yodtti  (99a}. 

nr..  F^iMteffrivate  Veniures  WjOTssed concern  that  "snppoit  seivices.  espedally  tutorinfl,  ^ 

necoMHuy  inogramo^omais.  biit  are 

god8.1V(^cocmiinatorawerefi^ 

Pbundationsboffldofdirectoratolinpiovetlieseas^  uw^ 
of  IHAD  may  derive  fix7m]HAD'$])fivates|xnsonliip:  orawiis 

expecsiti<»s  that  yootfa-HBid  some  sdwolo  ~^  i^uii^ 

Nonetheless,  it  may  be  that  many  of  the  el^oents  of  IHAI>-ihe  project  cooidinator  who  iiiDvides  a  haven  fbr 
ad^«««^comp^^ 

suOTcrt  senrices.  guaranteed  coflege  tuiti^ 

Promishig  Interventioiis  Focused  Lai^geJ,  on  Changing  School  and  Community  Environments 

iSJrS?'^*^!.  ^«»«,«*«^  and  sometimes  community  envinHunents,  although  they  may  "build  in" 
focused  attertion  (e.g..  3',).  Ttt  primary  p«n,ie  of  interveatirfoSsS^^L,^ tl^ 
SS^fY^llSr^J^!?'  (and.  somethnes.  communities)  more  heafth-promoting  envJSlsto 
^d^Jote.  One  of  the  most  be^Oy  cited  <rf these  approaches  to  improvmg  school  w^^mM^is^a^ 

a^^^«spec^e  h^^  school,  as  weU  as  a  way  to  defiver  health  and  other ncmacademic  to^S 
^Jt^  j^^  approaches  come  under  the  general  rubric  of  "compehensive  sdiool  healT^ 
^clSl^f  htlS.  047?"'  "  '  health-promoting  environment  (27).  or  scScommunity  Unices  to 

UnivSirrwM^K  ^ir.l"'*"''?  Program-A  I<«igitudinal  study  of  an  intervention  develc»ed  by  Yale 
Umv««ty  child  psychiatrist  Jann*  Cwner  provides  strong  evidence  that  creating  a  collaborative  dyn^c  Z^cm 
educators  and  parents,  as  opposed  to  the  traditional  social  service  b^^ 


*A  new*  atkte  rqpoitirf  «Ued  reMts  for  the  inii^ 

"«loD^r^S^.S'fl.^'?ilP  f.^^<«°l<tffl»«cfaooU.  In  Ihte  «h«»l.  .ppn«lm«dy  30  ewyloyee,    the  sponwn,'  ««m«ay 
■wqrtoi   two  IJnaioen  eadu  'Tij^  phone  Or  Dreamers,  wiwe  tbem  team  and  attended  aamamr^amoBn^  trf«««i*™-I^^^ 
Ihem^AWtttonal  contact.  c»»Wt» 

j^^"^  *~         l»ckgro««|.  (99.).  InieivenSS^SSS^^SSS 

«pedflcs^le««        p«*tea»  aiB  di«^ 

15.  M^tenejInlbeDelhrayofWinaiyandCaniimhenriwH^^  7  v^ww.  «no  hi  ol 
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Box  4-A— innovative  Approaches  to  Improving  American  Schools-Continued 

oiwmkaiioiial  itapwisiveness  to  audente'  pmonal  needs  and  smdents' acadeinic  ««|^)-  ^"^^^  ^ 
^S^KWhid,  focus  on  instmcticm  and 

S^Sanding  that  "maiy  kinds  of  development,  in  social,  psychological,  emotional.  m«al.  linguistic,  and 
cognitive  areas,  are  critical  to  future  wademic  teamii^"  (35). 

Tlic  Comer  inteiv«ition,  also  known  as  ihe  Schod  Develoim^ 
terms  "a^S^^Serfying  the  schools'  dismal  ac«tonic  and  disdplinaiy  record:  the  sociocitfnmil 

'^,^,,^^^^1^0^-  (35).     manyWack  ^  «^i^,,^,?Xa^^ 

social  history.  Comer  siMests,  education  must  do  more 
S^S^S^il^^Kgical  needs  (127a).  Tte  D 

^Sta^K^ool;  and  3)  to  bring  guidance  counselor 

S^Sm  tSJSregulany  to  combat  behavior  problons  (127a).  A  school  «fvm»ancean^^^ 
^S^f^ts  andSm,  die  principal  a  mental  healA  specklisi,  devek^  a  ^'^^^^^^^^ 
covering  acaSs.  social  activities  (e.g..pc«h,ck  sup^ 

teacS.  and  a>ecial  programs.  A  m«Jtal  heahh  team  assigns  a  memb«  to  work  a  child  who  is  havj^ 
S^ty  Sd  S«  toSTwtether  some  school  process  is  c«»lrib«ting  to  Ae  bdiavior.  Parents  are  also 
enamraged  to  become  classroom  assistants,  tutors,  at  aides. 

TTte  ComCT  process  has  aheady  been  adopted  by  more  than  1 00  schools  in  niiic  diaricte 
In  the  schools  wl«rc  Comer's  programs  are  being  impl^ted,  the  evaluation  data  for  ^^^^^^^ 
encouraging.  In  the  two  New  Haven  elementary  sdu^ls  wh«e  the  ^ogram  was  ^^^^  ^^^^^ 
taAeXols  declined  and  math  and  reading  scores  climbed  Similar  r««ilts  were  achieved  If  5  to  1987. 
in  10  predominanUy  black  schools  faivolved  in  the  Comer  program  in  Pnnce  Oewges  C«ln5^MaryIand  (35).  A 
more  rigorous  cvalualicai  of  the  Comer  intcrvraition  in  Prince  Georges  County  is  b«ng  iteveloped. 

School-iinked  health  centers»-As  discussed  further  elsewhere  in  this  R^wrt.  SLHCs  vary  in  the  servi^ 
they  offer.  Comprehensive  SUHCs  (and  compreh«wive  communiiy^ased  centers  for  adolesMats)  are  centmthm 
S«  to  providcheahh  services  that  Kidress  the  range  <rf  problems  that  many  adolescents  fs^:       for  acute 
Zsicd  iLess.  general  n«xlical  examinatiom  in  peparati^ 
Ktory  tests.  ^roductiveheaIthcare.counselingforfamilymemb^^ 
ofcare  Them«ielomprehensiveofthec«te«mayalsoofifeado!esccnt8«ldit» 
^^^^XrfsJS^gal  assistance.«creaiionaloH««tunities.chiId^^^^^ 
SSs-S^Sks.  Tlie  de^g  fc^ureof  acon^eas^ 

Ae  cSSSpteto  be  responsive  to  the  specific  needs  of  adolescents  by,  for  exmyle,  o^r^  ^^Z^^ 
schemes  fbr^^t.  evening  and  weekend  hou«  of  op«j^. 
who  are  knowledgeable  about  and  committed  to  adolescents.  OIA  has  ccaicluded  that  SLHCs 
^^^X^Z^  to  in^rove  U.S.  adolesc«ts'  access  to  health  and  related  ^^^'^ 
as  yet  litde  systematic  evidence  tfiai  SLHCs  for  adolesc«its  improve  heahh  outcomes,  there  is  clear  cv^mce  that 
^rJSiL^  improve  adolescents'  access  to  d«  health  and  related  services  that  adolescents  are  most  likely  to 

need.  .  •  . 

In  the  opinion  of  many  observers,  however.  SLHCs  are  n«  just  a  site  foj^^'f* 
adolescents.  aHCs  can  be  a  means  erf  integrating  a  health  perspective  into  a  school  ffid  making 
SS^mioting  envir^mients.  They  can  provide  heahh  services  to  ff-^f' JP«>^ 
^fwSs^dservicesoutsidetheschoolbuUding.^^ 

make  health-promoting  suggestions  to  school  administt^oi^  P«liaps  as  «  f««S?^°^ 
^^ve  on  SLHCs.  s<m^  evaluations  of  SLHCs  have  focused  on  w^ 

KTSth  of  the  entire  stuifcnt  body  in  a  school,  not  just  die  users  of  cUnic  services  (e.g..  ^^^c).  "owewr^is  as 
^  S^Uo^S^gments^  the  ability  of  SLHCs  to  improve  school  environments  ^ 
hS^^entii^mdSr^s-.  diere  have  been  few  evaluations  and  those  that  have  beca  conducted  are 

 9s«Vot.Iofltolteport.  Smmary  and  Policy  OpHons,  tbe  "Report  Brtef."  ^  cb.  15.  "Major        In  the  I>eHv«y  of  Prtmary  «nl 

CcmqinJicfflshrcHeaWiSerricts  to  Adolescents."  In  Vol.  m.   
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m^hcxlotegicaUy  weak;  hence,  findings  coDtxmi^ 
niX  foimaQy  ev^oated  wfaetbex  SLiiC^  havs  be^^ 

The  oompreIiensi?e  scteol/comouinU^  bealtb  model— An  «MiMdi^  reoognMoo  tbat  tbere  oe  inhenot 
Ihnltatiom  to  wtac  tadivkhals^  flie  tndfliona!  heaMi  cast  systen,  sdbochs.  and  sodri  serving  can  do  on  tiieir  own 
to  pnuMte  ami  inqirove  a<Me»CBitf  health  has  kd  dtaenm  to  lecoomtead  more  ocm^acibeasive  and  mtegnited 
affoaOM.  Bfatoatiaaa  of  SUiCa  (sm  above)  ^  KM^  and  odieis  have  pofosd  to  the  need  «ldmooal 
littqgatfanoffflJTOBiittDSCiiooasandCTnmnmitefe^ 

MivieBs  in  SLHQi,  ftr  enn^le,  Addraan  and  Ttylot  suggested  that  SLHC-based  oieaial  hea^  seivices  take  a 
mraeiBVveniiveofientatiao.  in  pan  by  beooooing  better  h^ 

cnncagBgn  suggMted  that  S^HfcSi  deyehy  ttannamaywide  progRpns  invcavi^  paitnis,  yonfli^'Segt^ng  ag^ides, 
rettgfans  and  other  camoBiiiity  leadesi,  and  tlw  media  (lOTc). 

Qwqyproaditointegratfngtdioolaialcoinnmnltyp^ 
<rfdieeflto:iBoigMiiareairt>tertteoMnnmnttvconiioiaBdj««^^ 
(107b).  Becaose  sdtools  am  the  one  histtatioo  itsidady  attended  by  most 
Khby  a^gem  that  "scfaoob  lepmsem  the  prbHc  insthution  with  the 
ntfehifaqrovfagiheheahh<rfmostyooth'Hi07b).Aoco8dhigtoi^ 
{nc^fm  at  tibe  «r&Mlln«^ 

•  h^udes  heahh  instroctkn^  sdtod  lealdi  servb^  odier  school  acthriti^  mid  a  leinfioicing  school 
envinoment; 

•  integrates  spedal  jst^rams  for  paraits  .tod  includes  adult  mentors;  and 

•  has  Ihikages  with  hnddi  and  yoodi'-seiviqg  agencies.  ciiaicbes.b^ 

TTius,  schools  are  the  oomal  locus  of  efforts  to  pnmiote  and  Inrorovc  adolescent  hcaltii,  but  they  are  not  expected 
to  act  ah»e  (see  abo  27447). 

As  printed  out  by  Kliby  and  others  (107b,147),  the  iiqtonentatiao  of  ooa^nliaisive  scfaooUbomnmntty 
healdi  programs  has  been  In^eded  by  the  failure  to  lescdve  some  importam  issues.  Key  issues  hshide  resistance 
tysdmolstoado|tb^additkwa!iwp(TOrfWlitkssandalackofftm^ 

programs  are  more  eSective  than  more  segmented  ^fons  (KTTb).  Recently,  however,  a  soise  of  mgeocy  about 
a&^Sescm  faeaUfa  and  achfevemeot  has  stfairolBfed  many  learned  observers,  inchiding  those  in  the  education 
comimnilQr,  to  come  om  in  »ipp(A^  a  greater  ndeftr  schools  hi  inqm^vingad^  The 
anafysts  is  this  chapto-  (and  fhrot^hoot  tbb  Report)  strongly  aqgests  that  a  key  to  bnprovhig  adolescent 
health  would  he  to  encourage  the  view  of  sebools  as  environmeiits  that  can  either  promote  or  fanpede 
adolescent  health,  rather  than  merely  as  settings  b  which  to  place  additional  responsibilities,  such  as  the 
deBvery  of  additioBal  ''programs,'*  wfthout  provhthig  addlttonal  supports. 


1(>Sm  cb.  t5.  "M^  Issues  in  die  Odi  ray  of  Mmaiy  8ii4 
SOURCE:  Office  trflbclmotogy  Asnssmeoi,  1991. 


ically  and  educationally  disadvantaged  children.  For 
the  past  two  decades,  the  primary  Federal  vehicle  for 
helping  schools  meet  the  educational  needs  of 
educationally  disadvantaged  children  (i.e.,  children 
performing  below  their  ^ropriate  grade  level, 
children  of  migrant  workers,  ch^dren  with  physical 
disabilities,  and  neglected  or  delinquent  children 
under  State  care)  has  been  grant  programs  author- 
ized by  Chiqner  1  and  administered  by  the  Office  of 
the  Assistant  Secretary  for  Elementary  and  Second- 
ary Education. 


The  Office  of  the  Assistant  Secretary  for  Ele- 
mentary and  Secondary  Education  has  one  of  tht 
largest  appropriations  in  the  U.S.  Department  of 
Education,  ^proximately  $6.6  billion  in  fiscal  year 
1989.  Although  the  proportion  of  funding  alloca;^ 
to  adolescents  cannot  be  precisely  determined, 
major  programs  that  provide  adolescent-related 
efforts  include  the  following: 

•  Chapter  1  grants  to  provide  financial  assistance 
to  State  and  local  educational  agencies  to  meet 


Rgure  4-4— I^peitment  of  Education 


f  ■ 


Chief  of  Staff  |— 


Executive 


Secretary 


I 


Executive  A9distant  j  ; 
Private  Education  I 


Secretary  of 
F  ication 


inspector  General 


General  Counsel 


Deputy  Under 
Secretary  for 
Planntng,  Budget, 
and  Evaluation 


Deputy  Under 
Secretary  fo' 
Management 


Deputy  Under 
Secretary  for 
Intergovernmental  and 
Interagency  Affairs 


AssfStant  Secretary 
for  Elementary 
and  Secondary 
Education 

 -I      ■"    ■  ■ 

j  Assistant  Secretary 
!       for  Vocational 

and  Adult 

Education 


Assistant  Secretary 
for  Post- 
Secondary 
Education 

Assistant  Cecretary 
for  legislation 


Assistant  Secretary 
for  Educational 
Researcfi  and 
Improvement 


Assistant  Secretary  ! 
for  Civil  Rights 


Assistant  Secretary 
for  Special 
Education  and 
RehabiHtative 
Services 


Director  of 
Bilingual  Education 

and  Minority 
Languages  Affairs 


SOURCE:  U.S.  Department  of  Education,  organlratlonat  c^rt  Washlngtoa  DC.  S«pt  15,  ISM. 


Si 


ERIC 


CfmfA9r4~&!hoo^  ami  DIsmtknwy  Time  #  IhSS 


the  special  educational  needs^^  of  disadvan- 
t^ed  children  and  adolescents;^*^ 

•  education  of  hmnel^  ddldien  and  youth,  as 
autlKirizedby  tl^  Stewart  B,  McKini^y  Home- 
less Assistance  Act; 

•  Indian  edi^ation  programs,  as  auAorized  by 
the  Indian  Education  Act  of  1988; 

•  training  for  elementary  and  secondary  sdiool 
teachra  in  madi  and  scirace,  as  authcHized  by 
the  Dwight  D.  Eisenhower  Mathematics  and 
Science  Education,  Hawldns-Stafford  An^d- 
ments  of  1988;  and 

•  drug  atnise  educaticm  and  i&evention  coordina- 
tira  in  States  and  conmiunities,  as  audiorized 

die  Drug-Free  Schools  and  Communities 
Act  of  1986. 

Chapter  1,  Title  I  of  the  Elen^nlary  and  Second- 
ary Education  Act,  provides  Fecteral  assistance  for 
State  and  local  programs  of  educaticm  for  disttivan- 
taged  U.S.  pupils  at  all  levels,  from  preldndergarten 
tfarou^  secondary  school  (202a>.  The  fisc^  year 
1989  apprc^niation  for  Chapter  1  was  $4.6  bilUon, 
making  this  ]Hogram  the  largest  program  of  aid  to 
elementary  and  secondary  education  in  the  United 
States. 

Chapter  1  was  initially  authorized  as  Title  I  of  the 
Elementary  and  Secondary  Education  Act  in  1%5 
(202a).  In  1988,  Congress  reauthorized  the  Chapter 
1  pogram,  again  as  part  of  the  Elemoitaxy  and 
Secondary  Education  Act,  in  the  Augustus  R 
Hawkins-Robert  T  Stafford  Elementary  and  Sec- 
ondary School  Improven^t  An^ndm^ts  of  1988 
(Public  Law  100-297)  (202a).  The  1988  law,  better 
known  as  the  Hawkins-Stafford  Act^  made  a  number 
of  changes  in  State  and  local  educational  agency 
programs  of  Chapter  1.^^  Among  other  things,  the 
Hawkins-Stafford  Act  provided  for  the  foUowing: 

•  incentives  to  enhance  accountability  and  im- 
prove performance — the  Hawkins-Stafford  Act 
contained  several  [n-ovisions  aim^  at  evaluat- 
ing the  performance  of  individual  pupils, 
schools,  and  local  educational  agencies  served 


by  Ch^^  1  aiKi  m  im>vi^g  Federal  assist- 
ance to  imfmive  this  perfarmai&oe<  Tbe  law 
specifies  that  if  an  iiidiviulaal  piq^ 
in  Chqner  1  for  a  year  without  acwtemic 
improvement,  the  local  educaticmal  agency 
must  consider  changing  the  services  provided 
to  that  pupil.  If  the  segregate  performance  of 
pupils  in  a  ^0(d  fails  to  inqxrove  over  1  yeiff^ 
the  local  educational  agoicy  must  develop  a 
program  inqirov^imit  plan.  It  is  inqiortant  to 
note  that  die  law  allows  Stete  and  local 
educational  agencies  a  great  deal  of  ftexibility 
in  setting  the  standards  to  which  they  aie  to  be 
held  accountable. 

•  programs  to  increase  parental  involvement  in 
the  education  of  Chapter  2  participant — The 
law  n^quires  local  educatkmal  agracies  to 
inq^Ioi^nt  procedures  *  ^of  sufiBcioit  size»  scope, 
and  quality  to  give  reascmable  promise  of 
substmtial  progress  toward  adiieving  the  goals' ' 
of  informing  parrats  about  die  Ch^Hter  1 
program,  training  pamts  to  he^  instruct  their 
childrm,  and  consulting  with  parents.  The 
agencies  are  required,  among  othi^  things,  to 
develop  writtoi  policies  for  parental  involve- 
ment in  planning  and  implmi^xting  Cbspta  1 
programs,  to  convene  an  aimual  meeting  of 
parents,  and  to  provide  program  nfnmation 
and  an  opportunity  for  regular  meetings  fOT 
parents  if  the  parrats  so  desire.  The  law  gives 
general  guidance  and  lists  numat>us  exanq)les 
to  illustrate  die  typ^  of  audiorized  parental 
involvement  activity  diat  would  allow  local 
^ucational  agencies  to  meet  their  responsi- 
bilities— e.g*,  {Kurent  training  programs,  the 
hiring  of  parent  liaisons,  the  training  of  sdiooI 
staff  to  work  with  parents,  the  use  of  p£U!ents  as 
tutors  or  classroom  aides,  and  parental  advisory 
councils — but  it  leaves  local  ^ucational  agen- 
cies with  about  the  same  level  of  flexibility  in 
the  area  of  encouraging  {^rental  involvement 
as  they  had  before.  Thus,  it  remains  to  be  seen 


^^Fcdeml  suppcHl  for  **spcciol  edocation**  programs  undcv  Public  Law  9^  I42«  ^  BducatMm  of  the  Haadicapped  Act*  m  amotulfid,  is  not  discussed 
in  this  charter.  See  ciL  19,  '*Thc  Rote  of  Fe<teral  Agencies  in  Adotesccnt  Health."  in  Vol  m.  and  dt  1 1.  "Mental  Health  Ptol^ms:  Pt«vextfion  and 
Services,**  in  this  voloccv. 

age  breakdowns  are  available  for  current  funding  of  Chapter  t.  However,  in  the  I9S7-SS  school  yeor«  21  percent  (1,037.127)  of  the  popolatiem 
served  wcfe  students  in  grades  7  throu^  12  in  bo^  public  and  private  schools,  widi  tiinding  for  these  ^lescents  totaling  $3.8  billknL 

^IjQCal  educational  ^ency  piograms  of  Chapter  1  represent  about  90  percent  of  Chapter  1  ftmdiQg  (202a).  Ch^ptff  1  local  edncaticKial  agency  grants 
are  calcniatcd  by  ttie  P^cksal  Oovemmeot  on  a  cotmty  basis.  State  educatioo  ^esctes  receive  the  aggregate  fimds  for  counties  in  their  States,  then  allootte 
the  coonty  aniotm^  to  individual  local  educabonal  agencies. 


Ih86  •  A(H>lesmtHMttfh-Vdlumell:Ba(^mundandtheEffeet^^^ 


what  impact  the  new  provisions  will  have  on 
the  actual  level  of  parental  involvraioit.*^ 
•  programs  for  secondary  school  pupils  and 
school  dropouts — The  Hawkins-Stafifoid  Act 
devoted  substantial  attention  to  establishing 
programs  specifically  for  compensate^  educa- 
tion of  secondary  school  students.  Although 
local  educational  agencies  have  always  been 
authorized  to  use  Chapter  1  fuiKis  fOT  seccmdary 
school  students.  Charter  1  slices  have  histor- 
ically been  focused  on  pupils  in  kindergarten 
through  sixth  grade.  In  1985*86,  for  example, 
about  88  percent  of  all  Chapter  1  l^c  grant 
participants  were  enrolled  in  kindergarten 
through  grade  6,  while  only  S  percent  were  in 
grades  10  through  12.  Two  differmt  titles  of  the 
Elementary  and  Secondary  School  Education 
Act,  as  amended  by  the  Hawkins-Stafford  Act, 
provide  authOTizations  for  programs  of  school 
dropout  prevention  and  secondary  school  basic 
skills  improvement:  Title  VI  and  Title  I, 
Cluster  l,part  C, 

— ^Titlc  VI  contains  1-year  demonstration  grant 
authorizations  under  the  School  Dropout  Dem- 
onstration Assistance  Act  of  1988  and  the 
Secondary  Schools  Basic  Skills  Denu^nstration 
Assistance  Act  of  1988.  The  fcnmer  act  author- 
izes demonstration  grants  to  local  educational 
agencies  for  dropout  prevention  and  reentry 
activities  both  within  schools  and  in  coopo^- 
tion  with  community  organizations  and  busi- 
nesses.^ Dropout  prevention  and  reentry  activ- 
ities may  include  services  to  address  poor 
academic  achievement,  woik-study  programs, 
services  intended  to  improve  student  motiva- 
tion and  the  school  learning  environment, 
remedial  services  to  youth  at  risk  of  dropping 


out,  occupational  training,  educational  pro- 
grams ofif(^g  at  college  admission  to 
students  who  complete  thrai,  sumn»  employ- 
mrat,  etc*  The  fiscal  year  1989  authcsization 
for  this  program  to  address  school  dnqxnit 
programs  was  $50  million;  the  qipropriation 
was  $21.7  miUion  (202a)  2»  ^  The  Secondary 
Schools  Basic  Skills  Dmonstratioo  Assistance 
Act  authcHizes  a  progiam  of  national  demon'- 
stration  grants  to  local  educati(mal  agoicies  ftn* 
activiti^  to  help  ediscationally  disadvanti^ed 
secondaiy  school  studoits  attain  grade  level 
profici^icy  in  basic  skills  and  leam  more 
advanced  skills.  Hie  grants  may  be  used  to 
initiate  or  e^q^and  compensatory  education 
pr-  uns  for  secondary  school  students  a: 
drupouts,  transition-to-wOTk  activities  in  coop- 
eration with  the  private  sector  m  community- 
based  organization,  and  use  of  secondaiy  stu- 
dents as  tutors  of  ottier  educationally  disadvan- 
taged pupils.  The  fiscal  year  1989  authorization 
for  this  program  was  $200  millicm;  however,  no 
funds  wa*e  ^ppropmxcd  for  the  program.  In 
fiscal  year  IS^,  the  first  year  of  funding,  just 
under  $5  million  was  appropriated  for  the 
program  (202b)*  Accwding  to  the  U.S*  Depart- 
ment of  Education,  basic  skills  programs  can 
continue  to  be  carried  out  through  Chi^ter  I 
basic  and  concentration  grants  and  the  School 
Dropout  Demonstration  Assistance  Act. 
— ^Title  I,  Chapter  1 ,  part  C  established  a  longer 
term  formula  grant  program  of  State  grants  to 
secondary  schools  for  basic  skills  inqnovemoit 
plus  dropout  prevention  and  re^try .  In  general, 
funds  will  be  allocated  to  States  in  proportion 
to  the  Chiqpter  1  basic  grants  their  schools 
receive.^^ 


i^nicHawldiis-StaffbniActwltioiizcdonademc^^  support  for  pro^cts  that  provide  basic  ediicdtimi  for  both 

odocationally  disadvantaged  children  ages  I  thixnigh  7  aod  thdr  parests  who  reside  in  ascas  of  tetatively  high  poverty  cottccQtratiofL  This  progratn  is 
intended  to  provide  gcneial  bask  education  to  parents  and  to  incrt£^  their  invoWement  in  he^if^  to  in^nct  their  diibben  (202a).  It  may  tiave  the 
potential  to  benefh  adolescent  paims, 

^At  least  nine  other  VS.  Departmait  of  E(tocat}on  programs  aod  thitc  U.S.  Department  of  Labor  programs  may  help  schools  that  have  dn^Mnif 
progran^.  For  information  abottf  these  programs,  which  rai^  £rom  Utfge  grant  programs  (e.g..  Ch^tcr  1  and  the  Job  TratniQg  PartDersfaip  Act  fvograms) 
to  small  programs  explicitly  foctised  on  belling  snnients  complete  school  see  the  March  1990 Ccmgressional  Researdi  Senrioe  issue  bfief  entitled  ^liigh 
School  Dn^uts:  Cunent  Federal  Ptograms**  (20^).  That  pnMfcation  oc^  diat  little  is  Imown  about  the  extent  to  whtoh  the  avail^le  programs  actoally 
help  students  complete  school  (202b).  It  also  notes  that  because  the  fragmentation  of  programs  may  be  confusiog  io  orgamzations  wotldii^  widi  drop<mta, 
greater  coordination  may  be  desirable.  01A*s  discussion  of  the  general  prolton  of  fragmentation  in  Federal  pn^rams  for  adolescents  is  presented  io 
ch.  19.  **The  Rote  of  Fe<to9l  Agencies  in  Adotescent  Heahh,**  in  Vol.  ID  of  this  Repoti 

2^tUc  VI  also  required  the  Secretary  of  Education  to  eslaMish  a  standard  defmition  of  the  term  *  'school  dropout.*  *  Such  a  defmition  was  pulslishod 
in  the  Federal  Register  on  May  10. 1988,  p.  16667  (202a). 

22As  of  March  1990.  fiscal  year  1988  and  1989^yprqffiations  for  the  School  I>ropout  DeroonstratioQ  Assistance  Act  had  provided  2  years  of  assistance 
to  89  projects  in  31  States  and  the  District  of  Columbia  (202b).  Evahiations  were  not  yet  available. 

^All  of  these  changes  are  discussed  at  Ic^igth  in  a  Smnaiy  1989  Coi^^resstonal  Research  Service  report  entitled  ''Education  for  Disadvaoti^ed 
Children:  Major  Themes  in  the  1988  ReaidtoHxation  of  Oiaptar  1"  (202a). 
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U.S.  Department  of  Labor 

Within  the  U  S,  Department  of  Labor,  the  Em- 
ployment and  Training  Administration  is  the  agency 
most  directly  supporting  activities  affecting  adoles- 
cents. In  program  year  1989,  funding  for  youth  was 
estimated  to  account  for  58  percent  ($2.2  billion)  of 
the  budget.  Employment  and  Training  Administra- 
tion {ffojects  for  youth  typically  focus  on  adolescents 
and  young  mlults  ages  16  and  over.  The  Employment 
and  lYaining  Administration  suf^rts  employment 
and  training  programs  for  economically  disadvan- 
taged youth  under  the  1982  Job  Training  Partnership 
Act.  TTiree  programs  authorized  under  Titles  II-A, 
n-B,  and  IV  of  the  Job  Partnership  Training  Act 
support  the  provision  of  services  to  high  school 
dropouts  and  potential  dropouts  ages  14  or  16  to  21 
(202b), 

Title  H'A  provides  training  grants  for  disadvan- 
taged adults  and  youth  to  States,  which  pass  on  78 
percent  of  the  funds  to  local  service  delivery  areas 
for  training  of  people  who  are  economically  disad- 
vantaged or  face  oAer  barriers  to  employment  (e.g-, 
lack  of  a  high  school  diploma)  (202b),  Local  service 
delivery  areas  must  spend  40  percent  of  the  fimds  for 
Vi>uth  ages  16  to  21 .  States  must  use  a  portion  of  their 
education  set-a^ide  (8  percent  of  the  total  grant)  for 
literacy  training,  dropout  prevention,  and  school-to- 
wotk  transition  programs.  The  fiscal  year  1990 
appropriation  for  Title  TI-A  was  $1.7  billion. 

Ti^^'^  n-B  provides  Summer  Youth  Employment 
und  Training  grants  for  low-income  youth  to  States, 
which  pass  on  funds  to  service  delivery  areas  for 
summer  on-the-job  training,  work  experience,  and 
suppoitive  services  for  disadvantaged  youth  ages  16 
to  21  (202b).  At  local  option,  14-  and  15-year-olds 
may  also  be  served-  Local  service  delivery  areas' 
plans  must  include  assessments  of  participants' 
reading  and  math  skills  and  describe  available 
remedial  education  activities.  The  fiscal  year  1990 
appropriation  was  $699  miUion, 

Title  IV  authorizes  various  federally  administered 
programs  affecting  adolescents,  such  as  Job  Corps 
and  programs  designed  for  Native  Americans  and 
migrant  workers  (202b).  Job  Coips.  a  joint  venture 
between  the  U.S.  Department  of  Labor,  private 


corporations,  and  noiqTroCit  or^mizations,  provides 
employment  and  treining  in  primarily  residential 
centers  for  severely  disadvant^ed  adolescents  and 
young  adults  ages  16  to  21.  The  U.S*  Depaitn^  of 
Labor  provides  funding  for  the  cent^,  which 
totaled  $741.8  million  in  program  year  1989,  and 
corporations  and  nonprofit  organizations  organize 
and  manage  the  centers  und^  a  contractual  agree- 
ment. In  program  year  1989,  there  were  100,000 
participants  in  Job  Corps.  After  completing  the 
program,  66*9  percent  of  the  participants 
placed  in  jobs  and  16.7  percent  went  on  for  further 
education. 

Title  rV  also  establishes  funding  for  research, 
which  is  administered  by  the  Division  of  Research 
and  Demonstrations  in  the  Office  of  Strategic 
Planning  and  Policy  Development.  One  of  Uie 
fHimary  goals  is  to  address  the  problem  of  unOTi- 
ployed  youth  or  those  at  risk  of  becoming  unem- 
ployed. Specific  programs  include  grants  to  inte- 
grate Federal,  State,  and  local  services;  to  investi- 
gate pattons  of  youth  achievement;  to  link  school 
and  en^loyment  with  appenticeships;  to  evaltiate 
demonstrations  providing  alternative  education  to 
at-risk  youth;  and  to  analyze  interagency  demonstra- 
tions. In  one  recent  year,  there  were  35  such  research 
projects  underway,  and  the  average  cost  per  project 
was  approximately  $275,000. 

Under  the  Employment  and  Training  Administra- 
tion's Office  of  Woric-Based  Learning,  the  Bureau  of 
Apprenticeship  and  Ti^aining  administers  various 
apprenticeship  programs  authorized  by  the  National 
Apprenticeship  Act  of  1937,  F^ral  staff  from  the 
Bureau  of  Apprenticeship  and  Training,  as  well  as 
State  personnel  in  some  States,  assist  in  providing 
technical  assistance  to  the  apprenticeship  programs* 
which  are  sponsored  by  industry*  The  average  age  of 
most  apprentices  is  about  29»  and  about  17  percent 
of  apprentices  are  between  the  ages  of  16  and  22. 
There  is  one  type  of  q^prenticeship  program  de- 
signed specifically  for  adolescents.  The  School-to- 
Apprenticeship  Program,  which  makes  up  less  than 
1  percent  of  all  apprenticeship  programs,  |nx>vides 
adolescents  with  the  opportunity  to  attain  valuable 
job  skills  in  an  q>prenticeship  when  they  are  high 
school  seniors  (101). 
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Adolescents'  Discretionaiy  Time^"^ 

Neither  researchers,  policyxiiakers,  nor  even  par- 
ents know  a  great  deal  about  how  U*S.  adolescents 
use  their  time  when  they  are  not  in  school  or  engaged 
in  basic  maintenance  activities  (e.g«,  eating,  sleep- 
ing). A  number  of  qi^tions  mnain  to  be  answemi. 
Ete  instance,  how  many  hours  p&  week  do  adoles- 
c<mts  typicidly  sp&ttd  in  discretionaiy  aoivities? 
Where  do  diey  engage  in  sudi  activities?  With 
whom,  if  anyone,  are  SMch  f^rtivities  shared?  Further- 
mm^  does  die  use  of  adok^cents*  discretionary  time 
vary  age,  race,  gender  or  other  cultural,  ethnic,  or 
deinogny)hic  factors? 

Despite  the  paucity  of  systematic  data  on  the 
tq)iCt  it  is  virtually  certain  that  the  physical,  social, 
arid  behavioral  developmoit  of  U*S.  adolescoits  is 
sh^xxl,  at  least  in  part,  by  experiences  that  occur 
during  their  discreticmary  time*  Hence,  it  is  likely 
that  die  constractive  and  creative  use  of  discretion- 
ary time  will  enhance  adolescents'  prospects  for 
hodthy  develoimiCTt  Ibward  this  emi,  future  poli- 
cies regarding  adolescent  development  must  be  well 
infonned  by  knowledge  about  the  past,  present,  and 
potential  uses  of  discretionary  tiim. 

Given  the  large  amounts  of  time  that  adolescents 
devote  to  highly  structured  activities  (such  as 
schooling  and  homework)  and  essential  rxuunte- 
nance  activities  (such  as  eating,  sleq)ing,  and 
personal  hygiene),  their  discretionary  time  probably 
constitutes  the  most  abundant  and  flexible  resource 
that  exists  for  the  provision  of  health-enhancing 
programs.  Studies  have  shown  diat  recreational  and 
leisure  activities,  as  weU  as  work  activities,  can 
provide  adolescents  with  opportunities  for  experi- 
ences of  mast^  aiKl  competency  (103);  creativity 
and  self-expression  (50);  self-improvement  and 
self -definition  (12S);  self-fulfillment  and  peiwnal 
meaning  (SO);  enhancement  of  character  and  person- 
ality (103);  testing  oneself  in  competition  (106); 
development  of  interpersonal  and  social  skills  (103); 
and,  the  development  of  autonomy  (S0)«  Leisure  and 
work  activities  also  can  contribute  to  social  experi- 
mentation and  recognition  (125);  improved  physical 
health  (17);  an  increased  sense  of  freedom  (50); 
identification  with  positive  role  models  and  mentors 
(66);  companionship  and  improved  relationships 
with  others  (50);  and,  of  course,  entertairunent  and 


relaxation  (132).  Research  has  shown  that  leisure 
and  work  activities  which  involve  the  attairmi^t  of 
specific  goals  (59)  and  meaningful  g<Ml-dkected 
activity  (65,129)  are  positively  related  to  inqxntant 
developmental  variables  such  as  self-esteem,  jKisi* 
tive  affect,  and  life  satisfaction. 

For  a  numb»  of  reasons,  adolescents  today 
probably  sprad  much  less  tin^  with  dieir  parmts 
and  farnilies  than  in  previous  years.  The  reasons 
include  the  breakdown  of  two-parent  families  due  to 
^>arati<m  and  divorce  (29,77);  the  deterioration  of 
extendi  family  relationships  as  a  r^ult  of  high 
rates  of  geogrq^  nK>bility  and  urban  migration 
(76);  the  npid  eooy  of  mothers  into  the  work  fence 
(216)  and  the  concurrent  en^gence  of  numerous 
''latchkey''  diildren  who  axe  unattended  afto- 
school  (192);  high  incidences  of  parental  substance 
abuse  and  mortal  illness,  and  parents'  attendant 
inability  to  exert  posUive  SM:ializing  effects  upon 
ti^h-  children  (6$);  deo^eased  family  size  and. 
therefore,  fewer  siblings  who  are  available  to 
socialize  youngsters  (16,29);  and,  fiscal  exigencies 
which  constrain  the  availability  of  funds  for  after- 
school  programs  (128). 

AcccH'ding  to  some  observers,  U.S.  adole»:ents 
have  become  increasingly  separated  from  adults, 
have  fewer  adult  responsibilities,  and  communicate 
less  £requenUy  with  adults.  Indeed,  one  study 
indicates  that  relatively  few  adolescents  ask  their 
I^rents  for  advice  about  such  basic  concerns  as  jobs, 
college,  school  problems,  sibling  i^oblems,  health 
or  diet,  drinking,  sex,  trouble  with  other  adolescents, 
and  drags  (154)*  Tb  the  extent  that  adolescents  spend 
less  time  with  their  parents,  tiieir  development  is 
likely  to  be  shaped  less  firequenUy  and  less  influen- 
tially  by  parents  and  more  oftra  by  pe^'s  or  others 
with  whom  adolescents  come  into  contact  during 
their  '"free"  time  or  by  parental  surrogates  and  role 
OKKlels  who  appear  on  television  or  elsewhere. 
Some  observers  suggest  that  the  relative  isolation  of 
adolescents  from  adults  has  helped  to  bring  about 
''adolescent  rolelessness"  (153).  Others  cont^d 
that  adolescents'  insulation  from  ''die  real  business 
of  life"  produces  apathy,  self-hatred,  boredom, 
loneliness,  meaninglessness,  and  acute  feelings  of 
frustration  (46). 
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^This  sectiott  draws  sobstsuitiaUy  fwm  a  jmpcr  ciititk4  **How  Can  Scxrtcty  Contribute  to  Meaningful  Use  of  Adofesceats'  Sparc  Time/*  prtpared 
ooder  ccnitrBct  to  OIA  by  Ronald  Fektora  (66a). 
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Chapter  4— S(^ml$  and  Dlscrstionary  Time  • 


Given  the  centre!  role  of  discrettonary  time  in 
adolescent  growth  and  develo]Hn»it,  it  is  unfortu- 
nate diat  relevant  research  concCTiing  this  topic  is 
very  limited.  Sudi  researdb  is  ^soAtial  to  tetter 
compzehend  how  adolescrats  use  their  discretbnaiy 
^am  and  how  we  can  devise  appiopj  iatc  policies  and 
{Hograms  to  promote  healdi--eiihancing  uses  of 
disoieticmaiy  time. 

How  Do  U.S.  Adolescents  Spemt  Ttmir  Time? 

Results  from  the  Monitoring  the  Fiitmi^High 
Sdiool  Seniors  Survey,  wfaidi  survc^^  a  nationally 
representative  sample  of  about  17,000  US.  high 
sdtool  seniors,  imlic^  that  \5S.  adolescents  con- 
sider di^a^ticmaiy  and  leisure  activities  to  be  of 
great  importance  (8).  Seventy  percent  of  the  high 
school  seniors  who  were  tntoiviewed  in  1986  stated 
that  it  was  either  ^*exiremely  inqnutant''  or  * 'quite 
inqxartant'*  to  have  **plenty  of  time'*  for  recreation 
and  hobbies.  This  was  the  highe^  percentage 
repOTted  in  the  survey*s  10-year  histc»y.  In  consider- 
ing die  attributes  of  preferred  jobs,  78  percou  of  the 
1986  hi^  $dKH)l  sraiors  regarded  mme  than  2 
weeks  of  vacation  as  "pretty  iirqKntent'*  or  **vCTy 
in^xirtant,*'  while  83  percent  deemed  it  **pretty 
important'*  or  **very  important'*  that  their  job  affoid 
••a  lot  of  time  for  other  things  in  life.'*  Both  figures 
were  higher  than  at  any  other  time  in  the  survey's 
histOTy- 

A  review  by  Easterlin  and  Crimmins  further 
substantiates  that  a  significant  shift  has  onerged  in 
the  leisure  aspirations  of  American  acfolescents 
during  the  decade  from  1976  to  1986  (55),  Among 
14  life  goals  stodied,  the  gc^  with  the  greatest 
increase  in  in^rtance  to  adolescents  in  the  dec^e 
from  1976  to  1986  was  *  'havmg  lots  of  money/'  TTie 
1986  adolescrat  respondents  considered  it  much 
more  important  than  their  (x>unteiparts  a  decade 
earlier  to  own  such  items  as  a  vacation  house,  at  least 
two  cars,  and  a  recrcaticmal  vehicle.  Although  in 
both  1976  and  1986  th^  goals  were  exceeded  in 
in^Hniance  by  other  goals,  including  '*a  good 
marriage  and  family  life,**  the  foregoing  goals  rose 
most  in  inqxntance  and  were  integrally  related  to 
high  valuations  of  leisure  tin^. 

Perii^  the  most  systematic  study  of  An^rican 
adolescents'  use  of  time  was  a  study  by  Czikszent* 


Tabto  4«S— Whero  Adotescents  Spand  TY^r  Tliro* 
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SOURCE:  Adi^  from  If.  Oad(tt«ntmfhafyf  and  K  Larson.  B^k^ 
AdofMcmt:  OanStt  mtd  Growfff  in  T^Mnm  r«af»  (Nmv 
York.  NV:  B«t)c  Books.  1084). 

mihalyi  and  Larson  published  in  1984  (44).  These 
investigators  utilized  an  innovative  research  proce* 
dmr  in  which  75  adolescents  were  a^ed  to  cany  an 
electronic  pager  and  apad  of  self-ii^>ort  fonns  for  1 
week.  At  a  random  nK>nK»Qt  mibki  every  2-hour 
period,  a  signal  was  i^t  to  the  i^iger  and  die 
adolescent  was  instructed  to  omiplete  a  seJf-fepm 
form  about  his  or  ho*  activity  at  that  time.  Despite 
sampling  limitations,  this  study  did  provide  an 
overview  of  75  adole^^ts^  daily  e3q>erience. 

As  shown  in  table  4-5»  the  investigates  found  that 
the  ^nopled  adol^cents  spoit  41  p»cent  of  their 
time  at  home,  32  percoit  at  school,  asid  27  po'C^  in 
locations  such  as  firi^ids'  homes,  work  or  parks  (44). 
Much  (nearly  40  percent)  of  the  time  diese  adoles- 
cents ^>ent  M  school  was  spmt  in  places  other  than 


fooosiq>aioadotesoc3iU'atii(iitfestowni^  l]igt  giguy  private 

secuxextMivtsc^ui6estdvm»^mcmM  (215a), 
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the  classroom  (e«g.,  miscellaiieous  lacaticos,  ca- 
feteria, halls,  gym).  Tin^  sp&at  in  these  locations 
fiteqwntly  affcmied  of^xntunities  for  unstnictured 
^>ciai  interaction  with  peers. 

As  shown  in  table  4-6,  the  sampled  adolescents 
spent  40  pocoit  of  their  tin^  in  discretionary 
activities  such  as  socializing,  watching  television, 
reading,  and  engaging  in  spoils  or  gan^  (44),  They 
^poit  qq[nx>ximately  3 1  pm^ent  of  their  tinx  in  daily 
maintenance  activities  such  as  chores,  errands, 
eating,  traveling  firom  one  place  io  another,  sleeping, 
and  personal  care  (e.g.,  grooming,  dressing  and 
bathing).  Finally,  they  spent  29pCTccnt  of  their  tiiro 
in  activities  that  the  mvestigators  characterized  as 
*'pn>diK:tive,*'  primarily  studying,  claraworf^  or 
jobs  and  related  activities.  Even  though  the  sampled 
adolescents  devoted  more  time  to  self-selected 
discretionary  activities  than  to  maintenance  or 
productive  activities,  it  is  probable  that  the  lesearch- 
CTs'  estimates  of  the  subjects'  discretionary  time  are 
low.  The  reason  is  that  data  were  not  collected 
during  such  prime  leisure  periods  as  Sundays, 
weekdays  after  1 1  p.m.,  and  the  summer. 

If  one  considers  the  sampled  adolescents*  leisure 
time  (see  table  4-6),  one  finds  that  the  greatest 
proportion  of  this  was  spent  in  soci^izing;  the 
adolesmits  spent  one-sixth  of  their  waking  hours 
socializing.  In  addition,  the  sampled  adolescents 
reported  engaging  in  conversation  while  studying, 
watching  television,  and  eating.  In  total,  therefore, 
the  sampled  adolescents  jrobably  spent  about  one- 
third  of  their  day  conversing  with  otters.  Hence, 
conversation  was  by  far  the  single  mmt  jrovalrat 
activity  in  the  sampled  adolescents'  lives.  The  next 
largest  amount  of  leisure  time,  after  that  sprat 
socializing,  was  spent  in  watching  television.  TTie 
sampled  adolescents  spent  much  smalla*  propor- 
tions of  their  leisure  time  in  essentially  solitary 
activities  such  as  reading,  thinking,  and  listening  to 
music  or  in  activities  that  typically  involve  friends 
and  peers  such  as  sports  and  games  or  arts  and 
hobbies.  Altogether,  more  than  one-half  of  the 
adolescents'  discretionary  time  was  spent  in  social 
interaction  with  others  and  in  acthities  that  adults 
often  consider  to  be  of  secondary  importance.  In 
terms  of  sheer  amount  of  time,  peers  were  by  far  the 
greatest  presence  in  the  sampled  adolescents'  lives. 

In  the  late  1970s,  Farley  conducted  a  related  study 
with  129  Cl^anadian  adolescents  who  ranged  between 
10  and  17  years  of  age  (60).  Information  regarding 


Dable      What  Adotescents  Spend 
Their  Time  Doing* 

tsi$tirBS<^Mnss(40%) 

SoctadUng    16.0% 

WbteMig  telev^«i   7.2 

Mttwrilmous   ^•^ 

Bea«ng  (rwschpol)   3-5 

Sports  and  {^mas   3-^ 

TOrtdng    2.^ 

Arts  and  h^lri^   1-5 

Ustoc^  to  music   14 

Mtf olsnmce  b^MUbs  (31%) 

Owes  and  errands   14.3 

Eattig..,   5.6 

TVamportatkm   4.9 

Rest  and  napf^   3-2 

Parscmal  care   3-2 

Proaucttv99CtMttes(29%} 

Studying  -   12-7 

Ctesswofk    12  0 

Jc<>s  and  other  acttyfUas   4.3  

dur^  ttw  dcr  8^  vvcDidth^  aetlv)ti»s  (SM 

SOURCE:  Adaptsd  from  M.  CsOmontmmalyf  and  a  Urson, 

Yofk,  NY:  Basic  Books,  1984). 

the  daily  activities  of  129  adolescents  was  collected 
by  recall  of  a  sequential  rw«rd  of  evary  activity  that 
le^d  at  least  IS  minutes.  Aside  frcmi  weekday 
school  Jtttendance,  passive  leisure  was  the  activity 
grouping  that  clearly  (OTMrged  as  the  most  wide- 
spread on  both  weekdays  and  Sundays,  Nearly  90 
p^£^nt  of  the  adolescents  devoted  son^  time  eadi 
day  to  passive  leisure  activities*  On  the  average,  the 
adolescents  in  this  study  spent  2  to  3  hours  per  day 
passively.  Nearly  three-quarters  of  this  time  was 
accounted  for  by  television  watching.  Low  levels  of 
participation  were  recorded  for  such  activities  as 
working  away  from  home,  culmral  or  educational 
activities,  aiui  organizaticmal  activities.  Only  18 
percent  of  the  respondents  participated  in  adolescent 
organizations,  and  an  even  lo^ror  percentage  (12 
percent)  took  part  in  church  activities.  Nevertiieless, 
100  percent  of  the  subjects  who  participated  in 
adolescent  organizations  or  church  activities  re- 
garded these  organizations  as  * 'important*'  or  **very 
important.** 

Related  research  furtho-  supports  the  observation 
that  a  great  deal  of  American  adolescents'  time  is 
spent  watching  television.  Some  smdies  indicate 
that  more  than  70  percent  of  U.S.  adolescents  watch 
television  daily  (105)  and  that  adolescents  spend  up 
to  25  hours  per  week  watching  television  (145,191). 
Hi^anic  adolescents  may  watch  television  for  as 
many  as  30  hours  per  week  (87).  Home-based  video 
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S/saxas  and  televised  music  videos  are  of  increasing 
interest  to  American  adolescents  (42.135).  While 
soa»  critics  legard  the^  leisure  time  activities  as  an 
"addiction"  (189),  the  effects  of  such  activities 
dq)eQd  upon  a  wide  range  of  variables  siK:h  as  the 
extent  of  peer  and  jMuratal  involvenvnt  and  die 
sub^antive  contoat  of  tiie  videos.  Rigorcms  resean:h 
ccmceming  the  effects  of  these  activities  is  virtually 
nonexi^ent 

Schneller  conducted  a  1988  study  of  adol^cents' 
disoetionaiy  activity  based  on  diari»  logged  every 
half  hom  from  the  close  of  school  until  bedtime 
(179).  This  study  found  a  negative  correlation 
between  television  viewing  and  activities  such  as 
particq>ation  in  social  or  cultural  events,  adole$(^t 
nK>vmi«it  activities,  excursicms,  and  outdoOT  games. 
Sehiow  and  Reynolds'  1984  study  of  184  sixth, 
seventh,  and  eighth  graders  similariy  found  a  n^a- 
tive  conelation  between  television  viewing  and 
membership  in  school,  chundi,  and  musical  groups 
(182).  The  authors  concluded  that  extensive  televi- 
sion viewing  entails  "cq^xntunity  costs"  that  pre- 
clude otfiw  fcmns  of  valuable  activity.  Adolescents 
who  view  greater  amounts  of  television  arc  less 
likely  to  take  advantage  of  the  social  learning 
(^ypoitunities  that  can  be  provided  by  group  mem- 
bmhip. 

The  optimimi  amount  of  solitary  activity  is  likely 
to  vaiy  in  accord  with  the  unique  needs  of  each 
adolescent  For  more  mature  adolescents,  increased 
time  alone  generally  is  associated  with  better  adjust- 
ment Although  son»  adolescents  do  not  regaid  the 
c^penence  of  being  alone  as  particularly  pleasant, 
those  who  spend  at  least  a  moderate  amount  of  time 
alone— that  is,  about  30  percent  of  their  waking 
hours— appear  to  be  better  adjusted  than  others 
(108).  Hence,  being  alone  for  reasonable  periods  of 
time  may  serve  a  construci  ^e  develofmiental  func- 
tion for  adolescents  (42,1 15). 

In  con^>arison  with  yc  unger  children,  adolescents 
tend  more  often  to  be  alone  or  with  peeits  during  the 
aiter-school  hours  (192).  Some  studies  have  shown 
that  adolescents  spe^d  up  to  10  hours  per  week  so. 
video  arcades  (149)  and  shopping  malls  {4).^  As 
children  are  increasingly  left  to  fend  for  themselves. 


parmts  fear  about  their  children's  safety  (62). 
Anrang  otha  diings,  dwy  esqaess  concern  albout 
after-school  injuries,  excrasive  television  viewing^ 
being  kidnqyped,  and  sexual  abuse  (98).  Qmcur- 
rently,  di^  wony  Uiat  dieir  adol»ceiit  children  may 
m)t  be  utilizing  thdr  discretionaiy  tin»e  in  a  way 
which  contributes  to  mac  effective  social,  emo- 
tional, and  behavioral  develc^nnent 

Attemtim  form  Constvctive  Use  of 
Adofoseents*  DiarBtlonaiy  Time 

As  discussed  elsewhere  in  diis  Report,^  since  at 
least  the  early  1900s.  a  number  of  extrafamilial 
youth-s«ving  agencies  and,  to  some  extent  other 
entiti^  (e.g.,  schools,  munic^  recreation  centers) 
have  developed  to  enhance  adolescents'  axess  to 
l^lth-<»diancing  alternatives  for  occiq>ying  dieir 
disoetionary  time.  Just  as  there  has  bem  little 
systKnatic  research  on  Iww,  whrae,  why.  and  with 
whom  adolescents  spend  their  discretionary  time, 
thoe  has  been  little  systematic  research  into  die 
nature,  quality,  and  effectivoiess  of  existing  alterna- 
tives for  the  constructive  use  of  adolescents*  discre- 
tionary time.  N(metheless,  as  discussed  below,  many 
of  these  entities  have  atten^ned  to  base  their 
programs  on  research  on  adolescent  development 
and  the  prevention  of  problem  bdbavior.  Views  on 
the  basic  requiren^nts  of  programs  to  promote 
h^llhy  adolescent  develotnnent  are  discussed  below, 
as  arc  sevaal  typical  programs  and,  wl^  available, 
evaluations  of  dieir  effectivmess,  Pdrhfq>s  because 
adolescents'  discretionary  time  has  not  been  a 
central  focus  of  research  or  policy  develofsnent, 
several  issues  about  the  nature  of  th^  alternatives 
have  yet  to  be  resolved.  These  issues  arc  raised  in  the 
next  section  of  diis  chapter. 

Basic  Requirements  of  Alternatives  for  the 
Constructive  Use  of  Adolescents' 
Discretionaiy  Time 

AccOTding  to  K^wsLy  and  Lefstein,  a  number  of 
factors  are  of  particular  importance  in  the  design  of 
effective  and  developnuntally  af^iropfiate  jnograms 
for  adolescents  (I07).28  Such  factors  include  self- 
exploration  and  definition,  nManingful  partic^a- 
tion,  positive  interaction  with  peers  and  adults. 


a^ubstance  abuse prohtenwainajg  u  s.  adolescents  arc  discus&ed  in  ch.  12.  -Alcoliol.  Tbhacco.  and  Dreg  Abuse:  PtcveaaiMi  and  S^vfces."  in  diis 
^Soe  ch.  2.  *'Wbit  Is  Adolescent  Health?**  in  ^  votumc. 

2»Cuncm  miderstaadii^  of  the  devetofmicntal  needs  of  adolescents  are  discussed  in  ck  2,  *'What  Is  Adohsccm  Health?'*  In  this  volume. 
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physical  activity,  competence  and  achievement,  and 
^cture  and  clear  limits.  Kmwsky  and  Lefstein 
wggest  tiiat  effective  jrogwns  for  adolescents 
ought  to  be  characterized  by  the  following  *'noime- 
gotiable*'  criteria:  tihey  must  have  a  clearly  define 
mission;  be  responsible  to  tl^  local  connnunity;  be 
safe  and  clean;  and  be  caring,  enjoyable  and 
supervised.  Mo;eovcr,  they  must  meet  at  least  once 
weekly  in  the  after-school  hours,  be  locally  based, 
and  be  available  daring  vacations*  Several  other 
criteria  are  regarded  by  Kerewsky  and  Lefstein  as 
*  •negotiable*' — that  is,  desirable  und»  ideal  cir- 
cumstances but  hardly  expected  in  all  instances 
(107).  Specifically,  ^grams  should  be  accessible 
both  physically  ami  tinancially;  include  parent 
participation  and  provide  in-s^i^  training  fm 
staff;  and  have  a  means  of  asses^g  the  results.  And , 
to  the  extern  possible,  programs  should  not  overlap 
with  local  organizations  and  should  proc^^  upon 
the  tesis  of  interagency  collaboration.  A  variety  of 
adolescent  programs  n^t  many,  if  not  all,  of  these 
criteria. 

Lefstein  and  Lipsilz  assert  that  ^>p-opriaie  and 
effective  program  alternatives  for  adolescents  must 
take  plai^  in  enviromnents  that  offer  realistic 
expectations  for  adolescents,  caring  relationships 
with  adults,  and  diverse  opportunities  for  consuiic- 
tive  and  enjoyable  activities  with  peers  (120). 

Costello  suggests  that  adoles<xnts  must  acquire 
four  important  cecities  that  are  essential  for 
well-functioning  adults:  1)  jAysical  vitality,  2)  the 
ability  to  sustain  caring  relationships,  3)  resourceful- 
ness, and  4)  social  connect^iness  (41).  Tbward  these 
ends,  adolescent  development  programs  should 
enable  adolescents  to  engage  in  physical  and  mental 
activities  which  are  adequate  to  accomplishing  the 
tasks  of  everyday  life.  They  should  promote  adoles- 
cents* sense  of  self-worth  and  the  well-being  of 
others  in  the  family  and  the  community-  They  should 
promote  adolescents'  ability  to  seek  and  sift  infor- 
mation, apply  practical  knowledge,  and  improve 
one's  cognitive  and  social  skills  And,  they  ought  to 
strengthen  adolescents*  sense  of  affiliation  with  a 
social  conmiunity,  which  validates  the  adolescents' 
personal  identity,  {provides  suf^ort  and  services,  and 
requires  contributions  in  turn. 

The  available  literature  suggests  the  efficacy  of 
basing  program  design  efforts  on  a  developmental 


2^0  ontcr  to  more  accurately  rcflwri  its  membership,  the  Boys  Clubs 


penq>cctive  regarding  adol^cents  (66a).  Adoles- 
cents mature  at  varying  rates.  Both  developanoital 
and  programmatic  needs  may  differ  consickrably  in 
s^cord  wUh  such  factcH^  as  the  paiticqMmts'  gemler, 
race,  srcioecoiKmiic  status,  and  ethnicity  (107)- 
MOTcnvCT,  the  quantity,  quality,  and  operational 
featuties  of  pmg^axns  for  adolescents  can  be  expect 
to  vary  in  accord  with  die  nature  of  d»  respective 
communities  in  which  they  are  loca^.  The  accessi- 
bility and  utility  of  adolescent  development  pro- 
grams necessarily  are  sh^>ed  siKrh  factors  as  die 
conununity*s  financial  resources,  geographic  loca- 
tion, and  demogn^c  conqK>$ition* 

The  available  lit^Bture  reveals  many  ways  for 
American  adolescents  to  spend  iheir  discretionary 
time»  These  nmy  be  eith^  fwmally  mganized, 
informally  organized,  or  unorganized  (66a).  Sev^ 
types  of  programs  are  discussed  further  below. 

Youth-Serving  Organizations 

Many  youth-serving  programs  are  sponsored  by 
national  organizations  that  are  funded  primarily  by 
the  independent  sector.  One  tabulation  indicates  that 
more  than  300  naticmal  youth  organizations  operate 
with  chiq)ters  of  varying  size  throughout  the  United 
States  (6 1 ).  Two  of  the  largest  national  organizations 
ttre  the  Boy  Scouts  and  the  4-H  Oubs,  each  with  a 
memberdiip  of  over  four  million  youth  in  1986,  The 
membCTrfiip  in  these  and  seven  otho"  majOT  youth 
organizations  (Girl  Scouts  of  America,  Boys  and 
Girls  Clubs,  Young  Men's  and  Young  Women*s 
Christian  Association,  Camp  Fire,  and  Salvation 
Army)  totaled  17  million  in  1980,  representing  over 
one-third  of  all  elementary  and  high-school  age 
youths  (113). 

Long  established  agencies  donunate  the  adoles- 
cent service  field.  In  1983,  for  example,  the  Boy 
Scouts  of  America  had  a  1983  membership  equal  to 
15.9  percent  of  all  American  males  7  through  16 
years  of  age  (19).  Between  1972  and  1983,  however, 
the  number  of  Scouts  and  Explorers  in  die  organiza- 
tion declined  by  22  percent,  from  2,405^20  youth  to 
1,867,982  (19).  From  1984  through  1988,  by  con- 
trast,  some  youth  organizations  e?q>erienced  in- 
creases in  mcmbership--e.g.,  the  Boys  Clubs^  (+2 
percent).  Girl  Scouts  (+8  percent).  Boy  Scouts  (+16 
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pereeni).  Girls  Qubs-^  (+25  perccnt)t  and  Can^  Fire 
(+48  pax'int).  Coxicuimitly,  liowevCT,  fliere  was  a 
decline  in  ti^  youth  niembei^p  of  the  YMCA  and 
YWCA  (60). 

In  recent  yeai^*  the  Boy  Scouts,  Gir!  Scouts,  &e 
Salvation  Anny,  and  related  ofganizations  hove 
progressed  substantl^y  beyond  their  original  mis* 
sions.  They  have  establi^ed  a  variety  of  new 
l»X)grams  including  after^  school  programs  fix  latch- 
key diildren,  problem-solving  programs  for  minor* 
ity  youths,  and  programs  thai  help  parents  to 
promote  ethical  d^nsionmaking  on  tl^  part  of  then- 
children.  Some  organizati(ms  have  ctevised  highly 
taigeted  programs  for  special  populations  such  as 
runaways  and  neglected  or  abused  adole^^ts. 

Within  the  private  sector,  the  Boys  and  Girls 
C!lubs  of  America  is  the  majOT  nation'w^  oi^aniza* 
don  widi  a  prin^uy  foctis  on  direct  service  for 
disadvantaged  youths.  In  1983,  the  Boys  Chibs 
served  about  12  million  youth  (20).  Of  these,  61 
percent  ranged  in  age  from  1 1  to  1 8  years,  75  percent 
were  from  families  with  annual  incon^  under 
$ 12,000, 30 perceat  firom  families  that  receive  public 
assistam^,  5 1  percent  £rom  minority  famil^s,  and  46 
percent  from  single-parent  househoMs  (20).  Data 
finom  1988  indicate  that  the  m^hbership  of  the  Boys 
and  Girls  Oubs  of  America  has  remained  stable  with 
1 .285  million  monbers  at  1,100  fiocilities  across  the 
Nation  (21),  However,  the  iropoxtkmof  11-  to-18-year- 
old  membm  declined  firom  61  p^cent  in  1983  to  S3 
percent  in  1988. 

Boys  and  Girls  Clubs'  (sxigrams  focus  on  a  broad 
range  of  concerns  including  citizenship  and  leader- 
ship development,  health  and  fitness,  adolescent 
employment,  delinquency  invention,  and  the  pro- 
motion  of  talent  in  sports  and  the  arts.  The  Boys  and 
Girls  Clubs  have  developed  curricula  for  youth 
programs  in  a  number  of  areas,  including  health 
;m>motion,  delinquency  prevention,  adoles<^t  em- 
ployment, citizen  and  leadership  development*  alco- 
hol abuse  prevention,  and  education  for  family  life. 

The  Girls  Clubs  of  America  (now  Girls  Inc.) 
experienced  an  increase  in  membership  firom  200,000 
in  1984  to  250,000  in  1988  (81).  U  also  experienced 
in  increase  during  the  same  period  in  the  proportion 
of  black,  Hispanic,  and  Asian  memb^s  (firom  44 
percent  to  50  percent)-  However,  only  29  percent  of 


Girls  Club  members  range  in  age  from  12  to  ISyrars 
(81).  Among  die  Girls  Qubs*  innovative  programs 
are  AIDS  education,  a  pivgnancy  prevention  pro- 
grams, BioKlly  PEERsuasion  (a  program  fm  sub- 
stance abuse  prevention),  and  Opefaticm  SMART 
(science,  math,  and  retevant  technology). 

As  Wynn  and  colteagues  have  noted,  adolescents 
can  participate  in  a  wide  range  of  programs  ofifeitd 
by  indepmdent  sector  m'ganizations.  V*ic:t  are 
career  groiq>s  such  as  Junior  Adlievemen^,  chiuacter- 
building  OTganizations  such  as  the  Boy  Scouts; 
political  groiq7S  like  Young  D«m>crats  and  Young 
R^ublicans;  veterans*  OTganizations  such  as  the 
Sons  of  the  Veterans  of  Foreign  Wars;  hobby  groups 
such  as  Junior  I%ilatelists  of  Amoica;  and,  ethnic 
groups  like  the  Ukianian  Youth  Organization  and 
Indian  Youth  of  Amoica  (20S).  In  the  absence  of 
adequate  surveys,  however,  few  systematic  data  are 
available  regarding  the  total  number  of  adolescoits 
who  paiticipate  in  privatt^ly  siq)ported  youth  organi- 
zaticMis.  It  is  e^Kcially  difficult  to  a^^citain  the 
membei^hq}  of  such  private  organizations  as  high 
school  firatemities,  sororities,  and  local  social  clubs. 

A  numbo^  of  studies  have  reported  bmeflcial 
effects  as  a  result  of  program  participation  in 
national  youth-serving  organizations.  In  1987,  La- 
dewig  and  Thomas  found,  for  instance,  that  former 
4-H  members  attaimd  higher  levels  of  education 
than  nonparticipants  and,  as  adults,  were  more  likely 
to  be  involved  in  civic  activities  and  political 
organizations  (114).  Likewise,  a  large-scale  survey 
of  high  school  eeniors  by  Hanks  found  that  adoles* 
cents^  p^fticii^tion  in  voluntaiy  organizations  was 
related  to  subsequent  voting  behavior  and  involve- 
ment in  political  cam^migns  (92). 

Community  Service  Programs 

Approximately  4,000 adolescent  community  serv- 
ice programs  are  in  existence  in  the  United  States 
(181).  The  programs  include  more  than  50  fuU-time 
youth  service  corps,  5S0  campus-based  service 
programs,  3,000  school-based  service  programs,  at 
least  50  service  corps  and  programs  that  are  organ- 
ize by  local  communities,  and  Federal  service 
programs  overseen  by  ACTION. 

Cities  are  particularly  active  sponsors  of  youth 
service  programs.  Thus,  for  instance,  the  City 
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Vohmlcer  Corps  of  New  York  Qty  (CVC),  with  an 
annual  $8  million  budget  has  picmemd  volunteer 
effoite  in  human  service  delivoy.  It  has  established 
a  ]m)gram  for  high  school  adolescents  who  w(»k 
fuU-time  in  the  sumn^  and  i^-time  during  the 
school  year*  In  1988,  CVC  instituted  a  nnaU 
program  for  students  already  in  college,  offoing 
rammer  stipends  and  bonuses  foi  oi^  and  two 
smesto^  of  part-time  Corps  wcmIl  About  600  CVC 
volunteers  wotIc  on  projects  in  city  building 
rehabilitation,  centm  fot  retarded  adults,  nurdng 
homes,  and  schools.  Ev^  3  months,  the  partici- 
pants change  projects  so  that  they  can  have  a  var^ty 
of  envffonmrattal  and  human  servi^  w(Hk  experi- 
ences during  a  1-year  p^od.  CVC  also  ofifer^ 
completion  incentives:  $2500  for  those  who  ccmi- 
plele  1  year  of  savice,  or  $5000  toward  college  for 
those  who  choose  to  resume  tteir  studies  (210). 

Adolescents  who  particip^  in  community  serv- 
ice programs  can  obtain  a  variety  of  benefits.  A 
surv^  of  a  random  san^le  of  participants  in  projects 
^xmsortd  by  young  voluntea:s  overseen  by  the 
Federal  program  ACTION  fcnmd  that  die  young 
participants  intended  to  continue  volunteo*  servk:e 
both  in  school  and  as  adults  and,  also,  that  they 
would  encourage  others  to  volunteer  (2).  Mineover, 
adolescent  participants  have  reported  gains  in  under- 
standing community  service,  ability  to  work  with 
others,  developn^t  of  career  objective,  willing- 
ness to  learn,  and  reduced  need  for  supervision. 
Calabrese  and  Schuma'^s  study  of  ninth  grade 
participants  in  a  20-wedc  school  community  service 
program  showed  reduced  levels  of  aliencttion,  isola- 
tion, and  discipline  problems  (26).  Likewise^  in  a 
study  of  11- to- 17-year-old  volunteers  in  commu- 
nity improvenwnt  projects,  Hamilton  and  Fenzel 
found  that  participants  developed  positive  attitudes 
toward  social  re^nsibility  for  needy  people  and  a 
commitment  toward  continued  volunteer  w<n)c  (90). 
Participants  also  developed  vocational  and  interper- 
sonal skills  and  gained  greater  knowledge  of  them- 
selves acui  others. 

School-Based  Programs 

Schools  typically  are  accessible  and  often-used 
sites  for  adolescent  developn^nt  and  adolescent 
service  activities.  Peer  counseling  and  peer  tutoring 
programs  are  among  the  nu>st  successful  and  visible 
programs  that  have  been  offi^ed  in  schools.  Such 
programs  often  are  reported  to  yield  a  wide  range  of 


braefits  both  fm  the  tutecs  and  tl^  tutors  (48,80, 
111,1 16)«  Reported  benefits  include  gains  in  tests  of 
ego  and  mOTal  developmoit  (32).  Adolracents  in 
such  programs  have  been  employed  as  counselors 
(49),  trainers  (126),  th^apists  for  the  mnediation  of 
bdiavior  discmlers  (33),  and  peer  n^diators.  In  rae 
New  York  Ci^  school,  adminifinitors  reported  diat 
ape^  mediation  program  cut  the  suqxosion  rate  in 
half  (52). 

Many  school-based  {rograms  addiess  adolescent 
poblms  primarily  cm  a  reactive  basis*  but  some 
schocrf  systems  also  have  initiated  a  wide  range  of 
cimmiunity  service  poiograms  diat  are  essentially 
{nt>active  and  prevoitive  in  nature.  Following  escten- 
sive  deliberations,  die  Carnegie  Council  on  Adoles- 
cent Develcpm»it  rKCHnmexuled  that  adolracmt 
conmiunity  service  be  part  of  the  wit  program  in 
middle  school  education  (27).  The  Carnegie  Council 
<m  Adolescent  Develoimient  observed  that  students 
can  volunte^  to  wak  in  sudi  diverse  settings  as 
senior  citizen  centers,  nursing  homes,  soiq>  kitdhens, 
diild  care  caters,  paries,  and  environromtal  centers. 
Assistance  for  sudi  programs  can  be  jnovided  by 
institutions  of  higher  education.  Ihc  Early  Adoles- 
cent Helper  Ptogram  of  the  City  Univefsi^'  of  New 
York,  for  example,  has  involved  hundreds  of  stu- 
dents from  1 7  New  Yorik  City  middle  and  junior  high 
schools  in  educational  enrichment  and  adolescent 
service  activities  (27). 

Significant  benefits  for  adoles(^ts  have  been 
identified  by  many  studies  of  school-based  pro- 
grams. Thus,  Conrad  and  Hedin*s  study  of  4,000 
students  in  experiential  educational  programs  re* 
port^  that  the  students  showed  improvonents  in 
seif*^teem,  moral  reasoning,  personal  and  social 
development,  attitudes  toward  adults,  and  involve- 
n^t  in  die  community  (36).  Similarly,  Hanks  and 
Eckland*s  smdy  of  1,627  high  sdiool  sophomores 
found  that  participation  in  sdiool-based  extracurric- 
ular activities  is  associated  with  later  educational 
attainment  and  with  participation  in  aduU  voluntaiy 
OTganizatEons  (93).  Related  studies  have  shown 
iwticipation  in  extracurricular  activities  to  be  asso- 
ciated with  higher  educational  goals  (190),  subse- 
quent educational  attainment  (1S9),  occupational 
attainment  and  incon^  (160),  and  particifmtion  in 
voluntary  organizations  and  the  political  process 
(161).  The  studies  do  nol  allow  any  firm  conclusions 
about  causality. 


Some  studied  suggest  that  partidpation  toi  extraciFiteutar 
activities  can  ka^  adotoso^ns  H)  school  and 
enhance  ttieir  ^i^mto  progress. 

Municipal  Recreation  Centers 

Numerous  adolescent  developn^nt  pragrams  have 
been  established  at  municipal  recreation  c^ntm 
throughout  the  Nation. 

As  noted  by  Lefstein  and  Lipstiz^  for  exan^Ie*  the 
Arlington  County  (Virginia)  Recreation  Ehvision 
operates  neighborhood  centm  that  offer  planned 
activities  and  drop-in  programs  for  adolescents 
(120X  A  Junior  Jamboree  program  is  conducted  on 
alternate  Satiudays  which  offers  arts  and  crafts, 
sports,  cookings  Held  trips,  and  health  information 
for  12-  to  15-year-oids  (120). 

Similarly,  the  Concord  (California)  Recreation 
and  Human  Services  Division  has  created  a  I^art- 
ment  of  Leisure  Services  which  operates  a  city-wide 
reo'eation  program  at  elen^taiy  schools,  intemus 
diate  schools,  high  schools,  and  local  conununity 
centers  (120).  The  Depaitment  of  Leisure  Smices 
has  established  a  variety  of  adolescent  Service 
T^get  Programs  for  low-incon^  neighborhoods 
what:  parents  cannot  afford  to  pay  for  special 
out-of-school  activities  for  their  children.  Besides 
offering  an  extensive  array  of  gan^,  ^rts,  and 
^Tecial  interest  classes,  the  program  seeks  to  help  the 
participants  to  build  social  skills  and  to  experience 
a  world  other  than  their  own  impovmshed  neighbor- 
hoods by  means  of  parties,  exctirsions  out  of  the 
neighborhood,  and  other  events.  After  1  year  of 
programming  that  included  recreation,  counseling, 
and  employment,  juvenile  crime  decreased  in  three 
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target  neightK»^oods  31  percent,  63  percoit,  and 
69  percent,  respectively  (120). 

A  unique  a>llaborative  program  witfi  tlu^  private 
sector  has  been  establish^  by  fl^  East  Oakland 
(California)  Youth  Developnrat  Ctoter  (1^).  The 
centOT  sponsors  a  cmnprehensive  im>gram  dsat  ofifers 
job  skills  development,  teste  skills  tirtraing,  mm- 
seling,  ^  recreation.  Over  1,000  suiolescents  rang- 
ing in  age  from  10  to  21  years  are  registend  as 
mraibers  (120).  While  the  City  of  Oakland  invested 
$350,000  in  coimmmity  development  fuitds  toward 
initi^on  of  the  {RPgram,  the  Youth  Develqmirat 
Cratex  was  launched  largely  by  means  of  an 
aggressive  fimdraising  canq^aign  conducted  by  the 
Onnmunity  Affairs  Department  of  Qorox  Ccmi- 
pany.  The  Qorox  Company  contributed  $247,(X)0 
toward  constmcticm  of  the  cento*,  pledged  $50,0(X) 
annually  for  program  operation,  and  initiated  an 
endowment  cwqsaign  aimed  at  matching  the  com- 
pany's own  gift  of  $L5  million.  Since  the  Center 
opened,  25  foundations  and  more  than  70  corpora- 
tions have  contributed  funds  for  its  operation  (120). 

Churches  and  Synagogees 

There  is  a  great  i^ed  for  ample  and  diverse 
family-based  activities  that  are  attractive  to  adoles- 
cents. Churches  and  synagogues  are  amcmg  the 
foremost  institutions  that  can  offer  such  activities  on 
a  regular  basis. 

Some  of  the  most  extensive  family-oriented 
programs  have  been  devi^  by  the  Church  of  Jestis 
Christ  of  Latter  Day  Saints  (Momions)  (197).  The 
Mormon  church  pronK>tes  wholesoiM  recreaticw'* 
as  a  port  of  its  religious  creed  by  setting  aside  1 
weekday  evening  as  a  ^'Family  Activity  Night** 
(197).  Families  are  free  to  choose  the  activity  that 
they  desire  but  are  encouraged  to  engage  in  varied 
and  challenging  activities  that  appeal  to  all  age 
groups.  The  church  makes  available  a  con^s^rehen- 
sive  Family  Resource  Manual  which  idratifies 
family  enrichment  activities  (e.g.,  fint  aid,  food 
storage,  and  home  repairs)  as  well  as  physical, 
cultural,  social  and  intellectual  activities.  Each 
church  parish  has  a  small  wtivities  committee  that 
helps  families  to  develop  their  own  activities. 
Information  about  exemplary  programs  is  dissoni- 
nated  to  other  such  committees  on  a  yearly  basis. 

Churches  and  synagogues  also  have  sponsored  a 
wide  range  of  community  service  programs  (120) 
and  family  camps  for  parents  and  their  children. 
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Some  of  these  have  introduced  [nt>gramming  that 
teaches  or  leinfcures  sel^rted  fmnily  and  smnetal 
values  (96),  while  odiers  have  concentrated  on 
sports,  skills  development,  or  cultural  and  educa- 
tional learning  such  as  was  introduced  by  the 
Chautauqua  movement  (S8). 

Other  AllornativBS 

^^ous  innovative  alternatives  for  the  constmc- 
tive  use  of  adolescrats*  discreticmary  time  have  been 
developed  by  a  wide  range  of  agencies  at  the 
national,  regional,  and  local  levels. 

One  innovative  alternative  is  a  family  recreation 
program,  known  as  **Tbgcther  Is  Better/*  that  has 
been  intxtxluced  nationally  by  tibe  Canadian  Parks 
ami  R^reation  Association  (95).  This  program 
emphasizes  a  high  degree  of  intoaction  among 
family  members.  Examples  include  fionily  picnics* 
g^>up  hikes,  and  family  games.  Information  kits 
about  activities  such  as  kite-making,  backyard 
caiiq)ing»  hiking,  and  tracing  family  trees  are  distrilv 
uted  nationally.  A  major  marketing  campaign  gives 
the  overall  program  a  central  focus  and  creates  high 
visibility. 

The  U.S.  Air  Forceps  Community  Action  Program 
sponsored  a  Youth  Services  Camping  Ptogram  for 
boys  in  the  Stale  of  Michigan,  that  brought  together 
590  14-  to  17-year-old  low  achieve,  predelin- 
quents, expelled  or  suspended  students^  and  wards  of 
the  court  (201).  The  Youth  Services  Camping 
Program  emphasized  vocational  opportunities, 
health  care,  recreation,  feUowship  and  leidership. 
The  behaviors  and  self-concepts  of  all  categories  of 
the  boys  particip^g  improved  substantially  (201). 
A  suburban  community  center  achieved  similar 
re.5ults  by  integrating  small  numbers  of  antisocial 
adolescents  into  activity  groups  with  prosocial 
adolescents  (67),  Innovative  adolescent  develop- 
n^nt  programming  can  occur  at  community  centers 
and  neighborhood  agencies  sponsored  by  religious 
organizations,  fraternal  associations  and  other 
groups.  Revitalized  efforts  at  these  sites  and  otho's 
can  c^italize  upon  major  adolescent  development 
resources  that  have  b^n  underutilized  in  recent 
decades. 

Public  libraries  are  important,  but  often  over- 
looked, sites  for  adolescent  development  programs. 
Some  libraries  offer  creative  opportunities  for  ado- 
lescents to  provide  support  across  generations  in- 
^•i^ding  service  as  storytellers  for  young  children 
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and  as  ''ccmiput^  tutors''  for  childien  and  aduitt 
(172).  Tbey  also  o£fer  int>gram5  Iot  ronsolidating 
acadiraiic  and  r^Kiing  sldlb,  learning  practical  life 
skills  sudd  as  budget  plmning  and  hunting  safety, 
and  exploring  social  or  emotional  issues  that  are 
relevant  to  adolesc»ice  (215). 

Hnally*  paid  jobs  constitute  an  in^xntant  resource 
for  the  construc^ve  use  of  i»Iole$cents*  discretionary 
time  (3).  As  are  other  altematives»  paid  jobs  are 
likely  to  be  most  beneficial  whoi  they  engage 
adolescents  in  meaningful  ta^,  faring  dtem  into 
regular  contact  w^  adults  and  responsible  peers, 
and  provide  fair  and  adequate  remuneration  for  the 
services  that  are  provided  (183).  Sjwcial  care  must 
be  takm  to  oisure  that  adolescrats  do  not  devote 
excessive  amounts  of  time  to  paid  jobs  and  ttereby 
forgo  opportunities  to  keep  up  widi  their  sclK>olw(nk 
or  to  t^  part  in  odiex  growth-enhancing  activities 
with  their  peers  and  family  (193)* 

Major  Issues  In  th»  Elaboration  ol  Health' 
Enhancing  Attematim  lor  the  Use  of 
Adolescents'  Discretionary  Time 

A  number  of  major  issues  must  be  addressed  if 
significant  in^Trovements  are  to  be  made  in  the 
quantity,  quality,  and  diversity  of  health-^ihancing 
alternatives  for  America's  adolescents.  These  par- 
tain  bo^  to  toey  barriers  that  inq)ede  the  develop- 
n^nt  of  innovative  programs  and  to  a  variety  of 
imanswered  questions  that  must  be  resolved,  at  least 
in  pan,  if  significant  advances  are  to  be  made. 

Counterproductive  Theories  of 
Adolescent  Development 

Adolescent  services,  and  the  misperceptions  upon 
which  they  often  are  bi^,  have  evolved  largely 
from  theories  of  adolescent  deviance  (199).  These 
fomiulations  view  adolescents,  particularly  those 
from  low-income  househokis,  as  essentially  deviant 
or  potentially  deviant.  From  this  stanc^int^  adults 
must  guide  adolescents  along  a  fairly  narrow  path 
toward  adulthcxxi  and  they  must  correct  and  con- 
strain those  who  stray.  Given  the  prevalence  of  this 
per^>ective,  programs  are  most  likely  to  be  funded 
when  they  can  claim  the  cecity  to  combat  a 
particular  deviancy  such  as  drug  use,  vandalism,  or 
delinquency.  Proactive  and  jn^ventive  programs  are 
less  likely  to  attract  the  financial  support  that  they 
deserve. 

r  ^ 

V  i 


Chapter  4— Sctwob  aiui  l>t$crgtlonary  Tim  •  11-97 


Correspondingly,  agencies  that  serve  adolescents 
son^times  tend  to  overreact  to  incidmts  of  adoles- 
cent deviance  that  are  dq)icted  by  the  mass  media. 
This  can  lead  them  to  em{diasize  i^graras  that  are 
essOTtially  reactive  rathw  than  proKtive.  It  also 
reinforces  the  stereotype  of  **ddole$cents  as  devi- 
ants'' on  the  part  of  the  public,  policymokm,  and  the 
^ol^cent  service  cc»nmunity .  The  r^ult  is  a  highly 
firagimnted  sovice  delivery  system,  increased  barri- 
ers to  the  elaboration  of  holistic  service  delivery 
programs,  and  heightened  activity  by  entrepreneurial 
agencies  that  may  design  their  programs  nK)re  to 
reflect  the  availability  of  public  funds  than  the 
serious  needs  of  the  community. 


Categorical  Funding  Sources 

The  specialized  funding  that  has  been  promoted 
by  single-purpose  advocacy  gioups,  legislative  com- 
mittee syis^ns,  and  narrowly  targeted  adolescent 
service  bureaucracies  make  tlwe  delivery  of  conqne- 
hensive  adolescent  slices  all  but  impossible.  The 
ability  of  both  public  and  private  agencies  to  pkm 
o^erent  adolescent  services  is  often  undermin^  by 
the  rigidity  of  Federal,  State,  and  local  categoric£d 
funding  requirements  and  by  &e  tendency  to  formu- 
late narrowly  targeted  contnu:ts  in  response  to 
specific  problems  that  come  to  the  public's  aware- 
ness (135).  Legislative  committee  systems  used  to 
formulate  public  poticies  and  programs  often  tend  to 
conceptualize  adolescents  categorically  as  drug- 
usors,  runaways,  adolescents  in  need  of  job  training, 
or  in  terms  of  similarly  constraining  definitions  that 
overlook  the  fact  that  a  single  adolescent  may  have 
multiple  needs*^^  In  the  real  world,  the  same 
adolescent  is  often  a  dropout,  a  drug  abuser,  a  mother 
or  a  fathex,  in  need  of  mental  health  care,  and 
unen^loyable  in  the  local  labor  market — a  fact  that 
politicians,  grantmakers,  service  providers,  and  even 
families  son^times  fail  to  recognize  (51,199). 

Categorical  conceptualizations  have  led  to  the 
haphazard  growth  of  speciaiiied  direct  service 
agencies  and  provided  little  opportunity  or  incentive 
for  programs  to  cooperate,  coordinate,  or  engage  in 
systematic  long-term  planning  of  comprehensive 
adolescent  programs. 


Anodic^  problem  is  that  public  and  private  fimds 
for  adoIes<^t  programs  trod  to  be  awarM  on  a 
shOTt-t^m  basts.  But,  what  funds  are  doled  out  for 
only  1,  2,  or  3  years  at  a  time,  it  is  virtually 
in^ossible  to  plan  coherent  long-term  jniograms  and 
to  develop  initiatives  ^  i»ek  to  sustain  w  expand 
hard-wcm  gains*  It  also  is  difficult  to  retain  talented 
staff  who  may  have  nK»e  ^^cure  jobs  waiting 
elsewhere.  Inordinate  staff  attention  must  be  di- 
rected constantly  toward  ^  acquisition  of  financial 
resources.  A  patchwork  quilt  aggregation  of  powly 
interrelated  aiKi  inadequately  integrated  {m^grams 
may  raserge  from  a  myriad  of  fuiKling  sources. 
Monger,  counterproductive  competition  can  occur 
on  the  part  of  agencies  who  might  otherwise  benefit 
firom  a  collabOTative  and  coUegial  relati(»L;:«4^«  Time 
spoit  in  school  and  time  spent  in  discretkmary 
(nonschool,  nonmaintenance)  activities  constitute 
large  segmrats  of  an  adolescent^s  life*  Outside  the 
family  and  home,^^  school  buildings  and  persormel, 
and  peers  and  adults  in  omununity  settings  (includ- 
ing the  media)  constitute  inqxirtant  and  influential 
environments  for  adolescents.  Tliis  Uu^^ter  re- 
viewed shortcomings  in  many  of  these  settings  and 
ways  in  which  these  enviroiunents  can  be  improved. 

Peblic  Support  ¥.  Private  Support 

A  fundan^ntal  issue  in  the  provision  of  adoles- 
cent development  programs  pertains  to  the  optimum 
mix  betw^n  piri>lic  support  and  private  siqyport. 
Private  auspices  may  be  highly  effective  for  die 
creation  and  sustenance  of  such  programs.  Yet  there 
are  communities  that  do  not  have  the  resources — 
whether  in  funds  or  in  leadership — to  support  the 
development  of  an  infitistrocture  which  is  sufficient 
to  create  and  nraintain  an  array  of  programs. 

Key  questions  regarding  diis  issue  have  been 
articulated  by  Wynn  and  colleagues  (215).  If  the 
provision  of  community  supports  fen*  adolescent 
development  programs  ought  to  be  throu^  volun- 
tary efforts,  where  can  resources  be  found  to  sustain 
them  at  an  adequate  level?  Should  a  quasi-public 
corporation  or  organization  be  created  to  assist  in 
stimulating  and  sustaining  community  support?  Or, 
should  government  play  a  more  active  role  in  die 
provision  of  community  supports?  Might  we  actu- 
ally need  to  create  a  social  care  and  community 
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support  system  like  our  educational  system  or  health 
caie  system  to  foster  the  develofHrnnt  of  adolescrat 
I»ograms7  How  can  govemn^t  effectively  support 
the  infcmnalt  voluntary,  and  associationai  nature  of 
many  existing  and  potential  fomis  of  community 
suf^xm?  And,  would  government  bring  wiUi  it  rigid 
framulas  or  bureaiKratic  q^proaches  that  are  anti- 
thetical to  the  exigence  of  commimity  supports? 

An  overview  of  Federal  expenditures  for  children 
and  adolescents  indicates  that  only  a  scant  portion  of 
govemn^tal  resources  is  devoted  to  nonschool 
develqnnental  programs*^^  In  1 980,  for  instance,  the 
greatest  pracenti^es  of  Fed»^  outl^s  for  children 
ami  adolescents  were  for  income  maintenance  pro- 
grams (3S.S  percent),  nutrition  (19.4  percent),  edu- 
cation (16J5  percrat),  health  (8.4  percent),  employ- 
ment (6.4  percent),  housing  (S3  percent),  and 
ccHmmmity  development  (S.2  percent)*  A  relatively 
small  percentage  was  allocated  for  child  care  (2.4 
po'cent),  juvenile  justice  (0.6  percent),  or  recreation 
(0  J  percMt),  Moreover,  U.S.  Government  expendi- 
tures for  recreation  declined  steadily,  from  0.5 
pm^nt  of  the  domestic  Federal  budget  in  1%4  to 
only  03  percent  in  1980  (34).  In  Britain,  by  contrast, 
youth  work  receives  approximately  15  percent  of 
the  national  budget  (215)*  The  scant  attention 
directed  toward  recreation  and  leisure  programs  for 
VS.  adolescents  is  reflected  at  the  State  level  as  well 
as  the  Fed^  level.  Of  56  States,  tmitories,  and  the 
District  of  Columbia  participating  in  the  1982  White 
House  Conference  on  Children  and  Youth,  only  6 
treated  recreation  and  leisure  as  a  major  concern  in 
their  statewide  conferences  (205). 

New  York  City  sponsors  a  Youth  Bureau  that  is 
re^>onsible  for  planning,  implementing,  and  moni- 
toring development  and  delinquency  prevention 
in-ograms  for  adolescents.  The  Youth  Bureau  con- 
tracts with  community-based  organizations  to  pro- 
vide services  for  youth*  The  community-based 
programs  with  which  the  Youth  Bureau  contracts 
typically  provide  recreational,  educational,  counsel- 
ing, cultural  enrichment,  and  vocational  services. 
Here  were  582  such  contract  agencies  in  fiscal  year 
1989  with  a  budget  of  $30J  million  (134).  Alto- 
gether, the  agency *s  budget  averages  less  than  $16 
per  adolescent  in  New  York  City. 


Common  Infrastructure  v.  Adolescents 
as  a  Special  Case 

A  strong  case  can  be  made  fm*  tte  provision  of 
special  funding  and  program  initiatives  designed 
expressly  for  adoles<^ts>  Imfeed,  a  sound  invest- 
ment in  adol^cent  development  progran^  can  be 
expected  to  yield  highly  b^eficial  long*term  out- 
comes for  society  as  a  whole*  Adolescents  who  are 
properly  challenged,  motivate  ai^  trained  are 
likely  to  develop  into  m^ure  and  responsible 
parrots,  bfeadwinners,  and  citizens. 

Nevertheless,  alternative  strategies  for  funding 
and  program  development  also  can  be  c<msidered.  It 
has  been  suggested,  for  instance,  diat  programs  can 
be  devised  which  are  based  upon  the  common  needs 
of  varying  at-risk  populations.  By  this  formulation, 
the  provision  of  community  stqqpmts  can  be  thought 
of  not  as  categorical  responses  to  a  separate  and 
independent  adole^ent  population  but  as  ways  in 
which  (^nnmunities  can  assist  a  broad  range  of 
individuals  widi  a>mmon  interests  and  needs  (215). 
Thus,  efforts  to  convey  information  about  healdi  and 
educational  resources,  |m>vide  transportaticm  serv- 
ices for  isolated  or  dependent  individuals,  or  inqile- 
ment  mutual  assistance  programs  can  be  organized 
across  age  groups  rath^  than  by  means  of  a  single 
age  category.  Systematic  study  of  the  relative 
advantages  and  disadvantages  oif  these  approaches 
and  others  would  be  useful* 

Adolescent  Development,  Recreation, 
or  Employment? 

In  an  era  of  limited  resources,  it  is  essential  to 
ascertain  what  proportions  of  available  fimds  can  be 
allocated  optimally  to  initiatives  that  aim,  respec- 
tively, at  adolescent  develofmient,  recreation,  em- 
ployment,  or  other  goals.  The  guidelines  for  this  task 
will  be  detemiined  largely  by  the  particular  subpop- 
ulations  of  adolescents  under  consideration*  Thus, 
adolescents  firom  economically  impoverished  fami- 
lies or  neighboihoods  may  benefit  relatively  more 
than  other  adolescents  from  programs  that  offer  job 
skills  training  or  employment  opportunities.  Never- 
theless, the  goals  of  adolescent  developn^t,  recrea- 
tion, and  enq>loyment  need  not  be  mutually  exclu- 
sive. Many  l^rpes  of  programs  can  progress  toward 
all  three  objectives  albeit  in  varying  respects  and  at 
differing  rates. 
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Extent  of  Adult  Involvement  and  Supervision 

Adult  invoWen:ieitt  may  be  neoe^^ 
or  siq)ervision  of  especially  conq)lex  or  demanding 
{mgrams  and  for  programs  that  are  geased  primarily 
toward  younger  adolescoits.  lb  the  extent  possible, 
tlK>ugh,  adolescents  themselves  should  be  actively 
engaged  in  die  design  and  q>eration  of  their  own 
programs.  In  son^  cases  when  »iult8  aie  involved, 
|m)fessionaI  training  may  be  desirable.  Such  training 
may  be  particularly  important  for  the  design  and 
iiq>leii»ntation  of  programs  that  require  exten^ve 
cxpestisc  in  administration  or  for  programs  that 
serve  large  numbm  of  seriously  disturbed  adoles- 
cents. Graduate  training  in  adol^c^nt  woric  and  die 
related  hewing  professions  has  proven  benefkial  in 
programs  for  such  high-risk  pojmlations  as  antiso- 
cial adolesc^ts  (67)  and  adolescents  whose  parents 
are  n^ntally  ill  (68)*  Clearly,  however,  adult  volim- 
teers  can  contribute  safely  and  cost-effectively  to  the 
vast  majority  of  programs  that  aim  to  promcHe 
health-enhancing  activities  on  the  part  of  adoles- 
cents. A  more  conceited  effort  to  involve  adult 
volunteers  may  be  ne^ed.  Because  some  of  the 
^olescents  and  institutions'  volunteers  may  be 
dealing  with  may  present  serious  obstacles,  it  will  be 
in^pOTtant  to  provide  sqqnopriate  support  and  referral 
netwoiics  to  adult  volunteers. 

Differing  Needs  for  Differing 
Adolescent  Populations 

Fairly  little  is  known  about  the  differing  develop- 
mental needs  of  jKuticular  groups  of  adolescents. 
Patterns  may  or  may  not  be  similar  in  varying 
subcultures.  Increase  peer-group  orientation  and  a 
growing  interest  in  group  activities  during  early  and 
middle  adolescence  has  been  observed  concurrently, 
for  instance,  in  England  (1S7),  Australia  (78),  and 
the  United  States  (67)*  Yet,  a  crosscultural  study  of 
school  dropouts  has  shown  that  Australian  and 
American  adolescents  who  quit  sm)ndary  school 
use  their  leisure  tinK:  in  difTerent  wa^^s  (15).  Austra- 
lian school  leavers  typically  spend  their  extra  time  in 
sports  and  recreation.  By  contrast,  American  drop- 
outs re|x>rt  more  visiting,  loafing,  and  problon 
behaviors.  The  investigators  posit  that  these  difTex- 
ences  reflect  the  differential  structuring  of  available 
activities  for  adolescents  in  the  two  societies  nUber 
dian  national  differences  in  leisure  preferences. 
They  suggest  father  that  some  of  the  deleterious 
consequences  that  are  presumed  to  follow  from 
dropping  out  in  America  reflect  the  daily  social 


cTcperiences  of  dropouts  in  this  country  more  dian 
the  act  of  quitting  school 

Cultural  and  subcultural  variati<ms  often  are 
evid^it  in  die  use  of  discretionary  tin^  by  adoles* 
cents.  Hispanic  adotescents,  for  instance,  <tevote 
more  time  dian  white  noi^'Hispanic  ado^cents  to 
television  viewing  (87).  White  fuiol^scesits  are  more 
likely  to  have  paid  j(>b$  than  black  adolescoits  (66a). 
Yet  diese  variations  also  may  reflect  ^idi  factors  as 
the  decreased  availability  of  two-parott  families  for 
certain  categories  of  adol^mits^  OKne  dual-career 
couple,  reduced  «iq)loyn^t  o;q)ortunities,  and 
diminished  community  availability  of  le»ure  altar- 
natives  such  as  public  libraries,  after-sdiool  pro- 
grams, and  for-profit  or  nonprofit  youth  service 
agencies.  A  study  of  Chicago  neigjbborhoods  has 
shown,  for  instance,  that  m  areas  where  the  median 
family  income  is  below  $25,000,  die  average  num- 
ber of  childrra  per  each  available  public  library  is 
twice  the  number  of  childresi  in  areas  with  hi^er 
family  income  (196).  More  than  twice  as  much 
money  was  spent  per  child  on  libraries  in  die  m^re 
affluent  neighborhoods. 

Adolescent  programs  can  profitably  bring  to- 
gether adolescents  fiom  diffoing  social,  cultural  and 
behavioral  badcgrounds.  The  most  dramatic  exam- 
ples in  this  regard  p^tain  to  programs  that  integrate 
adolesc^ts  with  bdiavioral  problems  into  groups  of 
'^normal^'  pern  in  classrcKmi  or  lecieational 
tings  (23,39,47,88,170,217),  Peer-based  '•dierapy** 
jHograms  for  adolescents  typically  have  been  re- 
garded as  failures  when  interventions  wm  at- 
tempted solely  in  groins  conqnised  of  antisocial 
peers  and  at  institutions  denoted  j^imarily  as  correc* 
tional  or  m^tal  healdi  settings  (13,109,13i;214). 
The  latter  tend  to  be  unnecessarily  stigmatizing.  Jn 
contrast,  e;q>erimratal  evidrace  suggests  diat  antiso- 
cial adolescents  are  more  likely  to  achieve  bdiav- 
ioral  gains  when  they  are  treated  among  prosocial 
pea:s  and  when  the  interventions  are  offered  in 
nonstigmatizing  environments  such  as  community 
centers  (67). 

Adolescents'  needs  may  also  be  different  at 
different  times  of  the  day.  OTA  ot^erv^  that  more 
programs  and  facilities  are  available  during  die  day, 
but  not  at  night  or  on  weekends  when  adolescoits 
may  have  tittle  to  do.  Some  conununities  have  set  up 
Friday  night  dances,  midnight  basketball  sessions, 
and  the  like,  but  these  seem  to  be  the  exc^on  rather 
than  the  rule.  Often,  administrative  convenience 
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lalher  than  adolescent  need  seems  to  be  the  deter- 
mining factor  in  pogram  develofnmnt. 

National  Yonth  Senrice 

Sinc^  the  days  of  the  post-Depiession  Civilian 
CJonsCTvation  Coips  (CCC),  tihtere  has  bom  debate  in 
this  country  a>nc«ining  the  desirability  of  a  n^onal 
youth  service.  The  factors  that  arc  regarcfed  as 
impOTtant  to  the  success  of  the  CCC  ou^  peihi^ 
to  be  considered  as  oitoia  the  evaluation  of 
future  proposals  conc^ning  a  national  youth  service 
(57)-  Fira,  the  CCC  was  operated  with  a  clear  sense 
of  purpose*  nao^ly,  conservation  work  and  eco- 
nomic support,  as  opposed  to  purely  adolescent 
developmrat  objectives.  Second,  &e  CCC  empha- 
sized productivity-  Third,  many  CCC  projects  were 
highly  visible  to  surrounding  communities  and  to  the 
country  at  large.  Fourth,  local  communities  had  a 
voice  in  projects  undertaken  by  the  CCC.  Ai^,  fifth, 
each  CCC  canq>  made  distinct  contributions  to  the 
local  economy. 

New  models  of  ns^onal  youth  service  have  been 
endorsed  by  groups  such  as  The  Commission  on 
Work,  Family  and  Citizenship  of  The  William  T 
Grant  Foundation  (210),  advocacy  organizations 
such  as  the  Coalition  for  National  Service  (56),  and 
the  public  in  general,  who  favor  voluntary  service  by 
a  ratio  of  better  than  seven  to  one  (56). 

Because  of  the  size,  visibility  and  vast  impact  of 
any  fomi  of  national  youth  service,  public  accep* 
tance  of  such  an  initiative  will  depend  upon  the 
answers  to  a  variety  of  questions.  These  are  likely  to 
be  based  not  only  on  economic  considerations  but  on 
philosophical  and  political  ones  as  well,  lb  cite  but 
a  few:  Should  a  national  service  program  be 
mandatory  or  voluntary?  Should  it  be  in  lieu  of 
military  service  or  in  addition  to  it?  Should  it  be 
during  high  school  or  afterwards?  Should  it  offer 
economic  incentives  to  the  participants  or  not?  What 
is  the  preferred  length  of  service?  WUl  participants 
n^s^ily  replace  employed  adult  woikers?  What 
should  be  the  respective  roles  of  federal  and  local 
authorities?  And,  what  are  the  relative  economic 
costs  and  benefits? 

Few  of  these  questions  can  be  answered  defini- 
tively. Yet,  several  key  consideration  are  worth 
noting.  With  regard  to  financial  costs  and  benefits, 
for  exan^Ie,  a  study  of  the  California  Conservation 
Corps  by  PubKc/Rrivate  Ventures  estimates  $  L34  in 
^"efits  for  each  dollar  spent  in  the  program  (210). 
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A  second  study  raggests  that  the  jnx^Knticmate 
benefit  is  even  higher,  to  wit,  $L60  in  public  berofit 
for  each  dollar  spent  by  the  Corps  (210).  The  Job 
Corps  has  been  similarfy  evaluated.  Ameses  have 
shown  that  &e  Job  Corps  increases  earnings,  enables 
its  graduates  to  be  onployed  longer,  and  he^  many 
to  go  on  to  iiill-time  study  (210). 

Rom  1934  through  1939, 90,000  aaes  of  land  in 
the  Capitol  F^rost  in  Washington  State  was  refor- 
ested by  the  CCC  at  an  i^^ximate  cost  $270,000 
(101).  In  1981,  tte  acr^ige  was  harvested,  and  the 
timb^  vahie  was  plac^  conservatively  at  $7,000 
per  acre,  or  $630,0(X),000«  Exan^>les  such  as  this 
dramatize  not  only  the  fact  tiiat  si^iificant  financial 
benefits  can  accrue  from  lai^e*scale  youtfi  service 
programs  but  also  that  planners  and  politicians  must 
calculate  their  relative  benefits  on  a  long-term  basis. 
They  must  act  upon  the  same  {nineties  of  '^delayed 
graiiiic  ition**  thai  are  regarded  as  so  essential  to  die 
develc^mrat  of  healthy  adolescoits* 

RevitalizBtlon  anil  RsinsUtirtion  of  Social  Senrtcs 
Agency  Programs 

In  the  pad  several  decades,  much  of  the  Nation's 
organizatiraal  infrastructure  for  adolescent  develop- 
ment programs  has  deteriorated.  Traditional  social 
s^ice  agencies  such  as  nei^boihood  houses  and 
community  centers  have  increasingly  relocated  to 
afiQuent  suburban  areas;  diey  have  en^loyed  non- 
professional and  volunteer  perscmnel  more  readily 
ibm  professionals;  and  they  reduced  the  quantity 
and  quality  of  their  programs  for  adolescents  (2(X)). 
Ne  vortheless,  neighborhood  houses,  conmumity  cen* 
ters,  and  other  social  s^vice  agencies  can  constitute 
excellent  settings  for  leisure  and  community  service 
programs  for  adolescents  of  all  ages.  Many  observ- 
ers believe  they  nmy  be  mrae  productive  sites  for 
helping  high-risk  adolescents  than  conventional 
types  of  treatment  organizations  (68)*  Hie  develop- 
mental gains  that  are  achieved  by  adolescents  in 
such  settings  can  be  readily  generalized  to  their 
natural  environn^nts  and  can  be  achieved  on  the 
basis  of  expenditures  that  may  be  as  much  as  80 
parent  lower  than  for  comparable  interv^ition 
programs  in  mental  health  or  juvenile  justice  settings 
(67). 

A  significant  revitalization  of  social  service 
agencies  would  require  a  major  infusion  of  Federal, 
State,  and  local  support  Amcmg  other  ttiings,  funds 
will  be  necessary  to  train  professionals  ami  volun- 
teers and  perhaps  constroct  or  renovate  facilities  in 
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Revitalizad  sodal  s^vtee  agmotos  ooukt  work  to  develop 
volunteer  opportunlttos  that  strengthen  tntergefwationat 
oomectlons  among  adoi^oents  and  adults  from  different 
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high-need  areas.  Revitalized  social  service  agencies 
could  explore  new  ways  to  involve  adolescents  in 
instnunental  tasks  as  well  as  in  purely  recreational 
activities.  They  could  sponsor  nonprofit  or  for-profit 
adolescent-operated  enterprises  and  can  provide 
seed  money,  technical  assistance  and  supervision. 
They  can  work  with  schools  to  develop  leisure 
counseling  centers  and  can  develop  volunteer  oppor- 
tunities that  strengthen  into^generational  connec- 
tions among  adolescents  and  adults  from  difierent 
social  and  economic  backgrounds.  They  also  could 
establish  fimded  positions  for  adolescents  to  serve  as 
^jprentice-level  adolescent  workers. 

Recent  Federal  inftiative:  National  and  Community 
Service  Act  of  1990 

In  1990,  Congress  passed  a  law  designed  to 
enhance  opportunities  for  national  and  (x>mmun^ 
service  for  all  U.S.  citizens,  particularly  the  disad- 
vantaged. This  law,  the  National  and  Community 


Service  Act  of  1990  (PtibUc  Uw  101-610),  author- 
izes Federal  financial  assistant  fm  a  numbOT  of 
voluntary  service  programs,  including  programs  for 
in-school  and  out-of-school  adolescents.  In  {msent- 
ing  the  rationate  for  die  legislatiout  die  senatorial 
authors  of  the  legislation  argued  in  part  fliat  (S. 1430, 
101st  Congms,  2d  session): 

(1)  service  to  the  community  and  the  Naticm  is  a 
re^nsibility  of  all  citizois  of  die  United 
Stat^,  regaidl^  of  the  econmnic  level  at  i%e 
of  such  citiz^; 

(2)  citizens  of  the  United  States  who  become 
oigaged  in  service  at  a  young  age  will  better 
understand  the  respcmsibilities  of  citizenship 
and  continue  to  sme  the  community  into 
adulthood; 

(3)  serving  odiers  builds  self-esteem  and  teaches 
teamwork,  decisionmaking,  and  j^blrai- 
solving; 

(4)  the  70,000,000  youth  of  the  United  States 
who  are  between  the  ages  of  S  and  25  offer  a 
powerful  and  largely  untapped  resource  for 
community  service; 

(5)  conserviuion  «>rps  and  human  service  corps 
l^ovide  important  benefits  to  participants  and 
to  the  community; 

(6)  the  Volunteer  in  Service  to  America  Pro- 
gram is  one  of  the  most  cost  effective  means 
of  figihting  poverty  in  the  United  States. « . 

Many  of  the  activities  and  program  requix«n^ts 
authorized  by  the  National  and  Community  Service 
Act  of  1990  (Public  Law  101-610)  are  particularly 
relevant  to  aitolescrats. 

Title  I  of  the  National  and  Community  Service 
Act  of  1990  establishes  a  National  and  Conununity 
Service  State  Grant  Piogram*  Several  subL:*les  of 
Title  I  are  relevant  to  adolescent: 

Subtitle  B.  School-Aged  Service  (Serve  Amer- 
ica; The  Community  Service,  Schools  and 
Service  Learning  Act  of  1990).^  This  subtitle 
provides  Serve  America  grants  to  States  or 
local  applicants  for  service-learning  programs 
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for  studoits,^  community  service  programs^ 
aiui  adult  volunteer  programs*  Far  thsi  latter  two 
programs,  dropouts  and  other  om-of-school 
youtti  (indtvkluals  umtar  age  27  who  have  not 
con^Ieted  college  or  the  equtvaloit  a^  who 
are  mtt  in  school)  are  taig^  participants  and 
recipknts.  Serve  America  grants  will  be  admin- 
i^ered  by  the  Conmiisdcm  (m  National  and 
C<Hnmunity  Service  ^tablished  under  Subtitle 
G(202b), 

— SiUHitle  C.  American  Conservation  and  Youth 
Corps  (Am^can  Conservation  and  Youth 
Smicc  Corps  Act  of  1990)— This  authorizes 
grants  to  States*  IxMlian  tribes,  local  agodctes,  to 
the  Secretary  of  Agriculture,  to  the  Secretary  of 
the  Intoior,  cff  to  the  Director  of  ACTION  for 
the  creation  or  expansion  of  full-time  or  sum* 
n^  youdi  service  {nxygrams  focusing  on  con- 
station  and  human  soviet.  FiiU-time  youth 
service  programs  are  intended  for  16-  to  25*year- 
olds,  and  the  sunouner  youth  savi<^  {Hograms 
are  intended  for  IS-  to  21-year-oIds.  The  law 
requires  that  participams*  educational  levels  be 
assessed  and  that  participants  be  provided  with 
approjmate  education  and  training.  Priority  fos: 
services  must  be  given  to  participants  without 
high  school  d^lcnnas,  and  the  program  must 
enable  such  participants  to  earn  a  diploma  or  its 
equivalent*  Arrangen^ts  may  be  maite  with 
sdiools  to  t^grade  literacy  skills,  obtain  high 
school  diplomas  or  the  equivalent,  obtain 
college  degrees,  or  inqnt>ve  work  skills.  Youth 
corps  grants  will  be  administered  by  the  Com- 
mission on  National  and  Community  Service 
(202b). 

— Subtide  D,  National  and  Community  Service 
(National  and  Community  Service  Act) — ^This 
authorizes  grants  to  States  and  Indian  tribes  for 
the  creation  of  full-  and  part-time  naticmal  and 
commimity  service  programs  to  address  unn^t 
educational,  human,  envirmunental,  and  public 
safety  needs,  especially  those  needs  relating  to 
poverty.  The  programs  will  include  full-  and 
part-time  volunteers  s^e  17  and  older.  National 
and  Community  Service  grants  will  be  admin- 
istered by  the  Coitunission  on  National  and 
Community  Service  (202b)- 


— Subtitle  E.  Innovative  and  Denwnstration  Fro- 
grams  and  Projects — One  part  of  this  proviites 
for  grants  to  States  and  Indian  tribes  fw  die 
aeation  of  iimovative  vohinteei  service  pro- 
grams. Section  165  authorize  a  sural  youth 
servi^  <tenK>nstration  project  Fkojects  may 
include  volunteer  service  invcdvii^  tfie  elderiy 
ami  asdsted-living  services  peifiranwd  by  sm- 
dents,  school  dropouts^  ami  out-of-school  youth. 

— SuMtle  G.  National  Commis^n  on  National 
and  Ctmmunity  Service— Tim  establisl^  the 
Naticmal  Ccnmnissicm  on  National  mi  Com** 
munity  Service  to  admini^  Title  I  programs. 
The  Conmtib^km  is  to  be  conqwsed  of  21 
numbers  to  be  sfpoint^  by  &e  Fitraidait  The 
S^mtary  ofEducation,  Seoetary  of  Heald>  and 
Human  Services^  Secretary  of  LaboTt  Secretary 
of  Int^ior,  Secretary  of  Agriculture,  and  die 
Director  of  ACTION  shall  serve  as  ex-officio 
numbers  of  the  C(»nmission.  Not  later  dian 
January  1, 1993,  the  Rrei^dtexit  shall  prepare  and 
submit  to  Congress  a  report  containing  recom- 
mendations for  the  improven^nt  of  die  admin- 
istration and  coordination  of  volunteff ,  na- 
tional»  and  community  sa:vice  programs  ad- 
minist^ed  by  ACnON»  the  Commission  on 
National  Service,  and  other  Federal  ratities. 

Congiess  authorized  $56  million  for  Titk  I  in  fiscal 
year  1991,  $95.5  milUon  in  fiscal  year  1992,  and 
$105  million  for  fiscal  year  1993.  In  each  of  these 
years,  not  less  than  30  percent  is  to  be  allocated  fOT 
subtitle  B,  not  less  than  30  percent  for  subtitle  C,  and 
not  less  than  30  percent  for  subtitle  D.  In  each  year, 
Congiess  authorized  $2  million  for  the  National 
Commission  on  National  and  Community  Service. 

Title  n  of  the  National  and  Community  Service 
Act  of  1990 modifies  a  number  of  existing  programs. 
The  following  subtides  aro  relevant  to  adolescents: 

— Subtitle  B.  Youthbuild  Projects  (amends  the 
Domestic  Volunteo-  Service  Act  of  1973  (42 
use  4951  et  ie^>— This  provides  for  the 
Director  of  ACTION,  in  i^nsultaticm  with  the 
Secretary  of  Labor,  to  provide  Federal  grants 
for  Youdibtiild  projects.  Such  projects,  which 
involve  constructing  and  rdiabilitating  housing 


^Tbe  law  ddSt^  service  learning  as  a  method  omier  which  siudms  ktam  az»l  develop  Ummgh  active  paitic^ntion  hi  Ofganizeid  service  cJipcrieDCGS 
(fast  nmtactBAlctmtnRmitynexHSsaxsda^  are  coo  academic 
cnnicnltQxi:  tbal  provides  students  wiOx  oppcftnnilies  to  ose  newly  acqnirod  ddlls  amf  iccowledge  In  ital  life  gituaticw  in  their  own  commanirtes;  and 
that  ecdxances  what  is  tati^t  in  acliool  hy  cKcndiog  smdent  leamiqg  beycK^I  the  classroom  into  the  ccRnntonity  and  ht^p$  to  foster  the  deveic^Bsent  of 
cense  of  earing  for  others  (HtSe  I*  Suhdde  A,  Sec*  101*  I>enniBom). 
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and  cmnmunity  facilities  (e.g.,  youth  recreation 
centers,  ^or  citizen  cmt^,  community 
health  centers)  for  low-inctmie  people,  are 
intended  to  provide  eamcanically  disadvan- 
taged young  people  with  opportunities  for 
service  to  their  communities  toad  oppcntunities 
to  obtain  ^lucation  and  employment  skills.  At 
least  75  percent  of  die  participants  must  be 
individuals  who  are  ages  16  to  24, 
ically  disadvantaged,  and  high  school  dropouts 
whose  reading  and  math  skills  are  at  or  below 
the  eighth  grade  level.  Projects  must  ]m>vide 
basic  skills  instruction  and  ren^dial  education, 
bilingual  education  for  jrarticipants  with  lim- 
ited English  proficiency,  and  secondary  educa- 
tion leading  to  a  high  school  diploma  or  its 
equivalent. 

— Subtitle  C.  Amendments  to  Student  Literacy 
Corps  (amends  the  Higher  Education  Act  of 
1965  (20  use  1018))— This  amends  the  act  to 
give  priority  in  providing  mtoring  services  to 
educationally  disadvantaged  students  receiving 
services  under  Ch^lcr  1  of  Title  I  of  the 
Elementary  and  Set^ndaiy  Education  Act  of 
1965  and  to.  illiterate  parents  of  educationally 
or  economically  disadvantaged  elementary 
school  students,  with  special  emjAasis  on 
single-parent  households. 

For  Title  H,  Congress  authorized  $5  million  for 
fiscal  year  1991,  $7.5  for  fiscal  year  1992,  and  $10 
million  for  fiscal  year  1993. 

While  the  total  amounts  authorized  for  programs 
with  a  considerable  emphasis  on  adolescoits  are  not 
very  large,  the  National  and  Community  S(^ce  Act 
of  1990  does  begin  to  adchress  many  of  the  concerns 
about  adolescent  rolelessness  and  pieparation  for  the 
future  expressed  by  numerous  observers  (160,330). 
It  is  too  early  to  judge  the  effectiveness  of  the 
legislation  in  improving  the  lives  of  aiolescents,  but 
Congress  could  encourage  the  newly  established 
Commission  on  National  and  Community  Service 
(also  established  by  Public  Law  101-610),  to  evalu- 
ate systematically  the  inq>act  on  adolescents  in  the 
Commission's  report  to  Congress. 


Conclusions  and  Policy  Implications 

Time  sp^t  in  sch(X)l  and  time  spcm  in  discretion- 
aty  (nonschool,  nonmaintenance)  activities  consti- 
tute large  segments  of  an  adolesc^t's  life.  Outside 
the  family  ami  home,^  important  and  influential 
mvironments  fra:  adolescents  im:lude  school  build- 
ings and  po'sonnel,  ami  peers  and  adults  in  commu- 
nity Kttings  (including  the  media).  This  duster  has 
reviewed  sevoal  shOTttxnnings  in  many  school  and 
other  environments  and  suggest^  ways  in  which 
these  enviromnents  can  be  inqnoved. 

Although  little  systematic  «iq)irical  research  has 
been  supported,  the  ^dies  that  have  been  conducted 
suggest  that  academic  and  lK»lth  outcomes  of 
adolescent  students  are  influmcxd  by  »;^ool  envi- 
ronments. Overall,  school  environments  that  facili- 
tate iKiolescCTt  well-being  take  the  shi^  of  small 
(fewer  than  1,000  students  in  the  school,  and  15  to 
20  per  class),  comfortable,  safe,  intellectually  en- 
g^ing,  and  emoticHially  intimate  communities. 
Transitions  are  minimized,  and  when  diey  must 
occur,  they  are  managed  with  a  view  toward  imeting 
the  developmentally  approjniate  needs  of  adoles- 
cents. Ibachers  are  encouraged  to  initisto  and 
devel€>p  new  programs  that  are  sensitive  to  the 
diversity  of  their  ^dents.  The  curriculum  reqxmds 
to  individuality  as  well  as  to  differences,  while 
developing  a  common  knowledge  base  among 
studems  in  a  particular  school.  Ibadier,  parent,  and 
student  particqiaticm  in  decisionmaking  is  encour- 
aged. Unfommately,  diis  combination  of  features 
charactCTizes  few  schools,  particularly  those  public 
schools  serving  socioeconomically  and  education- 
ally disadvantaged  students,  many  of  whom  are 
racial  and  ethnic  minorities.  Instead,  the  larger,  often 
impersonal,  schools  that  these  students  attend  have 
been  found  to  be  associated  with  hi^er  rates  of 
retention  in  gr^e,  suspensions  from  school,  disci- 
pline and  crime  problems,  lowered  social  cohesion, 
more  negative  ^dent  attitudes,  and  greater  student 
passivity  (including  lower  participation  in  school 
activities,  and  less  intmiction  with  faculty). 

Specific  practices  such  as  tracking  and  "teaching 
to  the  test"  for  minimum  competency  tesdng  have 
been  associated  with  lowered  levels  of  academic 
achii  vement,  retenticm  in  gracte,  and  school  drq>out, 
cspec  ally  for  low  income  racial  and  ethnic  minority 


''Pamus  and  fmniUes'  inflitenccs  oa  adolescent  health  tre  reviewed  inch.  3.  "Panoits  and  Families'  Infltience  on  Adolesceat  Heahb."  and  eUewlKte 
is  tUi  vcrfume. 
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students.  Althoug}i  school  practices  md  policies  are 
rarely  inveioigated  tbeir  direct  links  to  attol^cent 
health  and  well-being»  studies  have  shown  that  lower 
graites  are  associated  with  violence  toward  school 
prop^,  other  delinquercyt  and  {Hegnancy.  Stu- 
dents who  are  retained  in  grade  school  are  more 
lilrely  to  drop  out  of  sdiool  before  graduation^  In 
tum^  schcK>l  dn^ut  is  associated  with  high  r^s  of 
mbsequent  pomty  and  uneixq)loynient,  underem- 
ploym»it,  diminished  earnings,  and  adolescent 
nancy  and  parenting. 

Adolescents,  particularly  females,  can  be  particu- 
larly hamied  by  the  transition  firom  elementary  to 
middle  or  junior  hig^  school  grades,  if  such  transi- 
ticms  are  not  hancUed  well  in  die  middle  school 
setting*  The  oiviroimient  of  the  typical  juniw  or 
middle  school  adolescent  has  been  found  to  clash 
with  early  adolescents'  needs  for  autoncnny,  tteir 
budding  cognitive  abilities  to  think  at  an  abstract 
level,  dMsir  heightened  i^eds  for  intimacy,  and  their 
heightened  self-consciousness. 

Ibachers*  attitudes  and  parental  involvement  are 
critical  links  in  the  relationshq^  between  school 
policies  and  environments  and  health  outcomes  for 
adolescents.  Ibachers'  attitudes  toward  students 
tend  to  be  more  positive  in  schools  that  are  ^nailer, 
use  decentralize  governance  and  jwticipatory  deci- 
sionmaking, and  rely  less  on  standardized  testing. 
Parental  involvement  in  schools  has  been  shown  to 
be  related  to  increasing  the  responsivity  and  effi- 
ciency of  schools  and  to  fair  treatment  of  studoits, 
but  the  evidence  on  academic  achieven^t  is  mixed. 

Some  interventions  have  yielded  increased  toler- 
ance aaross  racial  groups  and  improvemoits  in  the 
self-esteem  or  academic  i^hievement  of  racial  and 
ethnic  minorities;  these  interventions  include  expo- 
sure to  pe!m)ns  of  dififoing  cultural  l^dcgrounds, 
learning  in  mixed-ability  groupings,  a  multicultural 
curriculum,  bilingual  education,  and  school-based 
collaborations  with  minority  communities. 

Much  of  adolescents'  time  is  spent  away  from 
schooL  The  scarce  data  that  are  available  suggest 
that  sufficient  o|^>ortunities  do  not  exist  for  adoles- 
cents to  spend  their  discretionary  time  in  ways  that 
are  attractive  and  satisfying,  conducive  to  healthy 
development^  and  acceptable  to  the  adult  commu- 
nity. The  problem  has  bwn  found  to  be  woree  in  poor 
than  in  ir^ddle-class  communities. 

-  ERiC 


Hie  Federal  share  in  funding  for  schools  (6.3 
percent  of  public  school  revenues  in  1988)  rose  until 
1980,  when  it  began  to  fall  again.  Financial  and 
programmatic  siqjport  for  recreation  and  youtiti 
service  activities  from  Federal,  State,  and  local 
govomi^ts,  and  the  private  for-profit  secusr,  has 
been  n^er  and  fragmented.  FMeral  support  for 
4-H  chibs  and,  more  it»:ently,  the  N^tticmal  ami 
Community  Service  Act  of  1990  (Public  Law 
101-610)  is  an  exception. 
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Chapter  5 

ACCIDENTAL  INJURIES:  PREVENTION  AND  SERVICES^ 


Introduction 

Broadly  q>eaking,  iojuiies  to  adolescrats  arc  of 
two  goseral  types,  accidental  (or  unintentional) 
injuiii^  and  nonacddratal  injuries  such  as  those 
iolUcted  in  suicide  attempts  os  assaults.^  Acdcfeittal 
injuries  aie  responsible  for  more  deatfis  to  Antoican 
actolescents  tiian  any  otber  prc^Iem,  cauraig  more 
than  half  of  all  deaths  to  persons  ages  10  to  19^  (see 
figure  5-1).  In  1987,  55  perc^it  of  all  deaths  to 
persons  ages  10  to  19  were  due  to  accidental  injuria 
(93).  Hiat  year,  10,658  VS.  adolescents  ages  10  to 
19  died  fii^  accidental  injuria  (93)*  Many  more 
adolescents  experienced  accidental  injuries  that 
caused  visits  to  physicians'  office  or  hospital 
ra^gracy  rooms,  traq^orary  or  pennanoit  disabil- 
ity, reirtricted-activity  ai^  schcK>Mos$  days,  and 
other  problems.  This  chiq)ter  reviews  information  on 
tl»  problon  of  accidental  injuries  for  U*S.  ffiloles- 
cents,  the  factors  associated  with  accidental  injuries 
among  adolescents,  consequence  of  accidental 
injuries,  and  the  effectivei^ss  of  different  strategies 
to  prevent  accidental  injury.  The  cbapto"  also 
describes  major  Federal  Covaim:^nt  policies  and 
programs  pertaining  to  accidratal  injtnies. 


Background  on  Accidental  injuries 
Among  Adolescents 

SounesofData 
on  AixUental  Infuries 

No  single  source  of  infonnatiosi  provides  compre* 
hmsive  data  on  the  cause,  nature,  and  severity  of 
injuria  among  the  U.S.  pcqmlatira  (58).  Particularly 
lacking  are  detailed  data  on  injuries  that  do  not  nmXt 
indeaft.^^ 

National  data  on  injuries  currently  have  to  be 
gathered  firom  the  National  Crater  for  Healdi  Statis- 
tics in  the  VS.  Departm»it  of  Healdi  and  Human 
Services  (DHHS),  the  National  Highway  Traffic 
Safety  Administration  (NHTSA)  in  die  U.S.  Dq>art* 
ment  of  Transportation,  and  other  sources.  Tbcx 
source  offer  data  thai  include: 

•  mortality  data  tmed  on  death  certificates, 

•  national,  population  based,  health  survey  data. 


tbo  usie  of  iiifunustioii  in  this  duster,  and  fot  Ibc  use  of  the  ionise  '*iiccklcatal  iiiliiiles**  nttbcrdns  **iiiiiitiCDtkniiIlii|aricB.*' 

^  makg  this  Repwt  more  aooessilde  to  the  iiy  rtsaitx  tad  for  oiher  itasoais,  OX\  has  ciKsaa  to  ice  flie  tcmi  acyidffnfa]  injury  in  this  RcfKgt  Tbe 
tenn  prefomd  by  ttM^  In  the  ii^iiiy  prevoittai  comnmnfty,  however,  iB  itnlntrnTtoatI  bijory  tt*g^  tiS)*l!ho$c^>fhoftd^  the  lenD  unintwitfooal  injury 

hftltew  fhftf  fhft  tmn  aggMwHat  ^tjmy  fntpttea  that  Itijartoa  connni  hp  pwfwutfwrf  ^MAtf*ea&  ihft  fmn  tmhwwittmtat  fa^j«*y  fawpBg*  tftai  ipWto  an  hMfMifnal 

DDt  hive  cffHsciottsty  Intffnrtwt  to  huii  him  bcnflif ,  some  sction  tdoco  of  not  ti&cs  niy  hMtc  prevented  die  ifljuxy.  Pcrti^is  to  uveiUice  diii 
peiqwctive  soniewhst,  aU  i^inrles  are  avoids 

attention  to  ix^nHcs  as  a  poMic  healUi  probleni  to  which  additional  preventive  interventicHis  can  and  shoold  tc  applied^  but  it  socoks  to  be  onprovaHc 
Use  of  die  tenn  OTrinfwttiooal  also  may  have  the  nnfoitnnale  effect  ctf  placing  the  onns  of  rauMfton  (and  responfttbfllty  for  picciHiUigg)  exchisively  on 
the  perstm  who  is  injured,  ahhongb  in  fict  unimeotitMtal  injuries  may  be  caosed  nninrcntfonany,  by  persons,  otganlrattans,  or  systems  odier  dttn  the 
victim. 

%iformatiffli  on  adolescent  sntekie  is  jHeMsted  in  ch.  il.  "Mental  Health  Pkx^ems:  fteventkm  and  Services^**  in  this  volume.  Infmnatkm  in 
homkideam^^U  S.  iKiol^^ists   presented  in  dt  13,  ''Delifiqittticy:PrevemlooffiidSerdoes,**inthlsvohto^  18,  ^'IssaesintbeDdivciiy 

of  Services  to  Selected  Omtf%  of  Adoleacoits**  *  in  Vol.  01. 

*Tht  focus  of  this  O'DV  Repoit  is  on  adole^aatts  a^  10  thnmgh  18.  There  is  no  single  agreed^tqxm  (tefinition  of  adolescoits.  however,  and  nmdi 
of  the  data  reported  in  this  chapter  Is  to  Indivkhials  ages  10  thfragb  19*  bec^^ 

ofdeathforndolescentsarerepoitediisingagebredcsof  lOio  14  and  15  to  19.  Differences  in  Federal  agencies*  dcffadtions  of  adolesooicem  discos 
in  ch.  19.  '"The  Role  of  Federal  Agencies  in  Adt^esoem  Health,"  in  Vol.  m. 

Ttoe  are  relatively  mm  data  available  cm  hijories  related  to  motor  vehicle  crashes  because  cf  the  efforts  of  d»  Natimxal  Highway  Traffic  Safety 
Admini^iatiiKi  (NHTSA)  and  die  Insurance  Institute  for  Higbway  Safety,  both  of  which  have  a  mandate  to  study  antranotdle  if^fories  (47). 

^llie  National  Center  fo'Kcalth  Statistics  is  cmendyworich^wmer^^  Des^gmf  to  indude  a  patient 

lbih>wi^  ccm^Kmeni  and  finkige  with  the  hcmsehfrfd  imerv^ 

of  patient  (mtccanes*  die  rdbuiotship  between  uses  of  heahh  sovices  and  healOi  charactoi^cs.  and  the  use  of  heatdi  cm  at  the  local  kvel  (87b).  As 
discnascd  ftirther  in  9pp.  C  ' 'Is^tes  Related  to  Lack  of  Infomtaticm  About  Adole^sent  Health  aiKl  Healdi  and  Related  Service**  ht  Vol.  I  of  this 
Report  (?6a),  oversampliog  of  adolesceots  and  their  use  of  health  services  is  also  required  to  improve  die  Nation's  knowledge  base  about  adolescent 
healdL 
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•  l^aUhciireservkesutiUzationd^ 

tal  discharge  abstracts^  hospitel  oi^rgeiicy 
loom  repents,  and  surveys  of  office-based 
phy^ciaiis),  and 

•  traffic  accidoit  data  (78)7 

In  addition  tp  naticmal  sources  of  data  on  injuries, 
thm  are  a  number  of  smalk^,  local  or  regional 
studies  that  jnovide  data  on  injuries.  The  g^ieral- 
izabiUty  of  data  fimn  these  sinaller  ^udies  is  liinited* 
In  die  ^greg^,  however,  diese  studies  <h>  provide 
some  useful  information  about  accidental  injuria 
anKmg  adolescrats. 

Tnnds  in  the  IneMenee  and  Pnvalence  of 
Accidental  Injuries  Among  Adolexents 

injuiy  D9aths  and  Death  Rates 

Over  tin^,  the  prominrace  of  accidental  and  other 
injuries  as  a  cause  of  cteath  for  young  pe<^le  has 
increased,  in  part  because  of  the  significant  ctecreaw 
in  the  nunibers  of  deaths  associated  widi  infectious 
disease  (78,88).  Injury  death  rates  fm  a^Iescents 
ages  10  to  14  decreased  from  23.6  deaths  per 
100,000  in  1930  to  16.3  per  100,000 in  1987,  but  the 
rates  for  adolescents  ages  IS  to  19  actually  increased 
over  die  same  p»iod,  from  55.6  deaths  per  100,000 
to  67.3  per  100,000  (65,93).  Accidental  injury  death 
rates  for  adolescents  declined  between  1970  and  the 
mid-1980s.  But  between  1986  and  1987,  they 
leveled  off  for  10-  to  14-year-olds  and  mcreased  for 
15-  to  19-year-olds  (see  figure  5-2). 

In  1987,  approximately  half  of  all  deaths — and 
rm^re  than  two-thiids  (70  percent)  of  injury  deaths — 
among  U.S.  adolescents  ages  10  to  19  were  due  to 
accidental  injuries  (see  figure  5-1  and  table  5-1).  The 
percentage  of  injury  deaths  that  are  accidental 
changes  during  a(k>Iescence.  In  1987,  for  example, 
79  percent  of  injury  deaths  among  adolescents  ^es 
10  to  14  were  accidental,  but  69  percent  of  the  injury 
draths  for  adolescents  ages  15  to  19  were  accidental. 


RgureS-l—Dratti  ftatos  Among  Atfotesceme 
Ages  ID  to  14  and  i^get  IS  to  19^  by  AH  (^uses  and 
Exmmal  Causes  of  Death ,  1 987 


100 


Deaths/t00,000 


All  causes^  All  In^rtoa^  AccKtentt  Suicide 
Cause  of  cfeath 


HomlcMe 


^hot^  thto  01A  Repod  fooumon  edolMotrtft  eget  10  to  m  ^ 
JmmmfQrf^f9Br9g$^iF9t^mn^^m9ihr0MMl9  ie  year  oMi. 
^AnoeuM'*  indudes  b^wtecndifisMteiL  The  ratee  St 

cteethotNftftimh^wtMOootCTlntheadtelwcentpopt^ 

•m«0-^.g.,  mal^r^  fwopliimi»  the  next  highly 

hjurtet,  ooQiire  In  10-  to  le^fwr-old*  el  e  re^  of  3.7  por  100,000 

edoleicentieeeilOteie. 
c^'AO  InfurfM"  MiidM  eoddMi^ 

SOUIK^E:  OHteof  Teohfiology  AteittmM*  1991,  be^ 

n\Mit  of  HeeHh  end  ^^snen  atrvfOMf  PUMo  Hesltfi  $sf¥loe« 
Cen^  for  OiteeMComrol.  ftatlontfCtmer  for  Hntth  Stent- 
lloe,  unpubllshffl  1987  mortellty  rates,  Hyattivino,  If  1990. 


Health  Survey  Data  on  Injuries 

Data  on  injuries  available  from  the  National 
Healdi  Interview  Survey^  (NHIS)  ccmducted  by  die 
National  Center  for  Healdi  Statistics  in  DHHS 
indicate  that  each  year  about  30  percent  of  U.S. 
children  and  adolescents  ag^  5  to  17  experience  an 
injury  (92).  NHSS  does  not  provide  sefmrate  break- 
downs for  accidental  and  intentional  injuries. 

Data  from  the  1988  NHIS  indicate  that  injuries 
accounted  for  18  percent  of  restricted-activity  days^ 
reporti^  for  adoles^nts  ages  10  to  18  in  1988  (93). 
Adolescent  males  had  more  injury^-related  restricted** 
activity  pa  100  adolescents  than  adolescent  fe- 
males.*^ 


^Several  Fcdml  sovrcs  of  data  on  pt^k^  hcaltfi  of  VS.  adolescoits  art  desoitied  in  box  6-B  io  dt  6*  "Qzronic  Fbyslcal  nine^es:  Pieveotioii 
and  Services,'*  in  dusTohmxe. 

The  Nstiooal  HttUtb  iDterview  Survey  collects  data  oo  chitdra)  and  adolesceots     to  age  17  fmn  their  pamtts,  ttsoally  Ibeir  motbera. 

^Asdefifiedby  ibeNatioiialHeallSilmcniew  Smvey  c(mdiicf  od  by  DIOiS.  a  ^eJ^y^^«»^^v^ 
be^       activities  former  than  ooe-balfdiiybocffitse  of  an  illness  ResCricted-tftivity  days  are  nndapUcatod  ccuns  of  bed-di^ibility  days* 

work- toss  days,  and  school-loss  days«  and  other  days  on  wfakli  a  person  cuts  dovm  on  bis  or  her  ttsoal  wtivity  (92). 

^See  fable  6-5  in  dt  6»  "Oromc  Physical  Ilbiesses:  Prevetstion  and  Senrtces.**  in  this  volume  for  data  on  restricted-activity  days  associated  widi 
injuries. 
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Figure  5-2— Death  Rates  for  the  Five  L^lng  Causes  of  Death  Among  ISS.  Atfolesoents 

Ages  10  to  14  aim  Ages  15  to  19, 197047 
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HyattsyfDe.MD.1990. 


School-loss  days  are  a  subset  of  restrict^-activity 
days  (92).^^  NHIS  data  indicate  that  injuries  were 
responsible  for  8.5  percent  of  school-loss  days 
associated  with  acute  conditions  among  adolescents 
ages  10  to  17  in  1988  (93),*^  Again*  adolescent 
nudes  had  higher  rates  of  school-loss  days  associ- 
ated with  injuries  than  adolescent  females, 


Injury-Related  Health  Services  Utilization 

According  to  data  from  the  1985  National  Aiabu- 
latoxy  M^cal  Care  Survey  conducted  by  the 
National  Center  for  Health  Statistics  in  DHHS,  some 
8,177,000  visits  to  private  office-ba%d  physicians^ 
ofHces  by  adolescents  ages  10  to  18  in  1985  were  for 
a  diagnosis  of  injury  or  poisoning*  accounting  for 
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*  ^  A$  defined  by  the  Nadonal  Healib  Interview  Survey  conducted  by  PHHS»  a  schooNoss  day  is  aoy  day  on  wtikh  a  ctiild  did  not  attcstd  school  for 
at  batf  of  his  or  l»r  sonnal  school  day  because  of  a  speciiYC  iUncss  or  injury  (92).  School-loss  days  are  detennined  only  for  chikSjcn  5  to  1 7  years 
of  age,  bc^iiming  in  1982. 

i^Sec  table  6-6  in  ch,  6«  ''Chionic  Biyslcal  nioess:  Prevention  and  Services."  in  this  volume  for  data  on  schooMoss  days  associated  with  injuries. 
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Table  S-l—fiMwaao  Annual  Accidental  ln{ury  DwUn  and  Death  Rates  Among 
U.&  Adolescents  Ages  10  to  14  and  Ages  15  to  19, 1984-86 
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1934-100$  Mofts^,  P$ft  A  OAM^ngton.  DC:  U.a  Oov«mm^  Printing  Offloo). 


16*3  percent  of  adolescents'  visits  to  j^ysicians* 
offices  (89).^^  Presumably,  many  adolescrats  with 
injuries  are  treated  at  home,  in  clinics,  by  athletic 
trainers,  or  in  emergency  rooms.  Data  from  hospital 
emergraicy  rooms  on  visits  associated  with  a  range 
of  consumer  products  are  discussed  below  (79,80, 
81)J-» 

The  National  Hospital  Discharge  Survey,  also 
conducted  by  the  National  Cent»  for  Health  Statis- 
tics widiin  DHHS,  npom  that  in  1987  injuries  and 
poisonings  together  wm  the  most  £requent  reasons 
for  adolescmits^  hospitalizations  (91).^^  In  1988, 
injuries  and  poisonings  accounted  for  approximately 
31  parent  of  hospitalizations  of  adolescent  males 
ages  10  to  14  and  42  pocent  of  ho^italizations  of 
males  ages  15  to  18  (91).  The  p^^ntage  of 
ho^italizations  due  to  injuries  for  adolescent  fe- 
males that  year  was  lower;  injuries  accounted  for 


approximately  26  percent  of  ho^italizations  of 
10-  to  14-year-oldfemalesand9peicentof  hospitaliza- 
tiras  of  15*  to  18-yearH)ld  finales.  It  is  not  possible 
to  distinguish  accidental  from  nonaccidental  injuries 
in  hospital  discharge  data  (91).^^ 

Specific  'fypes  of  Injuries  Among  Adolescents 

Information  on  the  causes  of  fatal  injuries  to 
adolescents  is  available  fix^m  the  Vital  Statistics 
System  of  the  National  Cento^  for  Health  Statistics 
m  DHHS.  As  shown  in  figure  5-3,  about  three- 
fourths  of  accidental  injury  deaths  among  U.S. 
adolescents  ages  10  to  19  in  1984  to  1986  resulted 
from  vehicle-related  accidents  (99,100,101),  Deaths 
from  vdiicie-related  accidents  include  deaths  among 
drivers  and  passengCTS  in  all-teirain  vdiicles 
(ATVs),  and  bicycles.  Drowning  is  also  a  significant 
cause  of  accidratal  death  among  adolescents,  ac- 


^'Sce  lable  6-3  io  6. '  'Cbipnic  Ptiysical  Iltoesses:  Ptevemicm  and  Services. "  in  tMs  volume  for  dma  m  office  visiu  to  physicians  associated  wi± 
ifltfury  soA  poisoning.  The  Natiooidl  Ambolaioiy  MnUcal  Care  Sosvey  does  oof  provide  a  breakdown  of  visits  1^  type  of  injory  Ox^  Kcidental  or 
fntynrtftna!)  Pmthcnnoit,  the  nttmbcr  of  visits  for  ti^ty  is  ttndoiibtedly  htgtier  dum  the  number  €^  individual  patients,  mOdng  a  ooudI  of  imtividoal 
adoJescents  di£Bcult 

^S«e  sectiro  below  emitted  **Speclflc  Causes  of  Injury  Among  Adolescems/' 

t^See  tat^  6-2  in  ch.  6,  "OuDnic  Physical  nh»s»:  Pxrvention  and  Services/'  for  data  on  iKispital  discharge  assodated  with  injuries  amo^g 
adolescents. 

t^ore  con^lete  infcrmaticn  on  die  di^noses  involved  in  adolescents*  visits  to  physicians'  offices  and  bo^iUliiations  can  be  fcHtnd  hi  ch.  6. 
^  '*Chimic  Physical  nhtfs&es:  lYcvditicm  and  Services^ 
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Figure  5-3— AccMantal  inlufy  DMths  by  Cause 
Among  U.S.  Aclol«se«nts  Ages  tO  to  19, 1984-66 
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SOURCE:  Omoe  of  T«G»motoQ)r  Attatsmtnt  1991*  bmdon  U.a  D»part- 
ment  of  Health  and  Human  Sarvtoat,  PubOe  Haalth  Servtoa. 
Natlofia!C«itar«DrHaaim8l«IMIai.  MWf^taMfctoftfwLNM 
5Mm— ft,  Mortafiy  (Wnhineton,  DC;  U.S.  Gav^mant 
Mttine  Offlo»^  vadous  yaars). 

counting  for  neariy  8  percent  of  accidenta)  injury 
deaths  (see  figure  5-3).  Other  important  causes  of 
accidental  injuiy  demhs  among  adolescents  are 
firearai  accidents^  fires/bums,  and  falls* 

Cbmprehensive  national  data  on  nonfatal  acci- 
dental injuries  are  not  available.  Neitter  NHIS  nor 
the  National  Hospital  Discharge  Survey  nor  the 
National  Ambulatory  Medical  Care  Survey  obtains 
information  on  the  causes  of  such  injuries. 

One  source  of  cause-specific  data  on  health 
services  utilization  related  to  injuries  is  the  U.S. 
Gonsun^  Product  SafeQr  Concussion's  National 
Electronic  Injmy  Surveillance  System,  conducted  in 
U*S.  emo'gency  rooms  (80).  This  survey  is  limited. 
howevcTt  in  that  it  excludes  motor  vehicles  and 
firearms  from  its  purview.  Data  finmi  a  review  by  the 
U«S.  Consumer  Pkioduct  Safety  Commission  of  the 
top  20  leading  consume  products  associated  with 
accidental  injuries  resulting  in  emergency  room 
treatment  fOT  adolescents  ages  10  to  18  in  1988 
reveals  that  the  vast  majority  of  such  injuries  are 
as^iated  with  recreational  activities  (see  table  5-2) 
(80).  Among  the  leading  categories  of  products  are 
those  involved  in  basketball,  football,  baseball, 
skateboarding,  wrestling,  roller  skating,  or  bicy- 
cling. Injuries  are  reported  both  for  organized  and 
infomial  activities  (80). 


Phc0  crao^  BdkK&thn  MlMfc 

Sports,  N^tudtng  otgartlzad  sports,  are  a  leadbie 
nmfatal  {n[urids  amof^y  adolesoantB.  Aocx^^ 
from  the  U.S.  Consumer  PfoA»ot  Safety  Convnisshm's 

sun^eittaitoe  syfiteni,  footbaB  aooo^^ 

visits  to  ho^Aal  enwf^ncy  rooms  In  16SB. 

Local  studies  provide  additioiml  snfomiation  about 
the  causes  of  nonfatal  injury  to  adolesmits.  In  a 
statewide  study  in  Massachusetts,^^  sports  injuries 
accounted  for  the  greatest  number  of  injuries  in 
adolescents  ages  13  to  19  that  resulted  in  medical 
treatment  (32).  This  study  estimated  that 
1  in  14  adolescrats  ages  13  to  19  required  hospital 
tre^ment  for  sports  injury  and  20  pcfcoit  of  diese 
injuries  were  from  football  (32)«  The  authors  suggest 
that  because  of  the  methodological  limitations  of 
their  study,  these  figures  should  be  considered 
minimal  injuiy  rates. 

A  more  detailed  discussion  of  motor-vehicle- 
related  injuries,  drowning,  firearm-related  injuries, 
and  injuries  associated  with  sports  and  recreational 
activities  (e.g.»  football,  bicycling)  is  presented 
below. 

Motor-Vehicie-Related  Injuries 

National  data  indicate  that  vehicle-related  injuries 
are  the  leading  cause  of  accidental  injury  deaths 
among  U.S.  adolesce^its  ages  10  to  19.  Fatal  tmtat 
vehicle  injinies  account  for  the  largest  proportion  of 


^'^Jtds  study  collected  date  on  fatal  ami  DonfalaJ  unfntmfiaiiaJ  injuries  to  a  sample  erf  over 5,000 childrco  and  a<toicaccms  ages  0  to  1 9  to  MBCTtcbuscfti 
over  a  1-year  period  as  pan  of  die  Massadmsetis  Statewide  CbUdbood  lojiny  P»wefitk>B  Prograni  SmveiUanpe  System  (32).  Adolesctots  ^gea  13  to  19 
made  up  abom  half  of  ssaoph, 

Er|c  1)1. 
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Table  5-2~Top  1 4  Consumer  Pmtucts*  Related  to 
ADCktents  Uatftng  to  Kospttel  Emergency  Room 
Vtsite  Among      Adolescents  Ages  10  to  18. 
1988 


Numt)Brof 
emmyency 


Consumer  pipduct  roomvWts 


BadceftaD.   244,t66 

ChpafTi2»d   81,1TO 

Infwmal  *   26,850 

MrispecHled  136,140 

FooltaO   235,853 

Oganlzed  110,253 

Jnformal   ».174 

Notspedfied     97.426 

BcydM  or  aooessories  *   182.031 

Baset^    109,920 

OfBar^zed   47,463 

Other   62.457 

Stairs  or  steps   102,297 

Kniws,  not  elsewhere  dassifted   57,774 

Soccer   54,820 

Orj^nteed   27.025 

Other   27,795 

Skateboaids   50.095 

Roots  or  ftoor^  materials   46,846 

Nails,  wewQ,  carpet  tadcs,  or  thumtitacks   ^,600 

Doors,  not  spedfied   41,^ 

Cell^amlwaRs   37.301 

RoOersfcat^CactMty,  apparel,  or equ4?n«ni)   31,729 

Wresfifng  (^Mty,  apparel,  or  eqtipment)   30.ffl0 


*Thfi  U^.  Contumer  Pnx&icts  Sotety  Ccinmls^  keeps 
sMOOiatetf  wHh  aetfvfties  that  tnvohM»  the  use  of  conmrmr  producu. 
afihou^h  avttfy  Injury  l»  not  dk^ctiy  cautad  by  the  product  Tl^  do  not 
ool!«ct  data  on  aoddsntt  invoMnp  nn4or  v«hJde»  w 

SOURCE:  U.S.  Con«um«r  Product  S^«ty  Commission,  unpubH^«i  1  dSS 
data  from  tha  NationaJ  Qoctionlc  Irijuiy  SurvaHtenoo  S)rstam. 
1989. 

fatal  vehicle-related  injuries  among  U.S,  adoles- 
cents, especially  15-  to  19-year-olds  (table  5-1).^^ 
Drivers  ages  16  to  19  represent  only  6  percent  of 
licensed  drivm  but  account  fc^- 1 3  percent  of  all  fatal 
motor  vehicle  crashes  (110).  Adolescmt  drivers  are 
at  greyest  risk  of  becoming  involved  in  a  motor 
vehicle  crash  when  they  drive  at  night*  Although 
adolescent  drivers  do  only  20  percent  of  their  driving 
at  night,  they  suffer  more  than  half  their  crash 
fatalities  during  nighttime  hours  (42,123).  In  1988, 
half  of  all  fatal  crashes  involving  drivers  ages  15  to 
17  took  place  between  the  hours  of  4  p.m.  and 
midnight  (110).*^  The  nighttime  fatality  rales  for 
adolescent  males  exceed  those  for  females  by  more 
than  two  to  one  (122J23).  Most  motor  vehicle 


Orowrdng  is  the  second  toading  cause  of  aooidental  hjury 
deaths  for  addesoerrts;  bladt  adc^soent  males  are 
partfoutartyatrlsk. 

crashes  involving  adolescents  take  place  on  the 
weekend.  In  1988,  adolescent  drivers  ages  15  to  17 
were  most  frequi^tly  involved  in  fatal  crashes  on 
Fridays  or  Saturdays;  40  perc^t  of  fatal  craves  took 
place  on  one  of  Uiese  days.  Another  16  percent  took 
place  on  Sunday  (1 10). 

Alcohol  consun^)tion  is  a  risk  factor  for  automo- 
bile crashes  for  perwns  of  all  ages,  but  it  iq:ipear$  tfiat 
adolescents  may  be  at  even  greater  risk  than  adults 
of  becoming  involved  in  a  motor  vehicle  crash  if 
they  drive  after  consunung  alcohol  (42).  The  Na- 
tional Highway  T^afi5cSafetyAdmimstral20o(NH^ 
in  the  U.S.  Departmratof  TVanq>oitationrepCTts  that 
about  half  of  the  motor  vehicle  cnsh  fotalities 
among  adolescents  ^es  IS  to  19  are  related  to 
alrohol,  and  about  a  quarter  of  fatally  injured  drivers 
ages  15  to  19  are  intoxicated  at  the  tims  of  dieir 
accident  (1 16).  Intoestingly,  however,  drivers  ages 
16  to  19  are  less  likely  than  older  drivers  (e.g.,  those 
ages  20  to  24)  to  have  consumed  alcdiol  prior  to 
involvement  in  a  crash.  Furttomore,  in  alcohol- 
related  crashes,  the  average  blood  alcohol  content  is 
lower  for  the  fatally  injured  adolescent  driver  than 
for  the  fatally  injured  adult  driver  (42,110).  This 
suggests  that  it  takes  less  alccrfiol  for  the  adolescent 
driver  to  be  at  risk  for  a  serious  or  fatal  motor  vehicle 
crash  (42,104,1 17,118).2«> 


'*Sic>xte  uad  ATV-relatod  injuries  are  discn&sed  in  tbc  srction  below  on  sports  and  recreatioDal  injuries. 
i9Atf)ti»  18  pcrceiit  of  litaJ  crashes  took  place  between  the  hours  of  noon  and  4  pjn.  (110). 

»iUskfittlois,pirv«ilion,andtiiealrocDtf<»-alooho  12e**Alc<rtK>I.TOjacco.andPfug  Alnisc;P»evcol^ 

and  Services,'"  in  this  volttnie. 
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Figure  5-4— Drowning  Deaths  Among  U.a  Moiraoents  Ages  10  to  14  and  Ages  15  to  19, 

by  Race  amf  Gender,  199fr47 
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for  Haahh  Statistlpa,  unpiit)Rshad  monallty  data,  Washington.  DC*  1990. 


Fassengm  of  adolescent  drivers  are  also  at 
increased  risk  of  being  involved  in  a  motor  vehicle 
crash.  The  majority  of  adolescents  lolled  as  passen- 
gers are  in  vehicles  driven  by  other  adolescents 
(124).  In  addition^  adolescents  have  been  found  to  be 
disproportionately  involved  in  the  vetucle-related 
dea&s  of  other  nonadolescent  drivers,  passengers, 
and  p^estrians  (122,124). 

Drowning 

National  data  indicate  that  drowning  is  the  second 
leading  cause  of  accidental  injury  death  among  U.S. 
adolescents  ages  10  to  19  (88,90).  A  review  of 
national  drowning  rates  indicates  that  the  risk  of 
drowning  increases  substantially  during  adoles- 


cence, before  peaking  during  the  early-  to  raid- 
twenties  (84).  Similar  patterns  have  been  rqxMtcd  in 
local  studies  in  North  Carolina  (54)  and  in  Maryland 

(25). 

Death  r^s  from  drowning  are  higher  for  adoles- 
cent males  than  for  adolescent  fnnales.  Further- 
mcm,  according  to  data  £rom  ibe  National  Cent»  fcH* 
Health  Statistics  in  DHHS,  black  adoli^scents  (fw- 
ticularly  ntales)  arc  at  greater  risk  of  droiraing  than 
their  white  counterparts  (see  figure  5*4). 

The  site  of  adolescent  drowning  is  usually  a  lake, 
river,  stream,  pond,  or  canal  rather  than  an  ocean  or 
swimming  pool  (54,126).  This  finding  may  reflect 
greater  exposure  time  near  the%  bodies  of  water  ot 
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lower  levels  of  sq>aviskm.  Interestingly,  however, 
the  10  to  19  age  group  accounted  for  half  of  all 
drownings  in  public  or  motel  pools  in  a  North 
Carolina  study  (54). 

Alcohol  is  involved  in  clo^  to  40  percent  of 
adolescwt  drownings  (39»S3;54,126).  Alcohol  may 
in^air  judgment  of  the  adolescent  in  a  dangerous 
situation.  It  also  may  deaease  the  likelihood  of 
struggling  to  get  out  of  the  water,  thus  incieasing  the 
chances  of  drowning  (71). 

Accidental  Firearm  Injuries 

Accidental  firearai  injuries  follow  drownings  as  a 
cause  of  ^idental  injury  death  among  adolescents 
ag^  10  to  19  (see  table  5*1  and  figure  5*3).  It  is 
encouraging  to  note  that  death  rates  for  accidental 
fiieaim-related  injuries  among  adolescents  ages  15 
to  19  have  recently  been  decreasing.^^  Accictental 
firearm-related  death  rates  for  adolescents  ages  15  to 
19  peaked  in  1972  at  arate  of  2.5  deaths  per  100,000 
population  but  ^dined  to  a  low  of  12  deaths  per 
100,000  in  1987  (29). 

Accidental  firearm  deaths  occur  primarily  among 
adolescent  males.  Accidental  firearm-related  death 
rates  for  adolescent  males  exceed  rates  for  adoles- 
cent females  by  almost  8  to  1.  Males  ages  15  to  19 
have  the  highest  accidental  firearm  death  rate  (1 .33 
deaths  per  1(X),000)  of  all  other  age  groups.  Adoles- 
cent males  ages  10  to  14  have  the  third  highest 
accidental  firearm  death  rs^  (0.99  deaths  p& 
100,000)  (99,100,101).  Racial  diffeiences  among 
adolescent  males  vary  somewhat  by  age.  For  males 
ages  10  to  14,  the  accidental  firearm  death  rate  is 
nearly  twice  as  high  for  whites  as  for  blacks  (1.93 
deaths  per  100,000  v.  0.97  deaths  per  100,000). 
Among  15-  to  19-year-old  males,  rates  are  slightly 
higher  among  blacks  than  whites  (2.56  deaths  per 
100,000v.2.31  dcathspcr  100,000)  (29,99,100,101). 

National  data  on  nonfatal  accidental  firearm 
injuries  among  U.S.  adolescents  are  unavailable 
(5).^  A  Massachusetts  study  found  that  accidental 
firearm  injuries  were  a  less  common  type  of 
accidental  injury  among  adolescents  ages  13  to  19 
psesenting  to  hospital  emergency  rooms,  with  a  rank 
order  of  15  among  all  injuries  (32). 


Little  is  known  about  ri^  factors  associated  with 
accidental  firearm  injuries  among  U.S.  actokscents, 
but  adolescrats*  e3qx>sure  to  firearms  Bppeais  to  be 
quite  high.  Ova  40  pacmt  of  the  8th  and  10th 
grac^  surveyed  in  &e  National  i^lescent  Student 
Health  Survey  in  1987  reported  that  they  had  us^  a 
gun  during  the  past  year;  of  these,  ova*  40  perc^it 
had  used  a  gun  more  than  10  tin^  (6).  In  gra^al,  die 
source  of  these  firearms  is  tmknown.  However,  ihe 
National  School  Safety  Center  reports  that  the 
ovemhekning  majority  of  weiqxnis  that  have  been 
confiscitfed  in  sdiools  were  obtained  legitimately 
(e.g.,  from  puents)  (50a).  About  half  die  Aimrican 
households  leported  having  a  gun  in  1989  (76). 

Information  on  whra  and  wh^  accid^iml  firearm- 
relate  deaths  (xcur  among  U.S.  adolescents  is  quite 
limited.  In  1984,  more  than  30  percent  of  the 
fatalities  of  adolesc^ts  ages  10  to  14  that  occmred 
in  the  hoim  resulted  from  firearm  injuries;  this  was 
a  significantly  higher  percoitage  than  for  children  in 
younger  age  gioups  (85).  A  study  of  a  limited  sample 
of  88  accid^tal  firearm  deaths  among  children 
throu^  age  14  in  California  indicated  that  most  of 
these  deaths  occurred  while  children  were  playing 
with  a  gun  (127). 

In  rural  areas,  accidental  firearm  injuries  may  be 
associated  with  hunting.  A  study  of  accidental 
firearm  fatalities  in  Nwdi  Carolina  indicated  that  28 
p^cent  of  accidental  firearms  deaths  to  adolescoits 
ages  15  to  19  occurred  while  hunting  (45).  Another 
study  of  hunting-related  accidental  firearm  injuries 
revved  that  younger  victims  (ages  8  to  19)  of 
hunting  injuries  were  more  likely  than  older  hunters 
to  engage  in  unsafe  hunting  practices,  including 
carrying  the  gun  incorrectly  (21). 

Sports  and  Recreational  Injuries^^ 

As  not^  above«  sports  and  recreational  activities 
appear  to  be  a  leading  source  of  nonfatal  adolescent 
injury.  The  U,S.  Consumer  Ptoduct  Safety  Commis- 
sion has  reported  that,  in  fiscal  year  1987,  sports  and 
recreational  activities  and  equipment  were  responsi- 
ble for  nearly  $2  billion  in  costs  of  hospital 
emo-gency  room  treatment  for  injuries  to  persons 


siuofoftuttately,  however*  adolescent  ifeath  rates  for  bomictde  sod  suicide  iovofvii^  the  use  of  flreanns  have  contimted  to  iociease.  See  ch.  II* 
"McoiaI  Health  Problems:  lYeventioii  «od  lYcatment**  {smctdes),  aod     13.  "Oetinqueocy:  Prevetuifm  and  Treatmeot**  (botnkidesh  lit  this  volttme. 

^^Because  fireanns  ooi  under  the  jmisdkrtion  of  the  U.S.  Consuim  Product  Safely  Comtnissioa  data  on  fireann-rdated  injuries  are  i»t  included 
in  the  Commission's  Naticmal  Electronic  Injury  Surveillance  System  (78). 

^'For  a  general  discussion  of  adolescent  fitness*  see  ch,  7,  "Nutrition  and  Fitness  Problems:  Prevention  and  Saviccs,"  in  this  vohimc. 
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ages  5  to  24«  more  than  any  ottia  class  of  consume* 
lawiwcts^*  (79)- 

I^ta  from  limited  san^)les  sugge;^  that  injury 
rates  vaiy  considerably  by  type  of  sport  or  reoea- 
ttonal  activity.  A  1-year  study  of  1,283  student 
athletes  in  gr^les  9  through  12  found  that  22  percent 
su^ained  injuries  during  the  year  (43).  Stiulenfs 
playing  foc^ail  were  most  likely  to  experience  an 
injmy  (61  percoit  of  those  participating),  followed 
by  females  participating  in  gynmastics  (46  pax«at)» 
males  participating  in  gymnastics  (40  percent), 
wnestling  (40  percent),  and  males'  basketball  (37 
percent).  Males,  who  ma^  up  58  percent  of  the 
sample  of  student  athletes,  experienced  nearly  three- 
quarters  of  the  injuries, 

A  study  of  sports  injuries  treated  at  the  Univmity 
of  Rochester  Section  of  Sports  Medicine  over  a 
7-year  period  found  that  these  injuries  peaked  during 
ages  16  to  19;  this  age  group  was  r^ponsible  for  45 
percent  of  the  cases  seen  (24).  Overall,  football  was 
responsible  for  the  greatest  number  of  injuries.  Knee 
injuries  were  most  conunon  for  all  sports. 

Although  the  relationship  between  physical  fit- 
ness and  risk  of  injury  has  not  been  well  studied,  a 
limited  study  of  124  young  and  186  young 
won^  undergoing  basic  military  training  indicated 
that  highCT  physical  fitness  may  reduce  the  risk  of 
certain  types  of  less  serious  sports  injuries.  Hie 
authors  conclude,  however,  that  fitness  probably  has 
no  effect  on  reducing  severe  or  catastrophic  injury 
(22). 

Football^Reiated  Injuries — Football  is  one  of 
the  most  hazardous  interscholastic  athletic  activi- 
ties, accounting  for  28  injuries  pa*  1(X)  jparticipants 
per  year  in  mdonal  samples  (46,74).^  In  1988, 
fbotball-relat^  injuries  were  responsible  for  nearly 
236,000  visits  to  emergency  rooms  by  adolescents 
ages  10  to  19^  (see  table  5^2)  (80).  About  a  thiid  of 
high  i^hool  football  players  experience  an  injury 
that  keeps  them  out  of  practice  or  a  game  (20). 

Between  1973  and  1980,  260  high  school  and 
college  players  died  from  football-related  injuries. 
Improvements  in  helmet  design  reduced  the  fre- 
quency of  head  trauma  during  the  late  l%Os  and 


early  1970s  but  resulted  in  greater  use  of  the  head  for 
blocking.  As  aresult,  in  fte  early  1970^  diere  was  an 
ii^reased  incutem^  of  ned^  injuries,  including 
injuries  resulting  in  quadripte^  In  1976,  file 
National  College  A&letic  Association  and  die  Na^ 
ticmal  Federation  of  State  Hi^  School  Athletic 
Associations  rul^  to  prohibit  **q)earing*'  (using  Uie 
head  to  strike  an  o[^K»irat  while  tadding),  which 
poses  particular  risks  for  cranial  and  spinal  cotd 
injuries.  Subsequently,  the  incidraice  of  peraianent 
quadr^Iegia  resulting  from  football  injuries  de- 
clined frxmi  an  average  of  35  cases  per  year  in  1971 
to  fewer  than  10  per  year  as  of  1986  (46,74). 

A  study  examining  the  injury  experience  of  5,128 
males  ages  8  to  15  participating  in  208  youth  football 
teams  found  that  5  percent  of  the  males  sustained 
injuries  during  the  football  season  (33).  Of  these, 
61.4  percoit  w^  classified  as  moderate  injtuies, 
and  38.9  pmrent  were  classified  as  major  injuries. 
Males  on  the  oldest  and  heaviest  teams  in  this  age 
group  (Junior  Bantam  teams)  had  the  highest  rates  of 
injury  (9.6  percent  of  mates)^  and  males  oa  the 
smallest  and  youngest  teams  (Junior  Pee  Wee  team^) 
had  the  lowest  rate  of  injmy  (1 .9  percent  of  males). 
About  a  third  of  the  males  experi^ced  a  fracture,  the 
most  conunon  type  of  injury;  anotha*  quarter  sus- 
tained sprains.  Most  injuries  (883  percent)  resulted 
from  ccmtact  with  another  playo*;  41  percrat  of 
injiuries  occurred  during  tackling.  Ov^  two-thirds  of 
the  injinies  occuned  during  games  or  scrimmages  as 
opposed  to  pmctices,  and  more  injuria  occurred  at 
away  games  than  home  games.  A  higher  prevalence 
of  injury  during  practice  as  q^posed  to  gam^  has 
been  reported  by  other  researchers.  For  exan^le*  a 
study  of  1^83  high  school  athletes,  179  of  whom 
played  football,  indicated  that  about  two-thirds  of 
the  football-related  injuries  occuired  during  prac- 
tice. However,  given  the  much  greato*  amount  of 
exposure  experienced  in  practice  rather  than  game 
episodes,  it  was  calculated  that  game  situations  were 
actiially  more  likely  to  produce  an  injury  per  unit  of 
exp)osure  (43), 

It  has  been  suggested  that  the  elimination  of 
kickoffs  and  punt  returns  could  reduce  the  football- 
relate  injury  rate  because  of  the  high  incidence  of 


^The  U.S.  Consumer  Ptodact  Safety  Commission  koeps  track  of  injuries  assoc  lated  witb  activities  that  involve  the  use  of  consumer  prodocts,  atthotigfi 
tbe  ifljiiiics  may  not  be  cansed  directly  by  die  consnma  imntoct 

^Higber  ndes  tuiveboesiepcifted  in  studies  usi^g  more  iimtted  samples.  For  example,  61  percent  of  students  playing  football  were  reponed  to  hav^ 
SttStaiaed  an  injury  in  one  study  (43). 

^^This  figure  incfudos  oiganizod  as  well  as  infonnat  football;  orpyEitzcd  football  accounted  for  1 10^53  vtstis  to  emergeocy  rooms. 
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major  injuries  sustained  during  these  plays  (33).  In 
ackiition,  improvanems  ccmld  \k  made  in  the 
te»^g  n^thods  for  blocking  and  tackling  to 
reduce  the  numbeis  of  injures  caused  direct 
impact  by  helniets;  this  was  a  cause  of  1 8  peia»tt  of 
football-related  injuries  in  a  study  of  injuries  experi- 
enced by  males  ages  8  to  IS  participating  in  youth 
footbaU  (33). 

Bicycle-Related  Ii^juries — ^Adolesnaits  ages  10 
to  17  accounted  for  30  pocent  of  all  fatal  bicycle 
accidents  in  the  United  States  in  1988  (110)*  The 
majority  of  fatal  bicycle  accidents  in  1988  (91 
parent)  occurred  on  roadways  rafto^  than  at  inter- 
sections  or  other  locatiras  (110).  Among  ado- 
lescents, the  older  the  bicycle  rider,  the  more  likely 
it  is  that  an  injury  will  be  tibie  result  of  a  collision  with 
a  motor  vehicle;  as  many  as  90  pexcoit  of  all 
bicycling  fatalitks  involve  motor  vehiclest  and  they 
are  largely  the  result  of  head  injuria  sustained  in  tt^ 
accident  (41).  Fm  bicycle-related  injuries  requiring 
hospital  admission,  the  injury  is  five  times  more 
likely  to  be  the  result  of  collision  with  a  motOT 
vehicle  dian  the  result  of  sonw  oth^  type  of  evrat 
(e.gM  collision  with  another  bicycle  or  falling  off  of 
a  bike)  (31). 

Figures  indicating  alcohol  involvecmnt  among 
adolescrat  bicyclists,  q^edflcally,  do  not  exist. 
Alcohol  testing  is  not  done  uniformly  in  the  case  of 
bicycle  accidents,  and  little  infomiation  exists  about 
exposure  to  alcohol  among  noninjured  bicyclists. 

All-Terrain- Vehicle  (ATV)-Rdatcd  Injuries^ 
ATVs  have  become  a  source  of  considmble  contro- 
versy since  their  introductira  in  the  United  States  in 
the  1980s.  Originally  designed  as  tractors  fm  use  in 
the  flat,  wet  rice  paddies  of  the  Orient,  th^  3-  or 
4-wheel  vehicles  have  been  adopted  for  off-road 
recreational  use  in  rou^  terrain  (66).  Instability  of 
ATVs,  some  of  which  are  capable  of  speeds  as  high 
as  70  miles  per  hour,  is  a  major  problem  (66).  In 
1985,  ihm  were  238  documented  deaths  attributed 
to  ATVs  among  persons  of  all  ages  (2,51).  In  1988, 
ATVs  were  associated  with  27,(XX)  visits  to  emer- 
gency rooms  by  adolescents  ages  10  to  18  (80)* 

Injuries  from  ATVs  are  primarily  a  ccmsequence 
of  hitting  an  obstacle  or  tiffing  over.  Among  all  age 
gn>ups,  head  injuries  are  req>onsible  for  70  percent 
of  the  deaths  involving  ATVs  and  are  the  major 


cause  of  hospitalization  (19,70).  Helmets  are  used  by 
tess  thw  20  perpmt  of  the  victims,  dei^Hte  clear 
evidence  of  their  potratial  to  r^ce  die  incidence 
and  severity  of  head  injury  (27,63,73,120). 

Adolewents  ages  12  to  15  account  for  27  peitent 
of  i^idents  involving  3- wheel  ATVs  and  42  pestent 
of  those  involving  4-wheeI  ATVs;  adolescents  and 
young  adults  ages  16to24acccmntfOT35p»ncentof 
accidents  involving  3-wheeI  ATVs  and  19  pere^t  of 
tho»  invdving  4-wt^  ATVs  (1J51).  Males  are 
involved  in  close  to  80  percent  of  die  cases,  most 
likely  a  function  of  Uieir  greato'  exposure  time 
relative  to  females. 

As  of  March  1988,  the  U.S.  Consumer  Product 
Safety  Ccnnmission  h^  instimted  a  ban  <m  die  sale 
of  3-wheel  ATVs  and  ruled  that  the  sale  of  4-wfaeel 
vdiicl^  to  mimm  be  more  closely  controlled^^  (75). 
Noi»theless,  because  many  previously  purchased 
3-wheel  ATVs  me  still  being  used,  neari^  half  of  the 
en^gencyroomvisitsby  adole^m^itsagN  lOto  18 
in  1988  that  were  associated  with  ATVs  occurred 
with  3-wbeel  ATVs  (80). 

Factors  A^oclaM  With  AccldBittat  tniuries 
Among  Atlotescents 

Factors  associated  with  accidoital  injuries  can  be 
categorized  as  draiographic  factors,  risk-taking 
behaviors,  and  stressful  life  evmts. 

Demographic  CharaeterlsUcs 

Demographic  charact^tics  of  adolescents  diat 
appear  to  be  associated  with  differing  rates  of 
accidental  injuries  amrag  adolescmts  include  age, 
gendef ,  and  rac^ethnicity.  While  Aese  characteris- 
tics are  not  amenable  to  change  and  thus  cannot  be 
the  targets  of  intermition  or  prevration  effoits,  this 
information  is  useful  to  identify  groins  at  highest 
risk. 

Age — QiiWren  at  different  develqmiental  stages 
experience  different  types  of  injuries  (S9)*  Thus, 
adolescents  can  be  expected  to  have  dififierent 
pattms  of  experioice  with  injury  than  younger 
children  or  adidts,  and  older  adolescents  experience 
diffoent  patterns  of  injury  than  younger  adoles* 
cents.  Fot  example,  adolescents  experi^ice  much 
highei  rates  of  motor  vehicle  occtipant  ii^ttries, 
bicycle  injuries,  and  sports  injuries  than  yotmger 
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children,  but  youi^  cbildrai  are  more  likely  to 
expenence  pedestrian  accidrats  (32,59). 

In  addition,  dnunatic  increases  in  the  rates  of 
acci(toital  injiny  dea&s  occur  during  adolescence 
aiMl  early  adulthood.  For  ezanvile,  although  the  rate 
of  death  dm  to  acct<fents  in  a  recent  year  was  15.7 
deaths  per  100,000  peculation  for  ^otesoents 
12  to  14,  it  was  55.8  deaths  per  100.000  for  those 
ages  15  to  17,  ami  93.3  deaths  per  100,000  for  those 
ages  18  to  19  (40).  An  evaluaticm  of  Massachusetts 
data  also  revealed  differences  betweoi  injury  pat- 
terns for  younger  adolescents  ages  13  to  15  aiui  oldCT 
adolescents  ages  16  to  19  (9).^*  The  okter  adoles- 
c^ts  eiqMrienoBd  higher  rates  of  injury  and  more 
severe  injuries  than  the  youngo-  on^;  the  older 
adolescoits*  ratra  of  admission  to  hospitals  due  to 
injuries  were  1.26  times  higher  than  die  youngs 
adolescents*  rates,  and  their  dea&  rates  due  to 
injuries  were  1.50  times  higher.  Aldiougb  the 
younger  adolescents  e;q)erienced  more  bicycle- 
related  injuries,  older  adolescraits  ej^ierksnced  more 
injuries  of  other  types,  including  motor  vehicle 
oc^pant  injuries,  motorcycle  injuries,  bums,  and 
deadis  due  to  overexertion.  Because  1 9-year-olds  are 
likely  to  disproportionately  contribute  to  the  totals 
of  injuries  or  deaths  due  to  some  types  of  accidents 
(e.g.,  motor  vehicle  crashes  or  accidents  mvolving 
alcohol),  figures  presented  in  this  chi^r  that 
include  19-year-olds  may  actually  be  higher  than  if 
l9-year-old8  were  excluded. 

Gender — ^Adolescent  males  are  at  considerably 
higher  risk  of  death  from  injury  than  adolescoit 
females.  Althou^  thoe  is  some  variation  by  cause 
of  injury,  total  rates  of  injury  defUh  for  mal^  ages  10 
to  19  exceed  those  for  females  by  as  much  as  9  to  1 
(see  table  5-3).  The  magnitude  of  this  difference  is 
greater  for  older  adolescents  ages  15  to  19  than  for 
those  ^s  10  to  14  (65).  Fot  exan^le,  the  male-to- 
female  ratio  of  deaths  due  to  motor  v^cle  occupant 
injury  for  the  years  1984  to  1986  was  1 .3: 1  for  ages 
10  to  14,  ccMnpared  with  2.1:1  for  those  ages  15  to 
19;  similarly,  the  male-to-female  ratio  for  drowning 
deaths  increases  from  4.4: 1  for  ages  10  to  14,  to  9.9: 1 
for  ages  15  to  19. 

It  is  impossible,  because  apinopriate  data  are  not 
^stematically  collected,  to  determine  the  extent  to 
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which  different  between  adolescent  males  and 
females  in  accidental  injury  rates  aie  a  function  of 
di{£^g  exposure  to  situations  whm  injuries  may 
occur,  or  to  differing  suscq>tibility  based  on  son» 
other  factor.  There  is  son^  evid^ice  that  nudes  tmd 
to  engage  nuire  in  behaviors  that  put  them  at  higher 
risk  of  injury.  For  exan^le,  the  19S7  National 
Adolescent  Studrat  Health  Survey  of  8th  and  10th 
graders  found  that  71  percent  of  males  v«  48  percent 
of  females  rode  a  nK>torcycle  or  minibike  during  the 
past  year;  32  percent  of  males  v.  20  percent  of 
femates  swam  alone;  71  pocent  of  males  v.  46 
percent  of  females  drove  or  rode  a  go-cart,  mowmo* 
bile,  or  ATV;  aiul  64  pm?ent  of  males  v.  19  pcrcojt 
of  f»nales  used  a  gun  during  the  past  year  (6).  The» 
data  suggest  that  ^olescent  males ,  and  the  high  risk 
activities  that  males  oigage  in,  should  be  prime 
targets  of  preventive  interventions. 

Race  and  Ethnicity— Race  and  ethnicity  are 
sometimes,  but  not  always,  differentially  associated 
with  accidental  injuiy  deaths  among  U.S.  ^oles- 
cents.^  For  example,  the  1986  rate  of  ^identai 
injury  death  fot  blade  adolesc^ts  ages  10  to  14  was 
147  deaths  per  100,000,  as  con^^red  with  13.0 
deaths  pa*  100,000  for  white  adolescoits  ages  10  to 
14  (40).  T!»  1986  rate  of  accidaital  injury  death  for 
black  adolescents  ages  15  to  19  was  27.9  deaths  per 
100,000,  as  coii^pared  with  52.6  deaths  per  100,000 
for  whites  (40).  These  overall  rates  consist  largely  of 


2*DatBrqxmetf  byB8SS>«fcoUe«^(9>i^  1, 1979  throogh  Aug.  31. 1982. 
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Rgure  5-5— Motor  Vehicle  tec^dent  Itoaths  Aim>ng  U.S.  Adolescents  Ages  10  to  14  and  Ages  15  to  19, 

by  Race  and  Gender,  1968-S7 
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motor  vehicle  accident-related  deaths.  As  noted 
above,  black  adolescents  are  somewhat  more  likely 
than  white  adolescents  to  die  as  a  result  of  drowning. 
As  shown  in  figure  5-5,  motor  vehicle  accident 
deaths  decline  somewhat  for  black  male  and  female 
adolescents  between  1968  and  1987,  although  re- 
cently, death  rates  have  leveled  off. 

Native  American  adolescents  ages  10  to  19  are  at 
particularly  high  risk  for  injury,  experiencing  death 
from  accidental  injury  at  over  twic^  the  rate  of  blacks 
or  whites,  hi  1986,  Native  American  adolescents 
ages  10  to  14  experienced  injuiy  deaths  at  a  rate  of 
33.2  per  100,000;  Native  Americans  ages  15  to  19 
expmenced  injury  deaths  at  a  rate  of  108.4  per 
100,000  (12).  There  are  several  explanations  for  the 
higher  rates  of  injury  among  Native  Americans  (77). 


Because  a  high  proportion  of  Native  Americans  live 
in  rural  arear,  they  are  less  likely  to  be  discovered 
quickly  if  they  crash,  and,  once  injured,  they  may  not 
have  sp^y  access  to  trauma  centers  fw  treating 
emergencies.  Also,  because  alcohol  cannot  be  le- 
gally purchased  cm  reservations,  many  Native  Amer- 
icans travel  son^  distance  in  ord^  to  drink,  thus 
increasing  the  number  of  miles  that  they  drive  under 
the  infhiroce  of  alcohol  if  they  drive  home  after 
consuming  alcohol. 

There  are  few  data  on  injuries  among  other  racial 
and  ethnic  groups  of  adolescents.  According  to  Th€ 
Injury  Fact  Book,  wh^  aU  ages  are  constdoed 
together,  Asians  have  the  lowest  rates  of  injuiy  (8a). 
A  recent  analysis  of  childhood  injuiy  deaths  found 
that  Asians  ages  0  to  14  had  an  overall  injury  death 
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rate  equivalent  to  that  of  white  children  ages  0  to 
14^  (HTa).  However,  Asian  children  a^  0  to  14 
were  found  to  have  higher  death  rates  dian  average 
for  p^^trian  traffic  (teatii^,  drownings,  and  deaths 
rer  Iting  fiiom  falls  (1 17a). 

Other  Demographic  Factors — In  the  i^gregate^ 
botib  social  class  ami  rural  v.  urban  locale  have  been 
shown  to  be  associated  with  many  types  of  injuries, 
but  many  of  the  specific  relationships  betwera  these 
factors  and  injury  among  actol^cents  have  not  been 
well-investigated.  Adolescoits  in  rural  areas  have 
been  found  to  be  at  higl»^  ri^  of  accklratal  injuria, 
in  part  berause  of  wodc  with  farm  equipn^nt  (43a). 
Pteple  who  live  in  poverty,  whethn  in  rural  or  urban 
environments,  are  at  greats  risk  for  drownings 
residmtial  fires,  and  motor-vehicle-related  deaths 
(8a).  As  noted  el^where  in  this  Report,  existing  data 
on  die  health  status  of  poor  adolescoits  and  research 
on  the  health  effects  of  poverty  have  severe  limita- 
tions.^* 

Bisk-Taking  Behavior 

Some  adolescents  engage  in  beJiaviors  that  poten- 
tially increase  their  risk  of  accidental  injury.  These 
include  unsafe  driving  or  bicycling  practices  (eg,, 
driving  after  consuming  alcohol,  not  wearing  safety 
belts,  not  wearing  a  hehnet),  participating  in  foott^ 
or  other  contact  sports,  and  not  following  water 
safety  rules  (e.g.,  swimming  alone).^^ 

Three  types  of  risk-taking  behaviors  known  to 
increase  the  risk  of  accidental  death  or  injury  are 
discussed  below:  alcohol  or  drug  use,  failure  to  use 
safety  belts,  and  failure  to  use  bicycle  or  motorcycle 
helmets. 

Alcohol  or  Drug  Abuse — Alcohol  use  is  a  major 
risk  factor  for  all  types  of  injury .^^  Alcohol  affects 
the  injury  process  in  at  least  three  ways.  Hrst,  it 
impairs  judgment,  increasing  the  chances  that  the 


user  mil  become  involved  in  a  poteittially  injury- 
fsodiKing  situation  (e.g.,  driving  too  fa^  diving 
into  shallow  water);  si^xnui,  alcolml  inqmirs  the 
ability  of  ^  user  to  perform  tasks  necessary  to 
avoid  injury  (e.g.,  ]»^goti^ing  a  slippery  curve  while 
driving,  swimming  to  shore);  and  diird,  alcohol 
exacobates  the  severity  of  injure  by  inhibiting  die 
abili^  of  the  body  to  widistand  trauma  (1 19). 

In  1988, 3,158  adolescents  ages  IS  to  19  died  in 
akohol-related  motor  vdiicle  crashes  (113).  Data 
fipom  the  U.S.  Departn^t  of  Transpcmatiai^s  Fatal 
Aorident  Reporting  Sy^em  indicate  diat  dim  have 
been  significant  decr^ses  in  driver  alcdiol  mvolve- 
m^t^  in  fatal  UKitcf  vdiicle  crashes  since  the  early 
1980s  (116).  In  1988,  12.1  percent  of  drivers  under 
age  1 8  involved  in  fatal  motor  vehicle  crazies  had  a 
blood  alcohol  content  of  0.10  percent  or  greater, 
compared  with  18.6pmentofdriversof  diat  agein 
1982  ( 1  lOX  Another  9.5  percent  of  die  fatally  injured 
drivers  under  age  18  in  1988  (and  11.4  percent  in 
1982)  had  a  blood  alcohol  content  between  0.01  and 
0.09,  suggesting  that  alcohol  use  below  the  usual 
legal  limit  is  also  associatoi  with  fatal  accidents. 

Alcohol  is  also  finequently  involved  in  fatal 
pedestrian  and  bicycle  accidents;  in  1988,  23.6 
percent  of  victims  of  fatal  pedestrian  or  bicycle 
accidents  had  a  blood  alcohol  content  of  0. 10  percent 
or  greater  (110). 

A  review  of  blood  alcohol  levels  measured  in  41 
adolescents  ages  16  to  1 8  admitted  to  a  trauma  center 
following  motor  vehicle,  bicycle,  or  pedestrian 
accidents  in  North  C^lina  revealed  dliat  29  percent 
had  measurabk  (although  not  legally  prohibited) 
levels  of  blood  alcohol  (55).^^  Males  were  much 
more  likely  to  test  positive  for  alcohol  dian  females; 
32  percent  of  males  had  measurable  levelf  of  blood 
alcohol,  con^ared  with  only  18  pocoit  of  females. 


'^'No  (luther  age  breaSulowns  i^ttc  provkficd. 

^^Soc  ch.  IS.  "Issues  in  tbe  Deltveiy  of  Health  and  Related  Servk:«a  to  Selected  Qroqisof  Adolescems,*'  in  Vol.  ID. 

%I9S7Jor  example,  over  a  dxird  of  8th  and  10th  gredeispartkipa^  Stvdem  Health  Survey  lepcmed  ttxai  tivy  sw«n  alcm 

die  pitvioiis  3rear,  26.4  pen:axt  diat  they  swam  in  a  restricted  or  tmsopervised  area,  aod  28.4  parent  diat  they  dove  into  water  of  imkiiown  dqrth  (6). 

^^For  a  general  discussion  of  the  use  of  alcohol  aod  other  drags  by  adolescents,  see  ch.  12,  '*AkotK>l  Ibbacco.  and  Dnig  Abtt%:  Prevention  and 
Services;*'  in  thk  voloroe. 

^NHTSA  widiin  the  U.S.  Department  of  Transportation  defines  a  motor  vehicle  crash  as  being  related  to  ak^^t  if  die  <kiver  or  nonoccupaot  (e.g. 
pedestrian)  has  a  blood  alcohol  coooentrstion  of  0. 1 D  perceni  or  greaier .  Persons  widi  a  blood  alcohol  content  of  0  J  0  pocent  or  greater  are  consideivd 
tobeimojacated(116). 

'^The  stady  also  ioclnded  34  individttals  ages  19  and  20.  Blood  ako^l  content  (B AC)  detciminations  were  made  for  cmly  50  of  die  total  86  padoits 
admitted  fo  the  hospital  dttrii^  die  survey  period.  Unfortunately,  the  authors  do  not  Indicate  die  ages  of  die  patients  for  ^fbom  BAC  rcadiogs  were  sot 
obtained;  rad^diey  report  die  numbers  of  padents  of  each  age  with  positive  BAC  rdadve  to  d^  total  ttumberofpatieiits  of  e^h^eifdio  were  adndtt^ 
to  tbe  hoipita!. 
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Less  inibnnation  is  available  cm  the  possible  link 
b^een  al^ol  (^iisuoq>ti(m  and  otto*  types  of 
accidental  injuries  (47)*  Also^  otfi«  drags*  ^ch  as 
marijuana  m  cocaine,  may  elevate  risk  of  injury, 
though  no  syst^natic  epidraiiologic  studies  have 
bera  comliK^ted  to  identify  the  role  these  otfaes*  drags 
may  play  in  ^daatal  injuries* 

Failure  To  Use  Safety  Belts— Tha^  is  substan- 
tial evidrace  that  the  use  of  safety  belts  in  cars 
reduces  die  chances  of  e^qx^ieiunng  serious  injury  in 
the  event  of  a  crash.  For  xaix^le,  aldiough  about  the 
same  proportion  of  restrained  and  unrestrained 
l»ssenger  car  occupants  involved  in  fatal  crashes  in 
1988  sustained  nonfatal  injure  (42  percent  of 
restrained  occupants  v,  40  peicent  of  unrestrained 
occupants^  nearfy  twice  as  many  unrestrained 
occupants  as  restrained  occupants  were  killed  as  a 
rrault  of  injuries  (49  v,  26  percent)  (1 12).^ 

Surveys  of  U.S.  adolescents  indicate  that  most 
adolescents  do  not  wear  safety  belts  (35).  In  the  1987 
National  Adolescent  Student  Health  Survey  of  8th 
and  lOOi  graders^  only  412  percent  reported  that 
they  had  worn  a  safety  belt  the  last  time  they  were  in 
a  car  (6). 

U*S.  adolescents  dp  report,  however,  that  protec- 
tion in  a  crash  is  one  of  the  most  important  Victors  in 
their  deciding  to  wear  a  safety  belt;  8L2  percent  of 
adol^cents  surveyed  in  the  National  Adolescent 
Studrat  Health  Survey  reported  that  this  was  a  very 
in9>ortaDt  factor,  in  comparison,  only  12 J  pen^nt 
said  that  friends*  use  was  a  voy  important  factor, 
and  over  half  reported  that  friends^  use  was  not 
in^portant  at  all  (6).  Riccio*Howe  found  that  safety 
belt  use  by  family  and  friends  was  an  inqx>rtant 
factor  in  idolescents'  safety  belt  use  (S7a).  Laws 
were  also  found  to  be  an  important  factor  Riccio- 
Howe  found  that  adolescents  reported  higher  safety 
belt  use  when  a  law  mandating  such  use  was  in  effect 
than  when  it  was  repealed,  and  that  adolescents  who 
had  learned  to  drive  during  the  period  the  law  was  in 
effect  continue  to  report  high^  safety  beh  use 
(57a).  The  law  was  more  predictive  of  adolescents* 
safety  belt  use  than  were  the  adolescents'  health 
beliefs  and  perceived  locus  of  control^ (57a), 


Failure  Tb  Use  Bicycle  or  Motorcycle  Helmets- 
Evidence  suggests  diat  voy  few  adolescmts  wear 
bicycle  helmets  and  that  adole^^ts  are  less  likely 
than  bicycle  ridexs  in  older  age  grouf^  to  wear 
belflMts  (120).  3.7  percent  of  over  200  bicy- 
clists ages  11  to  19  interviewed  in  <we  ^dy  w^ 
found  to  be  wearing  heluMts;  this  a)nq>ared  with 
16.2  percent  of  those  age  30  or  older  (120).  In  the 
1987  National  Adolesc»t  Student  Health  Survey  of 
8di  and  lOfligra^ters^  fewer  dian  lOpocoitsaiddiat 
they  ever  wore  a  bicycle  helmet,  and  1^  tluui  1 
pm^t  rq>orted  that  they  always  wore  a  helmet  (6). 
A  review  of  bicycle-riding*related  accidents  to 
children  ages  1  to  18  (80  pocent  of  whom  were 
betw^  ^es  5  and  14)  found  that  less  than  1  percent 
(ages  not  specified)  had  wearing  protective 
equipment  at  the  time  of  their  injury  (68). 

Peer  influence  appears  to  play  a  role  in  wfaedier 
U*S.  adolescents  wear  bicycle  helmets.  Over  60 
perc^t  of  the  8th  and  10th  graders  surveyed  in  the 
National  Adolescent  Student  Health  Survey  re- 
ported that  diey  thought  diat  their  friends  would 
think  that  wearing  a  bicycle  hehnet  was  a  "'silly 
thing  to  do'^  (6)*  Anecdotal  evidence  suggests  that 
some  young  ^olescents  distingui^  between  casual 
neighbcMTbood  riding  of  bicycles  and  longw  bicyde 
trips  and  are  more  likely  to  wear  helrr^ts  during  the 
latter  activity. 

Use  of  helmets  among  adolescents  riding  mini- 
bikes  or  motorcycles  is  also  low.  As  of  Ainil  1990, 
only  23  States  required  use  of  motorcycle  hebmts 
for  riders  of  all  ages  (44).  Another  23  States  required 
use  under  a  q>ecified  age«  usually  18  (although  in 
some  States  the  maximum  age  is  as  low  as  15  years 
old)*  on  crashes  in  States  where  only  minces  are 
required  to  wear  motorcycle  hehnets  indicate  that 
fewer  dian  40  percent  of  fatally  injured  minors  were 
wearing  helmets,  even  though  the  law  required  fbmi 
to  do  so  (114).  &iforcement  of  helmet  wearing 
among  minors  is  difficult,  as  it  can  be  difficult  to 
distinguish  them  from  older  riders.  Nearly  60 
percent  of  8th  and  10th  graders  participating  in  the 
1987  National  Adolescent  Student  Health  Survey 
reported  that  they  sometimes  rode  a  motorcycle  or 


^^Tbese  datt  m  for  ftQ  9ges  ccmtrined. 

pcrsoa*8  pmeived  loom  of  cmttm!  is  his  or  ba*  geooal  sense  that  be  or  she  eitber  comrols  or  is  ccHitroDod  by  events  {65a).  Riccio-Howe  used 
a  tocos  of  cof^rol  scale  ^MclfkaDy  related  to  the  occttmoce    accidents  (57a). 

^SttuScDts  woe  Doi  asked  directly  vdictfier,  or  bow  fi^^ 
a  heim^  wfaen  they  did  ride  a  OK^orcycle  or  micibike.        it  is  oof  possible  to  detcmiioe  frequency  of  ridif^  horn  tbe  survey  itsponses. 
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mimbike;  however,  only  a  thini  of  those  rq)orted 
that  they  always  wore  a  helmet  when  riding  (6)*^ 

Stressful  Life  Events 

In  a  study  that  con^ared  ill  and  injured  hospital- 
ized adolMcrats  on  a  variety  of  measures  including 
demographics,  tn^ulse  control,  enx>tional  tone,  and 
alcohol  and  otto:  drag  use,  Slop  and  h^  colleagues 
found  that  the  occurrence  of  stresdul  life  evCTts  was^ 
alcmg  wiA  gendo*  and  previous  ho^italization 
an  injury,  a  reliabte  charact^tic  dbtinguishing  the 
injured  fmm  die  ill  adolescrats  (68a)*  The  stressful 
life  events  most  associated  with  ho^italization  for 
an  injury  include  suspension  finnn  school,  failing  a 
grade  level,  difficulty  getting  a  summer  job,  Ineak- 
ing  up  widi  a  boyfriend  girlfriend,  and  the  death 
of  a  grandparent  (68a).  However,  Sl^  and  her 
colleagues  note  that  their  study  sanqile  was  small 
and  otherwise  somewhat  limit^  mediodologically 
ami  dmt  a  proq)ective  study  to  confimi  the  resu^^ts  is 
needed  (68a)*  It  is  also  inqx>rtant  to  note  that  28 
percent  of  the  injured  {mtients  in  the  Slap  et  al. 
sam|>Ie  had  been  victims  of  assault;  thus,  the  study 's 
findings  may  be  s^licable  to  violent  as  well  as 
accidental  injuries.  Nonetheless,  Slap  and  her  col- 
leagues' results  suggested  that  stresses  that  may  be 
minimized  by  adults  are  important  risk  factors  for 
injury  during  the  adole^^t  years  (68a).  In  an  article 
directed  at  school  nurses,  Lee  and  collei^gues  also 
noted  that  high  school  is  a  stressful  time  for 
a(k>lescents,  and  that  there  is  a  potential  relationship 
between  high  levels  of  stress  and  accidental  injury 
(41a). 

Consequences  ofAccMentaf  Injuries 
Among  Adolescents 

In  general,  the  total  dollar  costs  associate  with 
injuries,  both  accidental  and  intentional,  in  the 
United  States  are  enormous.  An  estimated  $158 
biUion  in  aggregate  lifetime  direct  and  indirect 
costs^^  is  imposed  annually  by  injuries  in  this 
coimtry  (58).^  About  a  quarter  of  those  costs 


(around  $39.4  billion)  can  be  attributed  to  injuries 
incurred  by  persons  ages  15  to  24  (58).  It  is 
inqK^timt  to  note,  however,  diat  costs  have  not  been 
e^imated  sq>aratBly  for  10-  to  18-yearK)lds.  Thus,  it 
is  difficult  to  infer  die  actual  proportion  of  cmts 
attributable  to  ^cidental  injuries  anK>ng  10-  to 
18-year*olds. 

For  dte  15-  to  24-year-crid  age  gioiq),  nK)tor-vdiicfe- 
related  injuries  are  responsible  for  die  greatest 
lifetime  costs,  followed  by  falls,  firearms,  bums  and 
fires,  drownings  ai^l  near  drownings,  and  poisonings 
(58).  Overall,  males,  who  expm»Kre  greiuter  mmtal- 
ity  and  n[Kd>idity  due  to  accidental  injuries,  also 
account  fc^*  more  mortality  and  morbidity  costs* 

According  to  a  study  bawd  mi  data  gathered  in  the 
1980  National  Medical  Care  Utilization  and  Expen- 
diture Survey,  injuries  and  poisonings  are  responsi- 
ble for  the  third  greatest  pn^wrticm  of  direct  n»pdical 
costs  to  persons  under  age  17,"^^  accounting  for  $L9 
billion  in  1980  doUars^^  (36). 

Anecdotal  evidence  fi-om  case  studio  indicates 
Uiat  injuria  have  a  tr^nendotis  inqmct  on  injured 
adolescents,  their  families,  and  society  (58).  Along 
with  lost  productivity,  school  absenteeism,  and 
health  care  expenses,  injuries  can  have  long-'tenn  or 
permanent  effects  including  disfigurement  atKi  Iras 
of  ability  to  perform  social  roles  .^^  Howevor,  data  on 
injury*related  disabilities  are  suipisingly  sparse.  No 
national  data  are  available  to  examine  injury-related 
disability  in  a  systematic  manno'.  little  infcnmation 
is  avaiteble  on  the  long-term  consequences  of 
injuries,  particularly  those  that  are  less  sevwe  (47). 
As  a  result,  it  is  very  difficult  to  document  the  inqmct 
of  injury  survival  beyond  the  acute  phases  of 
treatment  for  injuries. 

Data  on  the  health  consequences  of  accidents  for 
adolescents  in  terms  of  nestricted-activity  days,  as 
n^ntioned  earlier,  are  available  through  NHIS 
(93).  In  1988,  injuries  (accidental  and  intentional 


^Direct  costs  ust "  *  mo  oms  i>aki  for  personal  beal  th  cart . . .  ( aod )  f or  home  modiikstion,  vocalhmal  rdi^Mttattou  and  overtiMt  md  Bdmiiristradvc 
costs  .or  antomoblte  am!  had^  insarsoce*  *  for  tbosc  injurod  (58).  Inject  ca^scaabedMAod  into  mort^idity  and  moilality  costs:  moiMdHy  costs  ioctude 
tl»  vahse  of  goods  aixf  senrices  iiot  im)dDCcd  heca^ 
tost  by  aO  who  die  {sesnatiirety  as  a  result  of  lojisy. 

^CBstlmatesare  ttased  on  the  lifetime  costs  for  the  57  million  persons  injuicd  in  i9S$  (58>. 

^^loclodes  children  ttoder  age  10. 

<^However»  injtiries  and  polsonii^s  accoimtcd  for  a  lowct  pTopcmton  of 
17-  to  44'year-ofals. 

^See  dL  6,  "'Chronic  Ftysical  Illness:  Prevention  and  Services,"  in  this  vohm^  for  a(kltti<Hial  discnssicHi  of  disd^ties  amoc^  adoksceota. 
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combined)  w»e  re^Kmsible  for  18  percent  of 
restricted-^tivity  days  and  8^  peimit  of  school- 
1ms  days  for  acute  conditions  (93).^  Injuria  war 
respcHisible  for  133.5  lestricted-activi^  days  and 
38*9  bed-disability  days  per  100  males,  and  104.9 
restricted-activity  days  ai^  26.1  bed-disability  days 
for  females  (92).  Injuries  accounted  for  32.3  school- 
lo^  days  for  evory  100  students  agra  10  to  17.  For 
adolescents  ages  IS  to  17,  injuries  accounted  for  55 
school-loss  days  per  100  sftudoits. 

Prevention  of  Accidental  injuries 
Among  Adoiescents 

Accidental  injuiy  prevention  efforts  can  focus 
either  on  reducing  or  eliminating  the  occmience  of 
accidents  or  on  minimizing  die  effects  of  accidoits — 
i.e.,  reducing  the  severity  of  the  injuries  that  might 
result  finom  the  accident. 

Three  basic  approaches  have  been  used  for  the 
prevention  of  accidental  injuries:  1)  p^-suasion  or 
education*  2)  legislation  and  regulation,  and  3) 
automatic  protection  (47^8).  The  {^vision  of  direct 
incentives  or  oth«^  tangible  sui^xnl,  sometimes 
combined  with  education,  is  another  prevention 
strategy  (18^26). 

Although  results  of  evaluation  efforts  are  not 
definitive,  tho^  apj^sis  to  be  some  cons^us  that, 
in  general,  automatic  protecticm  is  the  most  effective 
strategy  fw  injuiy  protection,  followed  by  laws  and 
regulation,  and  that  education  and  persiasion  is  the 
least  effective  strategy  for  injury  prevention  (9,47, 
58,128X  The  use  of  direct  incentives,  sometime 
ccnnbin^  with  education,  has  not  been  evaluate  as 
an  overall  strategy,  but  results  of  some  programs 
suggest  that  it  too  is  promising  (18,26).  As  with 
other  adolescent  health  problems,  it  is  likely  that  no 
single  approach  to  prevention  is  sufficient  (see  also 
12a), 

Rivara  has  estimated  that  29  percent  of  deaths 
from  trauma  to  U.S.  children  ages  1  to  14  could  be 
prevented  if  only  12  currently  available  prevention 
strategies  were  implemented  (60).  Some  of  these 
strategies  (e.g.,  use  of  infant  restraint  seats)  are  not 
applicable  to  adolescents  ages  10  to  1 8.  Ncmetheless, 
Rivara's  approach  could  be  used  to  develop  esti- 
mates of  the  numbers  of  preventable  adolescent 
injury  deaths. 


Injury  prevention  approaches  targeted  to  individu- 
als (ediu:ati(Hi  and  inc«itiva»)«  regulaticm  ami  tegis^ 
lation,  and  autonatic  protection  are  discussed  below, 
along  with  q>ecific  exan^les  of  injury  {rovention 
efforts. 


Educational  anil  Incantlva  Approaches 

Educati(»ial  strategic  are  some  of  the  taxM 
widely  used  i^^jsroacbes  to  preventing  injury;  they 
^d  to  be  relatively  inesq^ensive  and  have  a  high 
level  of  community  acceptance  (78).  The  success  of 
educational  efforts,  however,  has  been  mixed,  and 
there  appears  to  be  some  consent  in  die  mjuiy 
field  diat,  as  mentioned  above,  education  and 
persuasion  alone  has  beat  the  least  effective  m^ms 
of  accident  prevention  (9,47,58,128).  OTA  agrees 
with  this  finding. 

There  are  a  number  of  reasons  why  educational 
efforts  may  be  unsuccessiul.  Hrst,  the  change  in 
behavior  advocated  by  die  educational  effort  may  be 
too  complex  (e.g.,  executing  safe  turns  on  a  3-wheel 
ATV  may  be  quite  difficult  for  a  13-year-oId). 
S^nd,  conq)lete  ccmipliance  may  be  required  for 
the  behaviw  to  be  effective  (e.g.,  safety  belts  must  be 
worn  every  tin^  the  adolescent  rides  in  a  car).  Thnd, 
the  r^uired  behavior  may  be  unpleasant  (e.g., 
adolesc^ts  may  feel  that  wearing  a  bicycle  helmet 
is  hot  and  uncomfoitable  or  socially  unaccept^le). 
And  last,  thc^e  may  be  other  external  barriers  to 
con^liance  (e.g.,  bicycle  helmets  im^  be  unafforda- 
ble  or  unavailable;  thwe  may  be  cultural,  literacy,  or 
language  barriers  to  receiving  or  res^nding  to  the 
educational  message).  Thus,  some  interventions 
have  offered  positive  incentives  to  adolescents  to 
help  increase  health-«ihancing  behaviors  such  as 
the  use  of  safety  belts  and  bicycle  hehnets. 

Some  educ^on  may  help  adolescents  avoid 
accidents.  Educational  efforts  can  be  chrected  at 
many  different  audiences  including  adolescents, 
parents,  teacho^,  manufacturers,  and  policymakm. 
For  example,  educational  efforts  can  be  directed 
toward  convincing  lEdolescents  to  use  safety  belts, 
parents  can  be  taught  how  to  discuss  safety  belt  use 
with  their  childrra,  manufacturers  can  be  educate 
about  public  views  regarding  safety  belt  design,  and 
policymakm  can  be  educate  about  the  effective- 
ness of  a  law  requiring  safety  belt  use. 


^Rcstrktcd-iKtfvify  days  are  cslculafed  for  \0-  to  IS-year-olds.  Scbool-)o»  days  are  calcutated  for  lO-  to  n^year^lds  (92). 
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Exan^les  of  cducaticm  and  incentive  efforts 
targeted  at  changing  the  behavior  of  adolescents  are 
discussed  below. 

Driver  EdDcation 

The  lack  of  evaluation  information  on  injuiy- 
preventicm  interventions  has  resulted  in  the  in^le- 
mutation  of  programs  that  are  ineffective,  or  that 
even  have  adveree  effects,  A  good  example  of  this  is 
high  school  driver  educatira  piogfwas  (47J28). 
Driver  educaticm  had  long  beoi  endor^  as  an 
intervention  to  reduce  adolescent  morbidity  and 
mortality  due  to  motor  vehicle  crashes*  Subsequent 
research,  however,  has  not  suf^rted  the  use  of 
driver  education  as  it  is  currently  delivered  as  a 
surategy  to  reduce  motor  vehicle  crashes  (47,78)* 

A  driver  education  stiKly,  involving  random 
assignment  of  students  to  an  extensive  driv^  educa- 
tion course,  a  ^ortraed  version  of  the  coin^,  or  no 
course  at  all,  found  that  although  students  in  the 
^ortened  class  experienced  slightly  fewer  crashes 
than  those  who  had  not  taken  a  class,  no  reduction  in 
crashes  was  found  for  those  who  completed  the 
longer  version  of  the  class  (69).  Oth^  research 
indicates  that  driver  education  programs  may  actu- 
ally result  in  higher  rates  of  accidents  among 
adolescent  drivers,  in  part  because  they  make  it 
possible  for  adolescent  drivers  to  obtain  a  license  at 
a  younger  age,  when  they  may  be  more  likely  to  be 
in  motor  vehicle  crashes  (47,78),  This  occurs  in 
States  where  taking  driver  education  is  a  prer^uisite 
for  license  at  an  earlier  age  (e.g.,  at  age  16  instead  of 
17)  (78).  Anoiher  explanation  of  the  low  impact  of 
high  school  driver  education  cour^  is  that  such 
cburses  provide  novice  drivers  with  inad^uate 
behind-the-wheel  experience  (72,105).  In  re^nse, 
some  States  have  developed  resource  materials  to 
assist  parents  in  providing  behind-the-wheel  prac- 
tice (72).  An  additional  response,  of  cow^,  would 
be  for  schools  themselves  to  increase  the  amount  of 
behind-the-wheel  experience  provided  to  students 
learning  to  drive. 

Incentives 

Safety  restraints  ia  automobiles  have  gained 
increasing  acceptance  over  the  past  decade  as  a 
means  of  preventing  or  limiting  the  severity  of 
injuries  associated  with  motor  vehicle  crashes.^^ 
However,  because  adolescents  have  lower  rates  of 


use  of  safety  belts  than  othn  age  groups,  special 
ai^^roaches  to  encourage  adolescents  to  use  safety 
belts  seem  to  be  necessary  (6,47,109). 

Om  sudi  program,  whidi  used  cash  iwentives  to 
increase  voluntary  safety  belt  use,  was  in^lemmted 
in  Ch^l  Hill,  Nwth  Carolina  (18).  Smdents*  cars, 
identified  by  bumper  ^keis,  vmnc  stopped  ran- 
domly by  study  personnel  as  tt^  ratered  the  ^ool 
Inking  lot  and,  if  the  occiquinte  were  wearing  ^eir 
safety  belts,  they  wot  rew^ded  widi  $5  in  cash.  For 
stuitents  not  driving  to  school,  family  cars  were 
identifi^  by  buiiq)er  stickns.  Whan  the  occtq»nts 
were  observed  anywhere  in  the  community  to  be 
wearing  safety  belts,  the  adolescrat  was  rewarded 
with  $5  the  next  day  in  school.  The  program 
involved  soliciting  donations  from  par^ts  and 
iniv^e  businesses,  paired  with  extensive  publicity  at 
the  high  school  (18).  The  program  succeeded  in 
increasing  observed  use  of  safety  belts  among 
adolescent  males  finom  just  under  20  percent  to  close 
to  39  percent,  and  among  adolescent  females  from 
21  percent  to  44  percent.  The  long-term  effects  of 
this  Ingram  have  not  been  assessed,  so  it  is 
unknown  whether  increases  in  safety  belt  use  by 
adolescents  were  maintained  over  time. 

Combining  Education  and  Incentives 

The  use  of  bicycle  helmets  has  the  potential  to 
reduce  head  injury  among  cyclists.  Helmets  arc 
relatively  ineffective  in  most  crashes  that  result  in 
fatalities  but  have  considerable  potential  for  reduc- 
ing the  severity  of  injury  in  nonfatal  cashes.  Several 
studies  have  indicted  that  hardshell  bicycle  helmets 
are  associated  with  as  much  as  a  tenfold  reduction  in 
the  incidence  of  significant  injuries  to  cyclists 
(27,64,120).  Despite  its  demonstrated  effectiv«iess 
in  reducing  the  severity  of  injury,  helmet  use  among 
adolescent  bicyclists  is  low  (6,73,120). 

In  Seattle,  a  conmiunitywide  education  campaign 
was  implen^nted  in  an  effort  to  increase  the  use  of 
bicycle  helmets  (26).  The  can^aign  included  efforts 
to  increase  parental  awareness  of  the  need  for 
helmets,  to  promote  the  use  of  helmets  by  children, 
and  to  reduce  fmancial  barriers  to  the  purchase  of 
helmets,  lb  increase  parental  awareness  of  the  need 
for  helmets,  the  campaign  included  the  use  of  a 
variety  of  media  to  promote  the  use  of  bicycle 
helmets,  such  as  public  service  announcements  on 
television  and  radio,  press  conferences,  informa- 


^Airhags  are  discussed  In  the  section  on  ''Automatic  Protectkm*'  below. 
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tional  pamphlets  distributed  dirou^  physicians  and 
heaUb  departn^ts,  ami  presoitaticHis  to  community 
groups.  Efforts  to  promote  use  of  helmets  included 
the  implementaticm  of  a  bicycle  saf^  program  in 
public  elemrataiy  schools,  di^bution  of  lackers 
promoting  helmets  to  school  and  youth  groups  and 
at  bicycling  evoits,  and  th^  provision  of  incratives, 
such  as  baseball  tickets,  to  chiklien  who  wore 
hehrots  at  bicycling  events.  Finally,  in  order  to 
reduce  financial  baxriers  to  tl^  purchase  of  bicycle 
helmets,  more  than  100,000  discount  coupons  that 
lowered  die  cost  of  hehnets  to  about  $25  were 
distribuled  through  physicians'  ofHces,  schools* 
youth  groups*  and  community  events;  1300  helmets 
were  sold  at  cost  through  the  Parent-lfeacher  Associ- 
ation; and  1,300  hehnets  were  donated  to  youth 
grouf^  serving  low-income  children. 

The  effectiveness  of  the  can^aign  was  evaluated 
by  comparing  observed  use  of  bicycle  helmets 
before  the  can^aign  with  obsm^ed  use  at  various 
intervals  after  the  start  of  the  campaign.  Observa- 
ticms  were  made  at  a  variety  of  sites,  including 
schools,  bike  trails,  parks  or  playgrounds,  and 
streets.  Tb  control  for  intervening  events  not  related 
to  the  hebnet  canq)aign,  obsovations  of  l^lmet  use 
were  also  made  in  a  denK>graphically  similar  city 
(Portland,  Oregon),  where  no  organized  effort  to 
increase  helmet  use  occurred  during  the  study 
period.  A  total  of  9,871  observations  were  made  in 
the  two  cities  of  children  estimated  lo  be  ages  S  to  15. 

Results  of  the  evaluation  indicated  significantly 
greater  increases  in  the  use  of  bicycle  helmets  in 
Seattle  as  compared  with  Portland  (26).  Use  of 
helmets  in  Seattle  increased  from  4.6  to  14.0  percent 
16  months  aftei^  the  campaign  commenced,  com* 
pared  with  an  increase  from  1.0  to  3.6  percent  in 
Portland.'^  Both  before  and  after  the  campaign,  use 
was  associated  with  race  (whites  were  most  likely  h 
wear  helmets),  bicycle  type  (riden  of  geared  bike  > 
were  more  likely  to  use  helmets),  and  site  type 
(riders  on  bicycle  paths  we^  more  likely  to  use 
helmets).  In  addition^  children  riding  with  com^mn- 
ions  (either  other  children  or  adults)  who  wore 
helmets  were  much  more  likely  to  wear  helmets 
themselves,  suggesting  that  peer  and  parental  pres- 


sure may  have  an  effect  on  use  of  helmets.  Lite  oAex 
multifa^tcd  prevmion  efforts  ^$cribed  through- 
out this  Report^  it  is  difficult  to  disaggregate  the 
effects  of  different  eloimnts  of  die  Seattle  jnwen- 
tion  program*  An  evaluation  that  could  disaggregate 
the  effects  of  education  from  hefanet  distributioo  and 
other  incratives,  as  well  as  assess  &m  effcctivraess 
of  both  str^gies  used  togefto*,  would  be  useful, 
particularly  if  compart  with  a  roultifaceted  inter* 
vratkm  such  as  Seattle's. 

legislation 

Another  strategy  for  prevailing  or  ccnitrolling 
accictental  injuries  is  through  legislation.  Legislative 
measures  are  usually  directed  at  changing  either  the 
enviroim^t  mandating  specific  behaviors. 
angles  include  the  motorcycle  helmet  and  saf^ 
belt  laws  currently  in  effect  in  most  States,  or 
through  local  ordinana^.  In  the  first  such  effort  in 
the  couiUry,  for  eiumiple«  bicycle  helmets  were 
recently  made  mandatoty  for  all  bicycle  riders  in 
Howard  County,  Maryland,  riding  on  county  paths 
and  streets  (13,14).  After  pressure^  however,  the 
Howard  County  Council  subsequently  voted  to 
amend  the  law  to  exempt  riders  over  age  15  (14). 

Laws  and  regulations  can  also  be  limited  in  their 
effectiveness  and  may  be  least  effective  for  those 
who  are  at  hi^est  risk.  For  example,  although  35 
States  plus  the  District  of  Columbia  now  have  safety 
belt- use  laws^^  (444 12),  adolescents  still  have  lower 
use  of  safety  belts  than  adults  or  younger  children 
(47,1 12).  In  19  cities  surveyed  by  the  U.S.  Depart- 
n^ni  of  Transportation's  NHTSA,  safety  belt  use  by 
passengers  ages  5  to  12  avoraged  37  percent,  with  a 
range  from  24  to  60  percent,  while  usage  for 
passengers  ages  13  to  19  averaged  only  24  percent 
(112).  As  noted  previously,  in  States  where  only 
minors  are  required  to  wear  motorcycle  helmets, 
many  adolescents  do  not  wear  them. 

Special  Driver  Licensing  Restrictions 
for  Adolescents 

Nighttime  driving  curfews  for  adolescents,  and 
changes  in  the  minimum  driving  age  have  been 
shown  to  be  effective  in  reducing  adolescent  vehicle 
crashes.  States  with  nighttin^  curfews  for  16-year- 


^^Tliese  figures  werr  adjMed  for  a  vahefy  of  confmodiog  vanable<«  tnchHliQg  race,  type  of  t»cy£le.  where  bicyclist  wai  observed  h4iag,  and  with 
wbcmi  (if  otyotie)  t^cydisi  rode.  Tbt  iinadji»ted  rates  for  Sesttk  were  53  percent  ose  of  beUxrts  before  Che  csnpaign.  and  15.7  perceot  ose  after  the 
canxpa^  tm^tosted  ratci  for  Portiand  were  l.D  aod  2.9 percent  doriog  the  taine  period  (26). 

^All  Sta^  have  laws  fcqmring      yomgtt  chiktrea  be  restrained  by  a  child  safely  seat  or  (for  ofdo*  children)  safety  belt,  but  iBost  of  these  laws 
^-"*ect  only  chikteo  toulcr  the  ^e  of  6  (1 12), 
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old  driveis  have  reduced  the  fatalities  in  this  age 
group  by  as  much  as  69  po'ceait  (122).  Since  half  of 
fatal  crashes  involving  16-  to  19*year-olds  occur 
between  9  pjn.  and  6  a^nt,  this  measure  has 
cmsidmible  potential  for  reducing  injury. 

It  has  also  been  suggested  that  die  age  for 
c^taining  a  driver  license  be  raised  so  that  adoles- 
cm\s  would  be  more  mature  bef<»ie  takmg  on  the 
complex  task  of  driving.  This  qqiroach  is  a  response 
to  dononstrating  a  diq»opoitionate  involve- 
mtat  of  young  drivm  in  severe  and  fatal  crashes. 
However,  the  approach  does  not  mxount  for  the  fact 
that  it  takes  tixm  and  practice  to  berome  a  proficirat 
driver,  even  at  older  ages.  Anoth^  strategy  that  has 
been  proposed  is  to  develc^  a  "'graduate  driver 
licmsing  system*'  whereby  adolescents  could  actU" 
ally  start  driving  as  ^ly  as  age  14  mda  close 
I^ectal  stqyervision  (111).  The  privileges  of  driving 
at  nighty  and  wittout  parents  present,  would  be 
phased  in  over  the  course  of  several  years.  This 
would  allow  a  period  of  time  for  ^oles^nts  to 
gradually  master  the  task  of  driving.  Because  this 
aj^Hoach  has  yet  to  be  tested,  no  conclusions  can  be 
(hawn  about  the  potential  effectiveness  of  the 
approach  in  reducing  adolescent  involvement  in 
motor  vehicle  crashes. 

Requireinents  for  School  Bus  Safety  Belts 

A  number  of  school  districts  have  moved  to 
require  safety  belts  in  school  buses,  although  the 
ratio  of  effectiveness  to  costs  has  been  of  concem"^^ 
( 1 1 ).  As  part  of  a  cost-benefit  analysis  of  safety  belts 
in  IbTias  school  buses,  estimates  of  t)^  numbers  of 
prevent^le  school  bus  injuries  and  fatalities  were 
calculated.  It  was  calculated  that  13  percent  of 
serious  injuries^^  to  children  ages  5  to  14  were 
preventable  with  the  use  of  safety  belts,  as  were  52 
percent  of  injuries  to  adolescents  ages  15  to  18.^^ 
Based  on  their  analyses,  the  authors  concluded  that 
installation  of  safety  belts  in  l^xas  was  not  cost- 
beneficial  becsuise  the  anticipated  savings  in  direct 
fiscal  care  and  legal  costs  and  indirect  costs  (e*g., 
foregone  earnings)  did  not  offset  the  significant 
costs  involve  in  retrofitting  old  tmses  and  equip- 
ping new  buses  with  safety  belts. 


A  more  recrat  and  conqmhensive  study  on  school 
bus  safety  was  conduct^  by  the  Transportation 
Research  Board  of  the  National  Research  Council 
(48).  The  analysis  examined  tte  effi^tiveness  of 
safety  belts  in  bus^  in  preventing  injmy,  assuming 
that  imly  oi^-half  of  all  studoats  would  actually 
wear  the  safety  belts.  It  ^ras  estimated  fhat,  if  all 
huge  school  buses  in  the  United  States  were 
equii^ped  wiA  safety  belts,  up  to  1  life,  48  tncafmci- 
tating  injuries,  238  noninc^acitatittg  injuries,  and 
665  injuries  could  be  saved  each  year  for  a  total 
annual  cost  of  $43  million  to  cqwp  die  l>use$  and 
maintain  the  safety  belts*  Based  m  these  findings, 
tte  Committee  conclude  that  a  FMeral  standard 
mandating  safety  belts  was  unwarranted*  Data  frmn 
the  U*S.  Deparbnent  of  Transportation's  NHTSA 
show  that  far  iik^  children  are  injured  or  killed  in 
the  proce^  of  boarding  or  leaving  school  Iwses  dim 
in  sdiool  buses  themselves.  The  Transportation 
Research  Board  recommended  that,  rather  than 
equipping  large  school  buses  with  safety  belts,  the 
sde^  of  children  riding  school  buses  could  be  more 
effectively  improved  through  driven  training,  pupil 
education,  school  bus  monitors,  safer  school  bus 
routing,  improved  mirrorst  and  improved  signaling 
devices. 


Automatic  Protection 

In  contrast  to  voluntary  efforts  that  rely  on 
education  to  pronwte  compliance,  mitomatic  protec- 
tion measures  typically  are  diluted  at  changing 
consumer  products  or  the  environment.  These  effects 
are  firequrady  intended  to  provide  protecticHi  by 
making  changes  that  do  not  require  individual 
action.  Efforts  may  be  voluntary,  or  required  as  the 
result  of  legislation  or  regulation.  For  example, 
Federal  regulations  now  require  a  wide  array  of 
safety  features  on  cars  designed  to  reduce  risks  of 
injury.  These  include  rfiattcqgoof  windshields,  raergy- 
absorbing  steering  columns,  and  automiuic  safety 
belts  or  airbags.  Environmental  improvements,  such 
as  betto^  street  design,  im{m>ved  lighting,  and 
installation  of  eno-gy-absorbing  materials  at  road- 
side sites  where  crashes  are  likely  to  occur,  are  also 


^Sosall  v«o-typc  school  buses  m  ntrrcoOy  ftqujred  to  have  safety  belts  doe  to  their  simiUHty  to  cars  and  ll^  ladk  of  otto  protecttve  featttres  which 
art  fonod  io  the  Ufger  bnscs  (44). 

^SMmij        J  wcf«  ddfloed  as  those  rccdv^ 
severity  scale  ( 1 1 ) .  A  MAIS  score  o(  3  wottkl  reHect  iojttrks  such  as  major  nerve  koeration;  mslilpte  rib  tactitrc;  ahdc^ntiial  mgan  oontnskm;  or  haod, 
loot,  or  ami  cnish  m  ampntaitoa  A  MAIS  sccoie  of  6  would  Indtratf  dud  die  injory  was  pctteotiaUy  fatal. 

^^Ovcralt  however,  childfeo  ages  5  lo  14  received  84  percefil  of  all  injuries,  and  83  pendent  of  serious  injones. 
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in  geramtt  Butonutic  safety  (Mtufos  such  as  drb^s  hav^ 
bem  foumf  to  bs  more  affective  than  dducatiofv^^ 
preventive  measures  tn  prerantfr^  lnt}i^9^  AM»gs  are 
not  yet  required  standard  equipment  in  oars  sdd  In  the 
United  States  and  are  unlB^  to  be  fotmt  tn  the  oktor 
cars  that  ^Mesoents  apparency  tend  ^  use. 

examples  of  efToits  to  provide  automatic  protection 
(2a,78). 

In  automobiles,  pxassive  restraint  devices  such  as 
aifbags  or  automatic  safety  belts  are  becoming 
increasingly  available  as  a  result  of  Federal  regula- 
tion. These  devices  are  each  limited  in  ways 
different  from  standard  sbould^-lap  safety  belts* 
Aiibags,  as  they  are  currently  constructed*  are  most 
effective  in  frontal  collisions,  which  make  up  about 
35  percent  of  all  fatal  car  oasbes  (106).  However, 
airbags  are  designed  to  supplement  the  use  of  safety 
belts.  In  order  to  ^ihance  protection  in  frontal 
dashes,  and  to  provide  protection  in  otho*  types  of 
crashes,  manually  operated  safety  belts  must  be 
worn  in  conjunction  with  airbags.  While  the  effec- 
tiveness of  automatic  safety  belts  is  believed  to  be 
slightly  less  than  traditional  lap  and  shoulder  belts, 
the  use  of  automatic  safety  belts  could  have  a 
substantial  impact  on  injury  reduction  because,  like 
airbags,  they  do  not  rely  upon  active  compliance.  In 
addition,  the  effectiveness  of  some  automatic  safety 
belts  can  be  enhanced  by  the  simultaneous  use  of  a 
mantially  operated  lap  belt. 


Motor  Vdiicle  Rule  208  lequired  that  all 
i^w  cars  sold  in  the  United  States  after  Septffliber 
1989  must  have  an  autommic  oadii  protectiwi 
^s^  as  standard  equqmrat  (28*113).  Howeva» 
this  system  could  be  d&or  airbags  or  mitomatic 
safety  belts.  Soiw  observers  have  noted  that  more 
expensive  model  cars  have  been  die  first  to  use 
aiibags  (121).  (Honda,  for  exan^le,  win  not  make 
airbus  standard  imtiJ  late  1993»  and  even  tfien  **a 
few  low-pri(^  strq^^ed  cars  nmy  not  have  standard 
airbags**  (121)).  Anecdotal  evidence  suggests  that 
adolescent  drivers  tend  to  use  oIdar»  less  expulsive 
cars. 

Treatment  of  Accidental  Injuries 
Among  Adolescents 

Health  service  needs  fOT  acute  and  short*temi 
treatment  of  accidratal  injuries  differ  by  the  type  and 
severity  of  the  injury  sustained  and,  to  a  lesser 
degTM,  the  developmental  characteristics  of  the 
injured  person. 

Adolescents  may  (nesent  son^  special  concerns 
for  treatment  For  example,  medical  pmonnel  may 
have  difficulty  dealing  wttfi  adolescents  (22).'^  In 
addition,  adolescents  may  have  a  need  for  additional 
types  of  slices  beyond  the  immediate  medical 
treatment  of  the  injury. 

National  data  are  not  available,  but  there  is  some 
evidence  repented  in  smaller  studies  that  ibc  treat* 
ment  needs  of  adolescents  diffo*  firom  those  of 
younger  children.  A  study  of  persons  und^  age  18 
residing  in  uppa  Manhattan  who  sustained  sevi^e 
injuries  that  resulted  in  hospitalization^  for  ei^mnple* 
found  differences  in  the  need  for  nonmedical  serv- 
ices identiHed  at  the  time  of  treatment.  Adolescents 
ages  10  to  16  were  more  likely  than  youngs  children 
to  have  a  need  for  psychological  services,'^  and  less 
likely  to  need  child  welfare  services,  according  to 
information  recorded  on  hospital  charts  (52)« 

There  is  also  evid^ce  that  the  pattern  of  injury 
dififers  by  age*  Data  from  en^gency  dq^irtments  in 
Massachusetts  indicated  that  adolescents  ages  16  to 
19  sustain  more  severe  injuries  than  adolescents 
ages  13  to  15  (9).  Adolescents  ages  16  to  19  had 


^*AIso  see  dh,  15.  * 'Majc^ Issues  Fnrtataing  to  the  Delivery  v(  Prinwiy  and  Comprehensive  Sesrvices  to  Adolescems/'  kk  Vol.  m  for  a  dlscnssioa  of 
imes  in  tbe  delivery  of  health  services  to  adolescents . 

^Adolescents  were  ttmt  likely  to  have  received  gm  sttoi  wounds    to  he  referred  f(»r  iogestions  of  toxic  sit^mices. 
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tome  injuries  requiring  treatmoit  in  antx^cy 
nxims  and  higher  rates  of  hospital  ^hnissson.  Date 
from  S8  Los  Angeles  County  im^rgency  dq>art- 
ments  in^cate  Oiat  28  p^coit  of  all  trauma  cases 
involved  diikfaen  and  adolesccQte  i^es  1  to  19; 
adolescents  ages  13  to  19  had  twice  ^  numbo*  of 
injuri(»  requiring  enxxgency  services  as  diildren 
uiidc^  the  ag^  of  13  (67).  In  addition,  head  injuries 
and  abdominal  injuries  were  found  to  be  more 
common  among  chiklren  and  adolesc^its  ages  1  to 
19  than  among  adults. 

The  immediate  treatment  goal  for  all  victims  of 
moderate  to  severe  injury  is  timely  and  appropriate 
pieho^ital  and  hospital  care,  regardless  of  age. 
Guidelines  q)TCiflc  to  the  tieatxi^t  of  adolescents 
sustaining  an  injury  do  not  exist;  TOitbor  the 
Andean  College  of  EmCTgency  Medicine  nor  the 
American  College  of  Surgery  has  a  sp^dal  protocol 
for  a<h>lescents  who  sustain  injury.  Becmise  ex- 
tremes of  age  are  a  factOT  in  the  initial  managemrat 
of  a  sevmly  injured  person^  however,  guidelines  for 
the  voy  young  (imder  8  years  of  ^e)  and  the  elderly 
have  been  developed  (4). 

The  issue  of  pediatric  trauma  care  has  received 
increased  attention  over  the  past  decade  (37,38).  The 
American  Pediatric  Surgical  Association  and  the 
Am^can  College  of  Surgeons*  for  example,  have 
endorsed  standards  of  care  for  critically  injured 
pediatric  patients  (3*57).  These  standards  of  care 
recognize  that  children  may  have  diffoent  treatment 
needs  firom  adults.  Children  tend  to  sustain  different 
types  of  injuries  (e*g.,  head  injuries),  some  types  of 
injuries  need  to  be  managed  d^erently  (e.g.,  growth 
plate  fractures  must  be  properly  managed  to  prevent 
limb  shortening  or  deformity),  children  have  smaller 
nutritional  reserves  and  have  different  n^tabolic 
requirements,  and  there  is  a  need  for  providing 
psychological  mif^rt.  There  are  no  special  guide- 
lines for  adolescent  patients,  however. 

Following  a  1987  conference  on  unintaitional 
injury  among  adolescents,  the  American  Medical 
Association's  (AMA)  Council  on  Scientific  Affairs 
reviewed  issues  surrounding  the  use  of  emergency 
room  services  by  adolescents  (15).  The  review  was 
prompted  by  the  concern  that  the  unique  health 
needs  of  adolescents  might  be  neglected  when  it 
comes  to  jmicedures  and  training  of  persoimel 
involved  with  emergency  services.  Unfortunately, 
the  AMA  review  was  liinited  by  a  lack  of  current 
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After  a  committee  crt  the  Amartean  Medteal  Assocbtton's 
Couf>dl  of  Sdemifte  Affairs  foum!  that  them  was  an 
insuffidem  t)Otfy  of  sclOTtlfle  lomited^ 
spedfto  needs  ^  adoteso^ts  In  emergency  fooms  to 
warrant  a  flit  report,  the  oonvntttee  planned 
to  mortitor  the  Issue. 

data  on  adole^nt  use  of  emergency  room  services. 
Their  analysis  of  clinical  and  develofonenta]  issues 
suggested  that  adolescents  in  miergency  rooms  had 
several  requirements  that  might  not  be  recognized 
by  en^rgency  room  personnel:  the  need  far  confi- 
dential services;  the  need  for  {dtysicians  to  identify 
hidden  agendas  (e.g.,  suicidal  kleaticm  in  an  18-year- 
old  male  who  has  had  a  motorcycle  accident);  and 
the  ne^  for  followup  services.  These  needs  were 
believed  to  apply  to  adolescents  in  all  clinical 
settings,  not  just  in  emergracy  facilities,  and  the 
report  suggested  thiU  '"as  more  family  practice, 
pediatric,  and  intonal  n^dicine  programs  include 
training  in  adolescent  medicine,  the  care  of  adoles- 
cents in  emagency  rooms  should  imfnove"*  (IS).  It 
is  not  clear  why  specialists  in  em^ency  care  were 
not  include  in  this  group.  Tlie  most  in^)ortant 
conclusion  seemed  to  be  that  the  body  of  scioitific 
knowledge  relating  to  the  specific  needs  of  adol^- 
c^ts  in  emergency  rooms  '*is  not  large  enough 
currently  to  support  a  full  [Council  of  Scientific 
Affairs]  re[K>rt '  *  The  Committee  pledged  to  monitor 
the  issue. 
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Major  Federal  PoliGles  and  Programs 
Pertaining  to  Accidental  injuries 
Among  Adolescents 

Wide-ranging  injiny  prevention  and  control  activ- 
itiest  related  to  both  accidental  and  intuitional 
injury,  are  conducted  by  the  Federal  Government. 
Ttese  activities  involve  a  nun^)^  of  different 
agencies,  each  focusing  on  differrat  a^>ect$  of  the 
injury  problem.  The  involvement  of  many  s^encies 
arid  activities  has  mearU  that  attention  has  been  given 
to  many  injury-related  issues,  but  the  overall  Federal 
response  has  b^n  fragmented  (16).^^ 

Some  efforts  have  been  made  by  DHHS  and  other 
agencies  to  coordinate  Federal  injury  prevention  and 
control  efforts.  Within  the  Centers  for  Disease 
Contrors  (CDC)  Center  for  Environmental  Health 
and  Injury  Epidoniology  and  Control,  a  Division  of 
Injury  ^idemiology  and  Control  has  bwn  estab- 
lished to  cany  out  a  program  of  injury  prevmtion 
research  in  conjunction  with  the  U.S.  Departm^r.  of 
Transportation's  NHTSA,  with  half  of  the  funding  to 
be  directed  to  prevention  and  c^mtrol  of  motor-vdiicle- 
related  injury  (1630 JOS).  In  fiscal  year  1989,  a 
Federal  advisory  committee  for  Injury  Prevention 
and  Control  was  established  through  the  Bureau  of 
Maternal  and  Child  Health  and  CDC  within  DHHS, 
and  NHTSA  within  the  U.S.  Department  of  Trans- 
portation (50)*  The  charge  of  the  Advisory  Commit- 
tee is  to  report  on  the  state  of  injury  prevention  and 
set  priorities  for  injury-related  research;  the  fu-st 
meeting  of  the  advisory  conunittee  took  place  in 
September  1989  (50,87). 

Vhrious  injury  prevention  and  control  activities  of 
the  Federal  Government  that  include  a  focus  on 
adolescents  arc  described  below. 

U.S.  Department  of  Health  and  Human  Senrlces 

Cunters  for  Disease  Control 

The  Division  of  Injury  Epidemiology  and  Control 
(DIEQ  in  CDC  was  created  in  1986  through  funding 
from  NHTSA  in  an  effort  to  better  coordinate 
Federal  efforts  in  the  area  of  injury  control.  Prior  to 
this,  no  central  agency  had  Federal  responsibility  for 
reducing  the  incidence  of  injuries  (47). 


Fimding  for  injury  research  activities  at  CDC  has 
increased  substantially  over  the  past  several  years, 
although  it  is  still  quite  low  in  con^^rison  with  the 
funding  appropriated  for  heart  disease  or  cancer. 
Appropriiaiions  fOT  fiscal  year  1989  were  over  $23 
million,  more  than  twice  the  budget  for  1988  (103), 
Sonw  programs  that  are  funded  dmnqth  DIEC 
sprcifically  ta^et  accidental  and  intentional  injury 
among  adoles<^ts  (e.g.,  nK)tOT-vehicle-related  inju- 
ries, adotescent  suici(te  m  homicide);  however,  most 
do  not.  Although  fliere  is  no  budget  line  item  specific 
to  adoIes(xnts  at  DIEC,  an  estimated  15  percent  of 
their  funding,  $3.3  million,  is  directed  at  adolescmt 
issues  (87). 

The  priorities  of  DIEC  are  to  support  intramural 
and  extramural  injury  research  and  to  support  State 
and  local  injufy  prevention  and  control  programs 
(87).  Funded  activities  include  the  development  of 
injury  suiveiUance  systems;  a>llection  and  analysis 
of  data;  profession^  education  and  training;  and 
research  in  acute  care,  biomechanics,  epidemiology, 
and  prevention  (87,103).  In  addition,  sevo^  multi* 
disciplinary,  injury  prevention  academic  research 
centers  are  funded;  these  centm  provide  injury- 
related  research,  training,  and  technical  assistance 
(87). 

Health  Resources  and  Services  Administration 

The  Bureau  of  Maternal  ami  Child  Health  in  the 
Health  Resources  and  Services  Administration  of 
DHHS  has  provided  grants  for  injury  prevention 
projects  through  the  special  projects  of  regional  and 
national  significance  (SPRANS)  program  author- 
ized under  Title  V  of  the  Social  Security  Act.  In 
fiscal  year  I98S,  23  SPRANS  projects  dealt  with 
injury  prevention  among  adolescents.^  Children 
and  adolescents  are  targeted  throu^  these  pro- 
gramse  Projects  have  been  funded  to  implemwt 
injury  prevention  programs  in  States,  provide  injury 
prevention  services  to  Native  American  adolescents, 
and  reduce  drinking  and  driving  among  adol^cents 
(49,94).  Also  funded  through  the  Bureau  of  Maternal 
and  ChUd  Health  are  12  demonstration  projects 
designed  to  inqjrove  emergency  medical  services  for 
children,  including  adolescents,  although  adoles- 
cents are  not  specifically  targeted  (9S). 


''The  gemm  problon  of  firvgiMitAbofi  ia  the  Fedcml  approach  to  udolcscetil  health  is  diarnssod  at  icogth  io  cb.  19,  *  'The  Role  of  Federal  Agencies 
in  AdolesccDt  Healthy' *  in  Vol  m. 

**For  further  discussion,  sec  ch  19.  "The  Role  of  Federal  Agencies  in  Adolescent  Health,"  in  Vol.  IB. 
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National  institute  for  Child  Healtli  and 
Human  Devaiopment 

Tht  Natiomil  Institute  of  Child  Health  and  Human 
Devetoproent  (NICHD)  within  the  National  Insti* 
tutes  of  Health  identifies  the  pre  vration  of  childhood 
injury  as  oi^  of  its  pricmties.  In  1987,  NICffl> 
developed  a  plan  for  the  development  of  research  on 
the  Invention  of  childl^xxl  injury  (102).  Initially 
funded  projects  focus  on  the  prevention  of  injury 
among  younger  childm  radier  than  adoles^ts. 

U.S.  DspattmBnt  of  TrampoitaUon's  National 
Highway  Traffic  Safefy  Administration 

NHTSA  was  established  within  the  U.S.  Depart- 
ment of  TranqxKtation  in  1970  by  the  Highway 
Safely  Act  of  1970  (108).  The  mandate  of  NHTSA 
is  to  reduce  deaths,  injuries,  and  economic  costs 
resulting  from  motor  vehicle  crashes.  NHTSA  *s 
activities  and  nssearch  include  efforts  to  stimulate 
activities  to  in^nove  occupant  protection,  in^nove 
traffic  law  enfoncen^t,  improve  the  quality  of 
enMrgency  medical  ^rvic^s,  and  est{d>lish  and 
maintain  a  computerized  traffic  recordkeeping  sys- 
tem (109). 

Adolescents  and  young  adults  ages  IS  to  24  are  a 
major  focus  of  the  efforts  of  NHTSA  to  increase 
safety  belt  use  and  to  reduce  drunk  and  drugged 
driving-relate  traffic  fatalities  (109).  NHTSA  annu- 
ally awards  four  to  five  research  and  demonstration 
grants  targeted  at  IS-  to  24-year-olds.  Most  of  the 
past  research  conducted  through  NHTSA  has  fo- 
cus^  on  programs  to  educate  young  people  about 
the  risks  of  drinking  and  driving,  and  about  safety 
belt  usage. 

Although  most  efforts  of  NHTSA  are  not  age- 
specific,  some  efforts  are  directed  at  adolescents  and 
young  adults  under  the  age  of  2 1 .  In  fiscal  year  1988, 
NHTSA  focused  over  $1  million  on  research  and 
program  activities  designed  to  address  highway 
safety  problems  of  individuals  ages  IS  to  24  (109). 
The  majority  of  programs  have  targeted  high-school 
age  adolescents.  These  include  media  can^aigns 
addressing  the  issue  of  drunk  driving,  the  develop- 
ment of  high  school  assembly  programs,  and  train- 
ing programs  for  teachers  to  enhance  their  abilities 
to  discuss  alcohol  and  drug  abuse  issues  with  their 
students.  In  January  1990,  NHTSA  issued  a  report 
on  a  ** Young  Adult  Highway  Safety  Plan/*  which 
focuses  on  the  involvement  of  IS-  to  24-year-olds  in 
^  «notor  vehicle  crashes  (1 15).  Areas  of  emphasis  in 
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ibt  plan  include  adjudication^  wpervisioiit  enforce- 
mentf  legislation,  lioendng,  school-based  and  extra- 
curricular programs,  and  community-  and  worit- 
based  i^gnuns. 

NHSTA  dlso  funds  activities  aimed  at  yoimgo 
cluldrra  which  afEi^t  a(tote«»its  in  the  1(K  to 
14-year-old  age  groiqi*  Hiese  activities  include 
Pedestrian  Safety  Ptograros  that  teach  children  ages 
9  to  12  to  dcaX  wifii  a  complex  traffic  environmrat 
(44^6).  In  1990,  a  Bicycle  Education  Program 
dir^ted  at  diiklren  in  grades  S  and  6  was  in  die 
planning  ^ges;  and  a  new  instructional  kit  provid- 
ing information  on  omtj^t  protection  to  junior  and 
middle  school  students, '  'The  Car  Clubt*  *  was  under 
development  (44), 

NHTSA  also  administers  the  Fatal  Accident 
Reporting  System,  which  gathers  data  on  fatal 
vehicle  accidents,  and  the  National  Accidrat  Sam- 
pling System,  which  reports  on  i  ital  and  nonfatal 
traffic  crashes  based  on  a  sample  of  cases. 

Consumer  Product  Safety  Commission 

The  VS.  Consumer  Product  Safety  Commission, 
in  c^^eration  since  1973,  is  lespowible  for  oversee- 
ing a  wide  range  of  consumer  [ntnlucts  to  ensure  that 
they  are  not  hazardous  to  consumers  (79).  The 
commission  uses  several  strategies  for  connecting 
consume  hazards,  including  issuing  and  enforcing 
mandatory  standards,  woriung  with  industiy  to 
develop  voluntary  standards,  banning  products, 
recalling  products,  conducting  research  on  potential 
hazards  of  products,  encouraging  the  developn^t 
of  new  or  improved  voluntary  standards,  and  con- 
ducting consumo*  inform^on  programs.  For  exam- 
ple, the  commission  was  respcmsible  for  banning  the 
sale  of  3-wheel  ATVs,  and  the  n^uest  that  industry 
develop  a  voluntary  standard  for  4-wheel  ATV 
safety. 

The  commission  also  overs^s  the  National  Elec- 
tronic Injury  Surveillance  System,  which  maintains 
information  on  emergency  room  visits  for  injuries 
that  are  related  to  consumer  products  (excluding 
motor  vehicle,  firearms,  and  several  other  classes  of 
consumer  products  that  are  not  under  the  jurisdiction 
of  the  a)mmission). 

Conclusions  and  Policy  Implications 

Accidental  injuries  are  responsible  for  more 
deaths  among  U.S.  adolescents  than  any  other 
problem.  In  1987,  10,658  U.S.  adolescents  ages  10 
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to  19  died  as  a  result  of  accidental  injury.  Nearly 
two-thiids  of  these  deaihs  resulted  fnkn  motor 
vehicle  crashes*  U.S.  adolesmits  are  particularly 
suscqrtible  to  being  involved  in  a  motor  vehicle 
crash  when  driving  at  night,  or  when  driving  after 
consuming  alcohol. 

Accidental  injuxy  deaths,  howevo**  represent  just 
the  **tip  of  the  iceborg'^  of  problems  resulting  from 
accidental  injuries  (S8)«  Such  injuries  also  cause 
temporary  or  permanent  disabilities,'^  utilization  of 
health  care,  school  loss,  and  other  problems*  Sports 
and  reoeational  activities,  such  as  basketball  and 
football,  are  a  leading  cause  of  ne^nfatal  injuries 
among  adolescents. 

Thxt^  basic  ^^oaches  have  been  u^  for  the 
fnevention  of  accidental  injuries.  These  are  persua- 
sion education,  legislation  and  regulation,  and 
automatic  protection*  Positive  incentives  to  racour- 
age  the  use  of  protective  equipn^nt  have  also  been 
tried  and  evaluated.  Although  results  are  not  defmi- 
tive,  there  appears  to  be  some  consensus  that 
automatic  protection  (e.g.,  airbags  in  cars)  is  the 
most  eHective  strategy  for  injuiy  prevention,  fol- 
lowed by  laws  and  regulation,  and  that  education  and 
persuasion  is  the  least  effective  strategy  for  injury 
prevention*  In  a  few  evaluations,  however,  programs 
that  provide  incentives  to  use  [m)tective  devices 
(e.g.,  safety  belts,  bicycle  hehnets)  have  shown 
promise. 

Over  the  past  few  years,  there  has  been  a 
significant  increase  in  the  amount  of  attention  paid 
to  injury  research  (62)«  Nonetheless,  few  reliable 
data  eiust  on  the  causes  of  accidental  injuries  among 
adolescents,  or  on  the  effectiveness  of  interventions 
to  prevent  accidental  injuries  or  limit  their  severity. 
Studies  have  primarily  been  descriptive  in  nature; 
rigorous  effectiveness  evaluations  of  prevention 
programs  are  particularly  needed,  as  well  as  studies 
that  seek  to  identify  causal  relationships  so  interven- 
tions may  be  developed  (62). 

There  is  little  information  on  the  long-term 
economic  and  other  costs  of  injury  (58).  Neither  the 
long-term  monetary  costs  of  injuries  nor  the  some- 
times devastating  effects  on  families  of  seriously 


injured  adolescents  (e.g.,  financial  and  emotional 
stress)  have  bera  extensively  assmed.^ 

The  lack  of  con^irehensive  national  data  on 
accidental  injuries  among  adolescents  ages  10  to  18 
makes  it  difficult  to  reach  coi^Iusions  about  which 
grou]:^  of  adol^cents  are  most  at  risk,  and  about  the 
environmental  characteristics  that  increase  risk  for 
accidental  injuiy  (17).  This  lack  of  data  inhibits  the 
develq)ment  of  a  national  strategy  to  address  the 
(mblem  of  accidental  injury.  At  the  san^  timet  it  is 
critical  that  local  jurisdicticms  have  adequate  injury 
surveillance  systems  so  they  can  effectively  identify 
problem  areas,  develop  community  responses  that 
address  their  unique  injury  problems,  and  evaluate 
the  effectiveness  of  tl^ir  effects  (86).^^ 

Evidence  about  the  cause  of  injiny  is  essential  for 
determining  qjpropriatc  intCTventions.  While  diag- 
nostic infomiaticm  helps  to  distinguish  skull  frac- 
tures from  concussions  or  lacerations  fiom  contu- 
sions, it  does  not  identify  factors  pertinent  to  the 
prevention  of  the  injury.  Data  about  injury  causation 
are  essential  to  differ»itiate,  for  example,  whether 
the  skull  fracture  resulted  from  a  fall,  a  motorcycle 
crash,  or  from  playing  football.  Each  of  these  causal 
factors  implies  the  need  for  different  preventive 
strategies  (e.g*,  installation  of  a  secure  railing  on  a 
bridge,  passage  of  motorcycle  hebnet  laws,  or 
changes  in  the  design  of  football  hebiM^ts),  Inclusion 
in  medical  reccnds  of  information  on  the  causes  of 
injuries  would  ^atly  enhance  the  utility  of  injury- 
relate  diagnostic  information. 

Data  on  the  full  spectrimi  of  injuries,  including 
those  that  do  not  result  in  hospitalization  or  death, 
are  necessary  to  monitor  the  injury  problem  ade- 
quately, and  to  define  api»t)priate  countermeasures. 
Focusing  only  on  injuries  with  the  most  severe 
outcomes  results  in  a  biased  view  of  the  injuiy 
problem.  For  example,  althou^  motor  vehicle 
crashes  are  clearly  the  most  important  cause  of 
severe  injuries  and  death  among  adolescents,  sports 
and  recreational  injuries  actually  account  for  many 
more  injuries  and  are  experienced  by  many  more 
adolescents.  A  review  of  mortality  data  alone  would 
not  reveal  the  important  role  that  sports  and  recrea- 
tional activities  play  in  adolescent  injuries. 


^*Socch  6,  "Chronic  P!iyste«l  Illnesses:  Prevention  and  Services/*  io  this  volume  for  a  dtsctisstioo  of  the  effects  of  chitmic  ph3rsic&)  illoesses  and 
difiAt^Utiea  on  ftdolescenu. 

'^Sonieof  tlie  efTect«  of  adolescenf  disAbitify  on  f  AtniUes  are  discussed  in  ch.  6.  *  'Cbronk  Pbysical  Dloesscs:  Prevcntkm  ami  Services.  *  *  in  this  vohme. 
^^For  exan]|>le» «  high  muniJcr  of  pedestrian  Injuries  aloAg  a  particular  atretch  of  road  mi^f  indicate  a  need  for  better  Ughtiog,  (he  need  for  a  pedestrian 
^«^lkway.  or  a  need  for  warning  signs,  depending  on  the  chrotnslances. 

ERIC  M.^ 


Chapter  S-^cckientallnjur^:Pnnntlm  •  tM41 


Anotfaa  type  of  information  that  is  lacking  is  the 
measurmirat  of  e3qx>5iire.  This  is  a  difficuU  task  that 
typically  inquires  coltection  of  diua  outside  the 
health  care  delivery  sy stmL  For  cxan^le,  in  dramng 
iq^nopmte  oracliisions  about  the  risk  of  motm* 
vdiicte  crashes  involving  adolescent  driven,  it  is 
iniportant  to  docunmit  bodi  die  numbers  of  adoles- 
mit  drivers  and  the  extern  to  which  they  drive.  Th^ 
kind  of  exposure  information  serves  as  the  denomi- 
nator in  calculating  rates.  It  allows  con^rarisons  dmt 
take  into  account  wl^^  adotescents  contribute 
dispropOTtionately  to  motor  vehicle  crashes,  or 
beran^  involved  in  crashes  at  rates  (par  mile  driven 
or  tin^  q)ent  driving)  that  are  no  diffen^  firom  their 
parents  m  other  adults.  Son^  e^imat^  of  miles 
driven  by  adolescents  can  be  obtained  by  transporta- 
tion or  insurance  authorities;  however,  this  kind  of 
exposure  information  is  not  available  for  otbo*  types 
of  injuries.  Thus,  for  example,  information  on  how 
many  miles  adolescents  log  on  bicycles  or  ATVs  ot 
on  how  many  adolescents  know  how  to  swim  or 
swim  well  is  not  available. 

Few  good  evaluation  studies  have  been  conductoi 
on  the  effectiveness  of  ^)ecific  injury  prevention 
programs  or  intervention  apinoacbes.  Although 
tboe  appear  to  be  many  good  ideas  amcmg  injiny 
prevoition  efforts,  few  have  been  well  evaluated 
(SO).  It  is  critical  that  adolescent  attitude  and  beliefs 
about  injury  problems  and  various  modes  of  injury 
prevention  be  consid^ed  when  developing  injury 
prevration  interventions  (65). 

Although  there  is  son»  evidence  that  adolescents 
with  injuries  may  require  some  ^)ecialized  treai- 
meot  (e.g.,  psychological  services,  education  on 
injury  prevention)  after  injury,  there  is  little  informa- 
tion available  on  these  needs,  or  on  whether  there  is 
a  need  to  train  medical  paronnel  in  the  special  care 
of  adolescents  with  injuries.  Information  is  also 
lacking  on  long-term  outcomes  of  ^idoital  injury 
and  the  costs  associate  with  injury.  This  requires  a 
recordkeeping  system  with  the  ability  to  track  injury 
vf'  ;ims  ova  time  and  through  various  systems  of 
health  care,  rehabilitation,  and  education  services. 

Funding  for  injury  prevention  research  is  scarce 
and  has  not  been  sufficient  to  permit  well-designed 
interventicm  trials  or  solid  evaluation  studies.  The 
new  initiatives  within  CDC  to  fiind  research  and 
intCTvention  programs  are  directed,  in  part,  at 
meeting  this  need.  In  proportion  to  the  magnitude  of 
the  problem  and  funding  of  programs  for  other 
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health  im>blems,  howev^ ,  funding  for  ttiese  injury 
prevention  programs  is  minimal.  For  exaiiq)Ie, 
despite  the  signLlcant  costs  of  injuries,  both  mone* 
tary  and  ponsonal,  overall  funding  for  injury  preven* 
tion  and  omtrol  is  significantly  less  than  duu  for 
canco*  and  cardiovascular  diseases  (58). 

Thm  is  a  critical  need  for  a  focus  Federal  and 
local  govnnmCTts  on  the  problem  of  ^cidental 
iiq^ury ,  inchiding  siqipoit  for  prevooition  researdi  and 
pnoj[;rasiiming,  and  for  d^  syst^ns  to  provide  the 
infunnation  n^rmary  to  develop  infom^  ix>licies. 
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Chapter  6 

CHRONIC  PHYSICAL  ILLNESSES: 
PREVENTION  AND  SERVICES 


Introduction 

Despite  the  common  pCTception  that  U.S.  mloles- 
cents  are  amcmg  the  healthier  of  Americans,  evi- 
dence from  a  variety  of  sources  discussed  below 
indicates  that  many  adolescents  experience  ^ute  or 
chnmic  conditions  tbitt  adversely  affect  their  lives 
(see  definitions  in  box  6*A).  Acute  conditions 
oqmrirac^  by  adolescents  include  injtuies  (e.g.^ 
qnains,  lacerations,  and  firatctures)^  and  illnesses 
ranging  from  colds  and  infturaza  to  appendicitis. 
CSironic  conditions  include  a  wide  q)ectrum  of 
physical  ami  mental  health  probtems  (e.g.,  hay  fever, 
acne,  earner,  diabetes,  caidiovascular  disease,  epi- 
lepsy, orthopedic  impaimi^ts  due  to  injury,  hearing 
inqpaimients,  visual  im^minnents,  enK)ti(mal  prob- 
lems, and  mental  retardation).  Nevertheless,  in  &e 
1988  National  Health  Interview  Survey  (NHIS) 
conducted  by  the  U.S.  Depaitm^it  of  Health  and 
Human  Services  (DHHS),  97.1  percent  of  10^  to 
18-year-olds  wo^  reported  to  be  in  good  to  excellrat 
healdi  (105).  NHIS  data  generally  reflect  parents' 
perceptions  of  adolescents  health  status,^  Init  other 
evideaice  suggests  that,  for  the  most  part,  adolescents 
also  regard  themselves  as  healthy.^ 

This  chapter  raises  some  important  issues  related 
to  the  prevention  and  treatment  of  chronic  (Aysical 
health  problems  among  U.S.  adolescents.^  First,  it 
provides  background  on  physical  health  problems  of 
adolescents  using  a  variety  of  data.  Next  it  provides 
an  overview  of  chronic  {diysical  illnesses  and 
disabilities  among  adolescents  and  disoisses  the 


prevration  and  treatment  of  such  problems.  The 
chapt^  includes  an  in-depth  discussion  of  cancer 
and  of  two  physical  healdi  pn^toms  whose  inqxir- 
tance  to  a^lesc^ts  is  son^tin^  overlooked  by 
parous,  healdi  care  providers,  ami  policymakers: 
acne  and  dysmimorrhea  (painful  m^tniation).  Fi- 
nally, the  diapter  reviews  major  Federal  programs 
pertaining  to  chronic  {^ysical  illness  and  disability. 

It  is  iti^K)rtant  to  emphasize  that  this  dii^>ter  is  TO^ 
designed  to  be  a  conq)rdi«i^ve  aasessi»»t  of  all 
chronic  jAysical  health  problms  affecting  adoles- 
c^ts.  Rather,  this  chapter  is  intended  to  stimulate 
further  discussicm  of  issues  such  as  how  to  usstK  die 
physical  health  status  of  adolescents;  how  to  prevent 
and  treat  adokscents*  chronic  {Physical  health  prob- 
lews;  and  what  role  the  Federal  Government  can 
pl^  in  addr^sing  the  needs  of  adolescents  with 
physical  health  problems*  Other  chapter  in  this 
volun^  covor  a  variety  of  specific  adolescent 
physical  health  topics*^  C3iromc  physical  illnesses 
that  affect  adole^rats  and  n^t  policy  aimlysis  but 
are  not  covered  in  depth  in  this  cbapti^  include 
asthma,  diabetes,  hypertension,  chronic  renal  dis- 
ease, seizures,  and  visual  and  hearing  impairments 
(14^2,78). 

It  is  also  important  to  note  that  this  chapter  does 
not  covo:  generic  issues  related  to  the  delivery  of 
health  care  services  to  adolescents.  The  delivery  of 
primary  and  c<mqirehensive  care  to  adolescents, 
adolescents'  heal^  insurance  status  and  financial 


^tnjwies  are  hanns  or  btuts  isfldcted  u>  the  body  by  an  external  force  (I6a).  Infonnation  (m  injuhes  among  U.S.  a(iolcscaits  is  presented  in  ch.  5« 
"Accidental  Injunes:  Prevendon  and  Services,'*  in  this  volon^ 

^NHIS  has  a  number  of  limitatloos.  As  a  booschotd  survey  of  a  sample  of  the  civilian  noninstitutionaiizad  populatioD,  ii  does  oot  incltide  ifidividnals 
who  are  bomckss  or  in  bistitntioas  such  as  ouniiiys  homes  or  ho^ttals.  F(x  individiiais  aodcr  age  i7«  infonna(]i»i  Is  colkded  from  a  proxy.  uauaUy  a 
parent  or  gnardtan.  Olds  adoiescenfi^  17-  and  IS-year-olda,  may  tespimi  for  diem&ehres  {105). 

^A  survey  of  Minnesota  youdi  foumt,  for  example,  that  91 .4  pawn  of  males  and  85 .9  percent  of  female  believed  that  tbdr  h^th  sutus  was  good 
10  cxccltent  {8dl 

^Following  ctment  malnslream  usage,  although  not  without  occasional  difficulty  aid  ambiguity,  this  chapter  d^nes  physical  health  problems  as 
pit>blem8  **of  or  leiated  to  die  body*  and  havii^  material  cxistoice*'  and  defines  mettta!  heatUt  problems  as  pR>blenis  "pertaining  to  tl»  mind.** 
Iftformatioo  on  memal  health  prt^lenis  in  adolesffnfg  is  presented  in  ch.  11  /  *  Mental  Healdx  Prohtema:  lYevention  and  Services,"  *  m  this  volume.  Some 
mental  beoHh  pmblems  have  a  physical  basts^  so  die  distinction  between  physical  and  mental  l^ahb  probfems  is  somewhat  arbitrary. 

^For  exanq^te.  the  ptvalence,  consequences,  prevention,  and  sbort'term  treatment  of  aoci^kntal  injuries  are  covered  in  ttiis  volume  in  cIl  5. 
Accidental  Injuries:  Prevention  and  Services";  nutrition  and  fitness  problems,  in  ch.  7,  ''Nutrition  and  Fitness  Protons:  Prevemioto  and  Services**; 
dental  problems,  in  ctt  8/ 'Dental  and  Oral  Heahfa  Probkms:  I^ention  and  Services**:  AIDS  and  other  sexually  transmitted  diseases,  is  di.  9,  '^AJDS 
and  Other  Sexually  Itanxmilted  Diseases:  Prevention  and  Services.** 

"""^''^  1  fi  -/  BEST  COPY  AVAILABl  r 


IH50  •  Adolescent  H$attth'Vblum  II:  Backgmund  and  the  EffKttmtmt^ 


Box  e-A—^xta^s  (ffDeftMms  (tf  Chronic  iOnm  oadDisabimy 
VrmtT  im  ifmwk  mnm  mil  iBiriiWfty  fhr  ■linlninmfp  mil  fnr  frntlilitiirii  of  ifl  m  ii  mimiiii  ■ 

in  pmirjUed  taloir  tt  ft  guide  tP  OIA*t  qpiMMb  to  m 
ftOftiSsifafliQ^  axM^  ftdQlefGC&ti. 

For  die  moK  <s  tte  Nattood  Bea^  iDtaiv^ 
SMiitiss  in  Ite  US.  D^atmott  itf  Betl&  aai  EnmiB  Sov^ 
a  iWBof  flqwfetf  or  nntal  iwiI'Mag  (10^.  AooM^^ 
bdow).  A  flaafitfoD  if  Modderad  ocBtf  if  it  to 
eillier  ft  fignldn  viift  or  at  leiit  1  dqr  of  festibted  act^ 

mo^  or  man  or  it  t  type  of  cooditkii  that  nomialfy  lasts  for  at  least  3  mccthf  (e^,  uflnna,  (SabetBs,  bent 

NI9S  deSnea  a<&sft^  aa  a^  temponQr  or  lo^g^^ 
orcfriaifcoondJlk»a04).Dittfl>fliticiare«o^^ 
aitliiiia)andtometiniacgiiedbyii^}oriesorin^ 

PSoafly  static  to  patme.  Alt  remBi  ftnm<fiieMe.  injmy,  orenng»tttel  maifawn^tinn  (inyf) 

NHI5  seaitifef  disiifai%  1b  aevcfd  wap.  Cte  way  ia  ia  temii  of  tiie 
diat  a  peaaoo'i  activity  baa  beea  ndooed.  NEBS  Ideoti&a  several  typeaof  disa!^  di^  "Reatricted^ttviiy 
d^"  (tile  most  inclDsive  and  least  descii|«ivemeasan)  are  any  day^ 
activities  fix  more  diaa  half  tte  day  becaose  of  iniK»  or  li^.  NHS  iiieasam 
d^^Ktod-tfiaald^  d^v.  «a(£4oaa  di^ 
ieiliiGlBd4«4ivity  dqr  dcienniDed  only  for  dd^ 
a      dild  not  a&BDd  aehool  ftf  at  bast  half  tlie  <^  bftcansB  of  iO^ 

NHES  also  meaiaiea  diaabfl^  bi  tmna  of  "limifatiaD  of  aetivilsr  doe  to  ciii«iiic  csoditiaoi'*  <!07|).  A 
Um^^  of  activfy  lefiBia  to  ft  loi^^mB  ledaciioa  III  ft  penao*s  caj^^ 

danified  iirio  calcgoriM  that  fcfiecl  tiw  flxtaot  to  wUcii  tl^ 
fioilowa:  1)  imafate  to  caiiy  00  tlie  iiiiytff  activ^  for  their  age  gm^ 
sdMd  alteodaaoe;  «w  indhdihiab  age  18  ami  over,  it  osnaDy  leto 


access  to  health  services,  consent  and  confidentiality 
issues  affecting  adole5(»nts,  and  issues  specific  to 
die  ^lively  of  services  to  selected  groups  of 
adolescents  (e.g.,  black,  Hispanic,  Asian-American, 
Anmican  Indian  and  Ala^  Native,  Native  Ha- 
waiian, rural,  and  poor  adolescents)  are  topics 
addressed  in  Volume  in  of  this  Report. 

Background  on  Physical  Health 
Problems  of  Adolescents 

There  is  no  single  comprehensive  source  of 
information  about  the  physical  health  status  of  U.S. 
adolesc^ts.  Hence,  a  variety  of  sources  must  be 
used  to  identify  the  most  important  physical  health 
problems  facing  adolescents.  As  noted  in  box  6-B, 
data  available  from  the  National  Center  for  Health 
Statistics  in  DHHS  include  vital  statistics  data  that 
provide  information  on  causes  of  death  for  adoles- 
cents; data  on  reasons  for  visits  to  physicians' 
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offices  and  for  hospitalizations;  data  from  household 
interview  surveys  tibat  gatho*  information  on  health 
problems,  including  those  that  result  in  limitations  in 
activity;  and  date  from  epidemiologic  surveys  that 
incluite  clinical  examinations.  Physical  health  con- 
(xms  of  p^cular  inqxmanc^  to  adolescents  may  be 
identified  through  surveys  of  young  people  that  asl^ 
directly  about  their  most  pressmg  health  concerns. 
Eteta  from  all  of  these  sources  are  pr^ented  below 
to  identify  important  health  problems  for  U.S. 
adolescents. 

Physical  Causes  of  Death 

As  not^  in  box  national  mortality  data  are 
compiled  frxmi  State  death  certificates  by  the  Na- 
tional Centedf  for  Health  Statistics  in  DHHS  cm  an 
ongoing  basis.  National  nK>rtality  statistics  include 
infonnation  on  the  cause  of  death  and  donographic 


ins 
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2)  nbk  to  pofonn  the  basic  activtty  \m  limited  in  the  amount  or  kimi  oStm^aaMtypaUmncdi  3)  not  limlttd 
bi  n^of  ik4lvlfy  but  Unrfted  In  die  ktod  of  anHnnl  of  odkx  aisllvlflfia;  and  4)  noi  ttiiiiiait  ^  aofy^, 

u  opposed  to  aciit&  Id  iti  19^  ic|m  Ikdte^ 
Ihnifarkaynoliag  that  ape 

CdaBy)  Ii&  fimctiDos  (oLg.,  walkb^  at  a  leird  conatdeml  *iypfcal' "  (92%  Dfaahfttiea  m  oAn  «ai»od  by 

iiui>aiiiueaia  (92).  Amxdbig  to  CIA*  an  Unp^ment  to  a  phyakslqgtad*  antfiwninal,  or  mental  baa  or 

"ahnoiinalify"  cmsed  by  acdtot,  asoaie,  <f  ooogeoital  awBttoo  (S?),  Vlwai  lmpalmwma»  far  wanpte,  my 

Ihidt  the  ddttQf  to  see.  A  hamBcapf  wtcm(Rn$  to  CnAf  has  to  be  deflnoJ  widdn  &a  covlRxunend  and  pcitoiid 

oootodb  (9^  iiKihridoab  aio 

faDCiioo8ata^iyptcai'^leydg2)>**Hro^ 

bctiTOenantodhFMcarsdfari^^g»id»w^env^ 

to  figMttoD''  (92).  Tim,  an  adcdeaocnt  with  poor  viitoo  h»  an  inyatanert  m^ddi  ledoccs  heral^ay  to  see  (a 
dt«ad%).  Howew,  if  cotierttve  bases  ^ade<pt^^ 

tlQOQgb  die  of  tml  iuteiptttets  and  biai^  tte  visual  inqiainnent  may  iM  prevent  the  gdotescent  from 
pafonidng  in  sdm^l  at  b<»ne.  or  «icb% 

In  dds  dhisf»eff»  c^tmilc 

a  cnnvm  med^  dictknaiy,  a  disease  is  ^'any  deviattoo  from  w  httemipcion  <tf  ^  iKmnal  stn^tore  or  fiiKtian 
oi  my  pait,  oigan,  or  ysteoit  or  combination  dieiecrf;  of  die  body  that  h  manifotad  1^  a  duoacteristic  set  of 
synqitoms  and  signs  and  whose  edology,  paibcAogy,  andfovqiiKi^  nuy  belaiownorQnkm»^  iUa^}.^  Disabilities 
fder  to  lindtatioos,  osoaUy  Iong<-temi,  hi  an  bdivhbiai*s  drfUty  to  pecfism  baste  activities  itf  daify  living. 
Mainsttean  disth^iiotts  bdween/ift^^ 
generatty  defined  as  bdng  *'of  or  lelatBd  to  ^  bo(fy,  and  havihg  m 

as  ^'pettahdng  to  die  mtaL^*  Some  matel  toldi  proUems  love  at  leaA  some  biological  cmiqKnent  so  d» 
dittittctbn  between  pliyskal  ai^  nMntal  tealdi  pio 


^0tei»  m  tcKDcsinies  dtftiisoi^ 
Ibroe**  (IM.  lofonBittaofi  li^iiiesainoivU^.  adekioaiis  ispsesenaBd  tadt  5.  **AKUaiAfs4a^9nim^SmmaSmio^**  ia^ 

^atamtttarafdflclDd  mental  httlO^  II,  '^l^to^Bedmncolitemr  IVmotloa 

ud  Scn^icctp**  in  tills  voliimo, 


characteristics  of  the  decedent.  Recent  mortality 
statistics  indicate  that  the  most  freqi^nt  natural 
cause  of  death  among  U.S.  adolescents  ages  10  to 
19*  is  cancer7 

Reasons  for  Hospitalizations 

Tbe  National  Hospital  Discharge  Survey  (NHDS), 
a  survey  sponsored  by  the  National  Center  for  Health 
Statistics,  provides  infonnation  on  hospital  dis- 
clmrges  from  a  sample  of  short-stay  non-Federal 


hospitals  in  the  United  States  (see  box  6-B). 
According  to  the  1987  NHDS,  injury  and  poisoning 
aie  the  problems  that  most  frequently  lead  to 
hospitalization  for  U.S.  males  and  females  ages  10 
to  18.  Childbirth  is  the  most  frequent  reason  for 
hospitalization  for  U-S.  females  ages  15  to  18.^  The 
types  of  physical  illnesses  that  most  fr:equently  lead 
to  hospitalization  for  U.S*  males  and  females  ages  10 
to  18  are  diseases  of  the  respiratory  system  and 
diseases  of  the  digestive  system  (see  table  6-1). 


^  Ibe  exicDl  posslbtc,  this  OlA  RqKfft  focuses  on  adolescoits  ages  10  ttstra^  IS.  It  also  attenqns,  whez^ver  pos^ku  to  proscnt  evidence  for 
smalls  ^  groiq^ings  of  adolescents  (e.g.»  10-  to  14-  aod  15*  to  IS-ycar-oIds).  Smxetiaies,  however,  data  wm  sot  readily  available  Uff  these  ^ 
grcM^iii^  aod  OTA  used  otlttf  age  bteaks.  Asa  immiii^  typically  makes  mortality  data  available 

at  5-year  age  biealu;  thtts.  Ibis  section  rq)omoQbifon^^     tO*  to  14*year^lds  and  15-  to  IS^year^lds. 

'^Nantral  causes  of  death  refer  to  causes  such  as  ilhMs,  disease*  or  ctmntte  cooditiom  as  opposed  to  extemai  cmsfs  of  death  such  as  accidental 
iojttiies,  homicide,  or  suicide.  As  shown  in  figure  5-1  in  ch.  5,  "Accidental  Injuries:  Prevaxtkm  and  Seivices«*'  more  actolescents  dk  firom  external  causes 
than  from  natural  causes.  These  other  problems  are  covered  in  other  chapters  of  it»  Rq>ofl  Age  difference  in  causes  of  death  in  the  U.S.  p<qpulatioQ 
are  oovmd  in  Vol  1  of  this  RqK»t. 

^Sec  ch.  10«  *'Prcgnancy  and  Paimting:  Prevention  and  Services,'^  in  this  vohmie  for  a  discussion  of  the  physical  and  other  consequences  of 
childbearing  among  U.S.  adolescents. 

er|c  1  n :  t 
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Box  6-8— Federal  Sources  of  Data  on  the  Physieal  Health  of  t/«S.  Adolescents' 

National  CenUr/dr  Ueahh  Slatisties 
Itie  Natknal  Center  for  Health  Statistics  (NCHS)  of  the  U.S.  Department  of  Health  and  Hnman  Seivioes 
(DHHS)  is  the  primazy  FBderal  sotoceof  data  on  the  physical  heabfa  (tfU.S.  add 

Statistics  System,  NCHS  collects  and  publishes  data  ot  births,  deaths ,  maniages.  and  divorces  in  the  United  Stales 
(104).  In  addhion.  NCKS  collects  and  poUUfil^  d^  firom  ongoh^ 

Dischaise  Survey,  dw  Natiaoai  Ambulatoiy  Medical  Care  Sinvey,  the  National  Ifealth  Ihteivfew  Suvey.  the 
National  Healdi  Exambalion  Survey,  the  National  Health  and  Nutr&ion  ExamhuBion  &irvey.  and  the  National 
Suivey  of  Family  Giowth.  Some  of  these  surveys  aie  described  bdow. 

Natbnal  Ho^tal  Dischaii^  Surv^  (NHDS) 

NHI%  is  a  continuing  natknwicte  sanqde  survey  Asa  gadiexs  infonnation  year  on  psidsats  (exduduig 
newborn  infimts)  disdiaiged  fican  a  sample  of  non-Bedeial  short-stay  an^ 

and  die  Didrict  of  Colianbia  (108).  The  bfomiatkn  collected  inchides  data  i»  persood  iidbrmtfian  about  die 
p^eot  (e.g.,  birth  dale,  race,  sex,  n»rital  ^ams),  admhiistrttive  hifcnn^oa  (e.g..  dates  of  admission  and  discfaaige). 
and  nodical  hifiomiatimi  (e.g..  diagnosis  amt  medical  {mx^duvM  peifonned).  lb  be  hiduded  hi  dw  sanq>le, 
ho^tals  nam  have  a  minimum  d  six  beds  for  patknt  use  aiui  aver^  patient  stays  of  1^  than  30  days. 

Limitations — ^Rclaiively  few  adolescents  are  hospitalized  each  year.  Because  NHDS  does  not  oveisample  for 
adolescOTte.  the  numbw  of  adolescents  sampled  fai  the  survey  is  small  Gmsequemly,  NHDS  does  not  provide 
idiable  hiformatioo  on  the  hKidence  of  bospitali2atioo  among  adolescents  for  any  but  die  most  fitquent  reasons 
ftM-  hc»pitalizati(m  and  does  not  aBow  for  finer  Ineakcfanvns  socA  as  by  rsoe.  gender,  or  sodoecfSKnnic  stams.  In 
additim,  d^  are  tost  rqjorted  using  appfo^natc  age  bmiks  few  a<k»Iescents. 

National  Ambubtory  Medical  Care  Survey  (NAMCS) 

NAMCS  is  a  ccmthiuhig  natiraal  pn^^ilhy  sample  survey  of  anbulatoiy  medical  eiu»unten.  It  collects  data 
m  jdiysidan-patient  oictnutters  m  the  offices  erf  a  sample  oS  mH^foderally  empUfycd  physicians  classified  as 
"(^Bee-based,  pattent  coe  {Aysicians.  *' San^le  physiciais  are  asked  to  oon^pl^ 

for  a  systonatic  rutdom  sample  of  office  visits  occurring  during  a  randnnly  ass^ned  1-week  lepoiling  period. 
Approximately  3,500  physicians  provided  data  in  1985  (die  last  year  for  which  data  are  available),  submitdng 
71£W  patient  reooni  fcwros  for  p^ioats  of  all  ag^  Th^  data  are  used  to  devdop  e^imates  of  die  ine  of 
office-based  visits  by  die  U.S.  population.  D^a  are  collected  on  patient  characteistics  (cg-t  birth  date,  sex,  race, 
edmidty)  ami  med^  infismuion  (e.g.,  dia9M>$tic  sovices  perfimned,  dia^Bosis.  reason  for  visit,  nudication 
provided  or  prescribed,  and  dispositicm  of  visit).  Additional  data  are  coUected  on  die  expe^ 
refieiral  stmus  of  dM  p^ent,  and  characteiisti(»  of  the  jxDvider  (e.g.,  qwdalty). 

lJniitatioRS--NAM(:!S  docs  not  Gf^Dbct  data  oo  visits  to  h^ 
is  no  stratifirafion  of  die  sanqile  on  race  or  ishnicity  and  the  san^t  siz»  are  ipiite  smalt  for  racial  and  edmic 
minorities,  NAMCS  docs  not  present  reliable  infonnation  on  office  visits  made  by  minority  adolescents.  The  survey 
also  includes  information  only  on  those  individuals  who  seek  care.  Thus,  adofescoits  who  do  not  seek  care  for 
medk^l  proUems,  or  is*o  use  alternative  smnces  of  care,  are  not  inchKled  in  die  auvey.  These  adolesceaits  may 
disproportioaately  include  poor  adolescents  or  those  of  nonwhitc  racial  or  ethnic  tnckgrounds. 

Natbnal  Health  Interview  Survey  (NHIS) 

NHIS  is  a  cmtmumg  natioawide  suivey  of  hmisdnlds  (105.106).  Data  are  effected  fitmi  a  probabUity  sample 
of  die  civilian  noohisdtutioiialized  pqwlatton  re^dmg  in  die  United  States  on  perstmal  and  demognqiiiic 
characterises,  restricted-wthnty  days  diw  to  acoe  and  chimfe  oonlhicms,  htjurira,  activity  lindtatioos  due  to 
diradc  healdi  coodhians.  and  use  of  medical  services.  In  1988, 47,485  houselKdds.  rqnesemfa^  122310  pefscms, 
were  sampled;  94.9  pocent  of  dtese  housdiolds  woe  surveyed.  Tlie  1^  NHIS  hM:lu<ted  a  special  focus 


Ijtt  ttrcagths  md  Umititions  of  Fedeni  dtta  oa  U.S.  adolescests'  ^i<*mtmi  ii^mies;  mtnkioo  and  fitness  probtems:  ^f*fffB^  m4  wsi 
heaUi;  cmcs  of  AIDS  aai  tentally  tmnsmitled  ^sesacs;  pr^nsKy:  meatal  heaUi  {spbtans;  atcolial,  ti^iMcoi,  aid  <tni|g  itmse  poblema; 
ddlnqoeacy.  aad  koaeSemea  m  6isgvssed  ia  flte  idevmtchnMcfB  of  tUi  vohaiw.  Also  see  eh.  IS.  "ImtcstaitbeDdimyofHeildiSBd 
Rdbted  Seri>ioes  to  Sdecteil  Gnm|ts  of  Adolesfxnts,"  In 
Adoletceat  ftealOi  and  Heallli  and  Relaied  SoviMs.'' in 
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00     l»a^  statDS  <tf  chibto  OKI  fidd^8at&  Siooe  1^,  tile  suivey  his  over^^ 

Increase  tbe  jutdsioo  of  estimares  for  this  po]»latiacL  Dua  have  been  collected  wintimKwsly  sioM  1957. 

LimHaltons— The  NWS  ttaqale  does  hoc  ixtchtde  hofsetess  permit,  persons  residing  in  instimtioni,  or 
nienibeiiof  flieannpd  tcTvtoei.  fttixy  Inteiviewgaregencjal^usedfiwanpc^ 

iatervfewed  may  be  unaware  or  be  rdoctant  to  tcpatu  oeztidn  t»aMi  pnddcgms  or  use  (tf  !»a^  sendees  of 
adtrfeawnta.  fliiB  infiamaiop  may  oat  naEtect  d»  tnie  heaUfa  slants  of  and  iitiliTafioo  of  services  by  tdolfsccnts  in 
the  hocschold.  The  NHES  a^«e«i!  sanqile  is  too  smaD  to  fgovide  adoq;aate  measarra  of  low  prevalmce  physfcal 
onditioos.  Data  are  geoenlly  noc  repealed  oslng  age  groupings  q^pn^xlate  to  describe  adolescents. 

National  Health  Examination  Survey  (NHES)  and  the  Natiooal  Health  fmd 
Nutrition  EMmination  Survey  (NHANES) 

Natfenal  f finical  cpidminlogiral  infhrmatinn  on  &e  heallfa  status  of  today's  U.S.  attolesceots  is  not  availdrfe. 
There  are  no  recem  national  pcqulidionsuiveys  that  {mjvideclinicd 

of  the  most  oompirJicnsive  sourer  of  natiooal  cliniciJ  q>idemi(riosical  data  on  adokisflmfs  was  NIffiS  (94).  Hie 
third  cycle  oftfaissur^.  which  was  cocuhictedfiom  1966  to  1970/ gathered  hifi^^ 

Howew,  because  this  hifoimation  is  now  over  20yeaisdd,  it  is  tffficnblo  general 

arelilady  to  be  many  similarities  in  the  I^althstaim  of  adclesoentstod^  and  those  of  ^  years  ^ 

be  significaitt  diffeienees  as  wdL 

NHANES  was  hiitiiaed  as  a  successor  to  NHES  in  1971  but  has  not  yet  ooUectod  oxnparable  kformatian  on 
the  health  of  U.S.  adolescents,  lb  measure  the  iKalth  stttos  aiKi  charsctciistics  of  a  ssn^Ie  of  the  civilian 
nonhistitatiaiiaUzBd  popobtlaa  of  the  United  States,  ^  1  to  74.  NHA^ffiS  uses  fart^^ 
clinicdrwnnfnatfnnB  NHANES  Itook  place  firom  1971  to  1974.  with  a  subsacyte  of  persons  ages  25  to  74  selected 
fofhMiqitiiCKaminattnna.>iHANBSnii^nfal976andC!nrtwlia 

to5  yean  of  a^  ami  those  ages  60  to  74  (96,104).  NHANES  m  ia  uttdmy  and  has  GfaiU  heal^ 

(99).  Howevet;  the  adotesoett  smqde  hi  NKAIffiS  m  wiU  he  snuB  hi  coB^^ 

aiHi  aMtoni^  Macks  wMt  Meafean  Ainericana  are  beiiig  (pvcmnyled  yne^^ 

hichided  fa  NHANES  m  wiO  be  small  A  total  of  3,200  adi^esceiits  i^es  12  to  19  wiO  be  hi^^ 

inetodfag  M20blac*  adoiesccnts,  1420  Mcaican-Ainerfcanadotetccaits.  and 980 white  an^ 

Data  coUectiaD  for  NHANES  m  is  D»  expected  to  be  con^eted  until  1994.  Tinis.  at  this  tinae, 

source  of  natkmal  clfaiteal  q>idanlotQgic»l  hifoimati^ 

Otiker  F^enU  Agemies 

AUiough  NOIS  is  the  piiroaiy  souice  of  naticaal  data  00  tiw  physical  health  of  U^.  adolesce 
^ndes  also  coSect  and  pidilish  such  data  (1 04).  TIm  Natfamal  Cancer  Insttoto  within  the  National  lostitutBs  of 
HeaUh.  to  eaumoiile,  collects  data  finom  1 1  popnlathn-based 

Suiveillam«.  i^idemiology.  and  End  Results  I^v>grBm.  That  {Hogram  is  described  below. 
Surveilbnce,  Epidemiology,  and  End  Results  (SEER)  Program  of  Data  Collection  on  Cancer 

The  SEER  propam  provides  faifoimatkm  ahotit  the  ineidatceirfamt  tha  mwrtaHty  Am  to  maHgnant  fwwplt^^ana 

hi  dw  United  St^  (aO  8^  iiKh«tod).  It^dence  data  an  based  OB  infoimatiA 
hi  die  United  States,  ]dtts  one  hi  INieito  Rioo,  represeati^i^nirodm^ 

I^itkapams  in  the  program  pfx>vide  daTa  atrntislty  to  the  SEER  pn^rant  Mortality  data  are  derived  frpm  mortality 
tqies  obtained  fii»i  NCHS,  mid  hKlnde  data  on  canoex  mortaUty  fifo^  die  eittire  Uttbed  Stat^ 
hi  1972. 

Limitations— -SE^  data  are  only  limited  if  infomation  is  required  on  veiy  spedSe  cancers  for  smaller 
papvU^AooB.  hi  addition,  although  cerbdnetfinicgn»ps  are  ov8mnq2led(e.g.,Jqianese,l^p 
sizes  make  data  on  these  groups  somewhat  unreiiahle. 


Because  relatively  few  U.S.  adolescents  are  hos- 
pitalized each  year  for  physical  illnesses  and  Jius 
few  are  represented  in  the  NHDS  sample,  sample 
sizes  far  number  of  hospitalizations  for  most  spe- 
cific illnesses  are  too  snail  to  draw  reliable  conclu- 

c 


sions  atmut  the  specii^c  diseases  for  which  adoles- 
cents are  ho^itaUzed.  Nooetheless^  a  more  detailed 
review  of  the  leading  causes  of  hospitalization  for 
10-  to  18-year-olds  indicates  that  asthma*  chronic 
diseases  of  the  tonsils  and  adenoids^  and  acute 
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Dable  6*1— Rates  of  Dlfferant  First-Listed  Diagnoses*  for  Adotosconts 
Ages  10  to  IB  Discharged  From  Short-Stay  Non-Federal  Hospttats,  1^ 

hhimber  of  flr  st-tteted  dte^pH>se8/1 ,000  tr^ttwte*^ 
Males  Femaim 


Kagnosis  ty  tCD-B  CM  category^   10  to  14  15  to  18      I0to14  l5to18 

Injury  and  pols<H*iQ   iSis  33A  liii 

Df^ases  of  the  digestive  system   13.9  11.7  12.1  5,8 

Di8e£»TO0f  the  resftotory  system   13.4  10.7  19.5  6.1 

Memat  dlsofd^s                                               6.9  14,3  8.8  7,1 

Diseases  of  the  nermus  system  and  sense  organs...        5.9  — *  —  — 
Diseases  of  the  musoutoskeletal  system  and 

connective  tissue                                           5.2  5.8  — *  2.8 

(Kseases  of  ^  SOTllcHifinary  system                          5.2  — *  4.3  7.5 

Enctocrtne,  nutrHkNia}  and  metabolte  diseases,  and 

immunity  disorders                                          4.7  3.4  ^*  1,9 

Inf^lous  and  parastllc  diseases                              4.0  ^*  vs 

Complications  of  presnancy,  childbirth   — *  t2.1 

Sutiytenientarydasslffcatton*^   — *  —  5.0  39.7 

«fn  tt»  National  MotpHal  DI«ohiirs9  Survey,  a  finft4i^0dd^a^si$  Is  th*  di^noste  ^Istod  f  ^st  on  trie  face  shset  of  a 
Det{«nt*s  msdica]  recml 

»tCD-9-CM  refers  to  the  Intamattonsl  Ctwstf  taatton  <rf  Disuses.  9th  Revision.  CI  Weal  Modlf  teatlon,  which  ts  uMd  to 
code  nwMJty  data. 

^ntiiM  maiked  with  an  astariftk    dfd  not       !h«  requbfta  ^andard  of  raliat^lity. 
^'Females  with  d^lvartas  ara  Indudod  w)(S9r  *Supp(amantary  dassff  ieatlona.'* 

SOURCE:  U.S,  Dapartmant  ot  Health  and  Human  Sarvtcaa.  PuWte  Health  ^rvtea,  C^ara  for  C^Moaa  Control, 
National  CentarforHaatthStattsttca,  unput^ishad  ISdrd^tafromthaNatbnatHosdtalDischareaSmray, 
HyamvtUa,|yiD.l9W. 


appendicitis  are  among  the  physical  iUnesses  most 
fir^quently  leading  to  the  hospitalization  of  U.S. 
adolescents  (see  table  6-2). 

Reasons  for  Visits  to  Offlce-Based  Ptiysicians 

As  noted  in  box  the  National  Ambulatory 
Medical  Care  Survey  (NAMCS)  gathers  infomiation 
periodically  on  visits  made  by  padents  to  a  sample 
of  non-Federal  physicians  in  office-based  practice 
(106).  Inferences  from  NAMCS  data  are  limited 
because  the  number  of  physicians  sampled  in  the 
survey  is  small;  furthermore,  adolescents  arc  one  of 
the  groups  least  likely  to  visit  physicians.^ 

The  most  recent  available  NAMCS  data  are  from 
1985.  According  to  these  data*  diseases  of  the 


respiratory  system  are  the  most  friequent  diagnosis 
for  visits  by  adolescents  to  office-based  physicians 
(17.0  pcreent  of  visits),  followed  by  injury  and 
poisoning  (16.3  percent  of  visits),  followed  by 
disea^s  of  the  skin  and  subcutaneous  tissue  (9.9 
percent  of  visits)  (see  table  6-3). 

If  one  groups  NAMCS  data  by  more  specific 
conditions,  acne  emerges  as  the  most  frequent 
diagnosis  for  an  office  visit  for  a  physical  probl^ 
(4.8  percent  of  visits)  (see  table  6-4),'^  Acne  is 
particularly  prevalent  among  older  adolescents,  who 
received  a  diagnosis  of  diseases  of  the  sebaceous 
glands  (e.g.,  acne)  for  7  A  percent  of  visits;  acne  was 
the  12th  most  common  diagnosis  for  younger 
adolescents  (1.9  percent  of  visits).*^ 


'For  8  <li5cus$lcm  of  bairim  to  adolescents'  use  of  pbysician  services,  sec  ch.  15.  '•Major  Issues  Ptrtainiog  to  Delivery  of  Primary  and 
ComprclJcnslvc  Health  Services  to  Adolcsccms/*  in  Vol,  ni. 

^^^The  need  for  a  general  medical  examinatioQ  is  dctually  (be  most  frpquoit  specific  pnocipal  diagnosis  (5.8  percent  of  visits).  The  need  for  a  general 
exam  does  not,  botvcver,  reHecf  any  specific  heahb  probten  and  is  more  likefy  to  be  pan  of  gco^  pi^entive  health  care. 

*  U  preliminary  analysis  by  01A  suggested  some  imcrcsting  discontinuities  in  the  NAMCS  data  using  year-^by^ycor  age  breaks,  but  because  of  the 
loH^  reliability  and  interpretabiiity  of  information  based  on  fewer  numbers  of  adolescents,  if  was  tint  possible  to  look  at  infonnatiOD  using  these  fine 
breakdowns.  breaks  of  !0to  f4yearsaod  15  ro  t  S  years  tw^rf  based  on  the  nv<immf«rfQtiffng  of  Natiffnaf  Cfinpr  fcfr  Health  grattsTicg  (W. 
and  aualyfiis  of  the  pattems  of  visits  to  ofHce-based  physicians  osit^  the  NAMCS  data.  Analysis  of  visit  rates  for  adolescents  of  4ilfe9VOt  agesi  indicated 
that  die  rate  of  visits  for  adolescent  females  increases  at  about  ^ge  1 5,  most  likely  leflecting  the  increase  in  pregmocy-relatcd  visits*  J^cgnaodes  generally 
involve  more  than  ofx  visit  per  pregnam  female  durii^  the  course  of  a  year  (including  po^natal  visits).  Thus,  10-  to  14-year-old  females  have  fairly 
similar  visit  patterns,  as  do  15-  to  IS-ycar-olds.  No  clear  pattern  emerged  for  males.  The  age  break  between  l(V  to  and  15-  to  iS-ycar  olds»  then, 
is  driven  by  the  utilization  of  physicians  by  females,  which  is  to  tum  dnven  by  pregnancy-related  visits. 
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Tablo  6-2— Number  of  Diffsrent  Rrst-Usted  Diagnosos  for  U.S.  Adoloscents  Ages  10  to  18 
Olschargaif  From  Short-Stay  Nofi-Fa<tersl  Ho^ltels,  1987 


NHDS 
dl^nosttc 
code 


EsUmatsd  m/mber  of  discharyes*  *> 


Males 


Females 


10  to  14 

15  to  18 

10  to  14 

151018 

18,969 

27,184 

m 

a 

16,843 

16,727 

• 

13,845 

• 

» 

21.174 

13.485 

24.190 

15,307 

11.000 

14,847 

• 

11.570 

• 

10,747 

20.681 

16,387 

309.689 

• 

47,459 

# 

20,532 

19,720 

• 

16,500 

* 

15,443 

♦ 

11.569 

Oll»rfrMti;ras-*...«   167 

AppendMtis   91 

Asthma   80 

Oflw  mental  dtec^rs   39 

OtharJr^   177 

Laomttons/Wouncte   174 

Olher  psydmses   33 

Wwortc  dteaase  of  tonsils  areJatenoWs   75 

Fama(e8with<Mfvaites  «   184 

Othar  oompHcations  of  prat^tancy .  drikSMh,  and  the  puerpi^um . ,  137 

CXherinfteuiviiatory  diseases  of  the  femsaepelv^    120 


Other  disctfders  of  the  genital  tract . . 


125 


Other  fmgnancy  with  ate^tveoutoome   128 

Pidson^  by  dfvgs.  medte^  agents,  ami  bMogtcal  substances . .  176 
Otb^  neurosis  and  (wsmallty  dtsofders   35 


^Etlimate*  wHh  f«iv»r tfm  60  tsmpM  osm  hitv»      omm^d  from  iNs  \93^.  Many  of  th^  sf>soiflP  ^li^nosUc  cet9gfirf»s  for  matos  and  f^matas  agas  10 
li>14aiid15to18hadfa»wthan608amptodca»B8.Thui,  nianyofthadiagTOMteoalagoriaslifiadh«reoNisfstofag9feg8tkmsof*^h^^ 
ipariflci  iiitayoilMi. 

^>Entrtaft  maitcad  ivHh  an  attartsk  n  did  not  ma^  tha  raq^ 

SOURCES:  Diaehaigaa:  U.S.  Dapartmai^  ^  HaaHh  and  Human  Sar^cea,  Public  Kaafth  Sarvfoa.  Oantara  lor  Oteaaaa  Control,  Nattonal  Cantar  for  HaaflN 
etaftetioa.  unptdift^iad  1987  data  irons  thaM«dtoftal  Hospn^y  Di«3haiga  Surv^,  HyatttvtOa,  MD.  1089.  NWSdiagnoatteoodaa:  U.S.  Oaparlmant 
of  Haafth  and  Human  Sarvloas,  Puttie  Haafth  Sarvioa.  National  Cantar  for  Haalth  Statlstlca.  t^HDS  Olagnostie  ftaoodaa  for  ICI>9^  " 
HyattsvfDa.  IID.  Juna  1987. 
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D»We  6-3— Visits  to  Office-Based  Physicians  by      Adol^cents  Ages  10  to  18: 
Number  and  CHstrilHition  by  Diagnosis,  1985 

Number  of 
visits  h  Percwrt 

Diagnosis  by  ICD-9-CM  category*  ICD-9-CM  oode*    thousands  dlstrit>utlon 

AB  diagnoses   50,218  100.0 

Disease  of  the  respiratory  system  460-51 9  8«535  1 7.0 

rn|ury  and  pc^sof^  800-999  8,177  16.3 

Dfsecem  of  the  skin  and  subcutaneous  tissue  » .  680-709  4.957  9.9 

Diseases  of  the  nervous  system  and  sense  organs          320-389  4,833  9.6 

Infections  and  para^  diseases..  001-139  3,5M  7.2 

Dl^ases  of  the  musoulosHetetal  system  and  connective 

tl^ie                                                            710-739  2.280  4.5 

Diseases  of  the  genitourinary  system                         580-629  1*9^  3.9 

Dl^ases  of  the  dlg^ve  system  520-579  1,607  3.2 

Mental  disorders  290-319  1,2»  2.4 

Endocrine*  nutritional  and  metab<rilc  diseases*  ar^f 

Immunity  disorders  240-279  587  1 ,2 

Neq)ia8n«                                                          140-239  470  0.9 

Disease  of  ^  oiradatory  system  390-459  454  0.9 

Sifljplementary  classification  V01 -V82  8,467  16.9 

Symptoms,  sl^is,  and  IR-dBfirF«icmditfons                     760*799  1424  2.8 

Unknown  diagnoses^   965  1.9 

All  other  dlagnoses^.^.  «   673  i.3 

^fCD-e-CM  rafars  totha  Intc^atMTnat  daatilketkm  of  0*&aasas.  9th  Bavisk^e  Ofntcaf  Modification,  which  is  usadto 
cod»  morbidity  data. 

hills  ^ndudas  blar^c  di^^fs.  noncodaWa  dtagnosla.  and  iOagibla  diagnosis. 

Mudas  dlsaasat  of  tha  Wood  and  bteod-forming  organs  {2SO-2«2):  complfeatlona  of  pragnancy,  cNJdWrth,  and 
tha  puarparttim  {630-676);  oonoanHaf  anomallas  {740-759) :  and  oartaJn  condlttent  ortgJnatIng  In  !f>a  parinatal  partod 
(760-779). 

SOURCE:  U.S.  Dapartmant  of  Kaafth  and  Human  Sarvteas.  PuWIc  Haalfh  Sarvk^,  Cantars  fbr  Disaasa  Ccmtrol. 

Nationat  Cantar  for  Haalth  Statistics.  impubHshad  1985  data  from  tha  Natkmal  Ambutatory  Madlcat  Cara 
Stirvay,  HyattsvlSa«  MD«  tses. 
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TMb  S-4— Visits  to  Ofiics-aBsed  Riyslclans  by  US.  Adolescents  Ages  10  to  18: 
Number  and  Distribution  by  the  15  Most  Common  Principal  Dimnoses,  iros 


Number  of  Perwntof 
Moslocimnionprtndpaldl^inosls  vteftstn  altadalMoent 

Rank  by  ICD-9-CM  cat^jory*  thowands  visits 


1  Qenera!  medical  exmrbtatton   2,914  5.8 

2  DIsrasas  of  sebaDecus  flMc^   2.394  4.8 

SAcurepharynglfls  •   1,822  3.6 

4  Acuta  upper  rasplratCHytntecttons  erf  muttlp^    1,627  3J2 

SNmrvdpragnafiqr   1.548  3Ll 

6  EarsMba  or  rar  bifecttoR   1,368  2.7 

7  Soppuratha  and  unspedflad  otitis  media   1^36  2.5 

8  Ksofders^gefragtlonandaooommodattei   1,197  2.4 

9  OtTiOT  disease  due  to  viruses  and  olUamydlaa.   1.139  2.3 

lOCeft^»lvar8eeffect8m>tateewharedasdffed°   1,088  2.2 

11  Contact  dermatttte  and  other  eczema   1.063  2.1 

12Haafth8upefv(8tonoflnfamorchird   1,000  2.0 

13  Acute  tonsiOltIS   799  1.6 

14A8ttwna  •   704  1.4 

15  Open  wound  of  other  and  un^>edflod  ^te   659  1.4 


•tCCM-CM  rtfATB  to  th»  ftntomAtiflnat  OaMifioalion  el  DisMMs,  9th  ftovf  sUm,  ClNoal  14  odtf  kea^        it  uMd  to 
ood9  morbidity  dits. 
^^CfMiy  iwfw  othtr  than  v»rioiifom)l9, 
^^Pr^rliy  oSaryyt  urrapMffWd. 

SQUIRES:  U.a  Dapannwit  of  HMtth  and  Human  Sarvioas,  Public  Haafth  Sarvioa.  Cantart  for  Diaaata  Control. 

NatlonaJCantaf  «ftrHaafthS!atj«tfe».  unpubiiihad  I98&data  from  tha  National  AmbulatwyMadtealCaro 
SMvay,  Hyattavito.  MP.  1989. 


Findings  From  National 
Population-Based  Sunrays 

Judgments  about  the  importance  of  particular 
health  problems  derived  from  health  care  utilkation 
data  are  limited  in  liiai  they  do  not  reflect  the  health 
concerns  of  individuals  who  do  not  use  the  health 
care  system.^2  gy^ji  conccris  are  more  likely  to  be 
reflected  in  population^ba^ed  surveys.  As  noted  in 
box  the  National  Center  for  Health  Smtistics 
has  used  two  types  of  popiJation-based  surveys.  The 
National  Health  Interview  Survey  (NHIS)  collects 
data  from  a  san^Ie  of  the  civilian  noninstitutional- 
ized  U.S.  population  through  personal  housdiold 
interviews  (108).  The  National  Health  and  Nutrition 
Examination  Survey  (NHANES) — ^formerly  the 
National  Health  Examination  Survey  (NHES)— 
collects  health-related  data  by  means  of  direct 
physical  examinations,  clinical  and  laborsaory  t^ts, 
and  related  measurement  pn^redures  (108)«  The 
latter  two  surveys  have  been  ccmducted  more  rarely 
than  NHIS,  and  no  adequate  sample  of  adol^oits 
was  included  in  NHANES  I  or  U.  (NHANES  m  is 
collecting  some  adolescent-specific  data,  but  the 
results  are  not  expected  until  1994.) 


National  Health  Inteiview  Survey  (NHIS) 

NHIS  collects  information  on  both  acute  condi- 
tions and  dironic  conditions*  A  f^ysical  or  mental 
condition  is  considered  "'acute^*  for  purposes  of 
NHIS  if:  1)  it  was  flrst  noticed  3  months  before  tihe 
reference  date  of  the  interview;  and  2)  it  is  not  one 
of  the  conditions  considered  chronic  regardless  of 
the  time  of  onset*  lb  be  counted  in  NtnS  data^  an 
acute  condition  must  also  have  been  of  sufificiCTt 
consequence  to  have  bem  associtfed  with  at  least 
1  restricted-activity  day  or  at  least  one  visit  to  a 
doctOT.  A  physical  or  mental  ccNidition  is  considered 
"chronic*'  for  purposes  of  the  NHIS  if:  1)  the 
respondent  indicate  it  was  first  noticed  more  than  3 
months  before  the  reference  date  of  the  interview 
and  it  exists  at  the  time  of  the  intoview,  or  2)  it  is  a 
type  of  condition  that  ordinarily  has  a  duration  of 
more  than  3  ninths.  Examples  of  physical  condi- 
tions that  are  consid^ed  chronic  regardless  of  their 
tixm  of  onset  are  diabetes,  heart  conditions,  emphy- 
sema, and  arthritis* 

Acute  Conditions—The  intact  of  acute  condi- 
tions on  adolescent  health  is  measure  in  terms  of 
restricted-activity  days  (overall  and  due  to  specific 
problems)  and  school-loss  days  (ovoall  and  due  to 
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^^As  noted  in  box  6-B«  svailabk  health  services  otiHzatioo  data  arc  limited  in  other  ways,  parttcttlarly  wid^  reject  to  adotesoent  health. 
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Table  6-5-44iHnber  of  Restricted-Acttvlty  Days*  Assoclatad  With  Acuta  CondHion$i>  par  100  US.  Adotascants 
for  NonlnstltiitionaUxad  Adolascents  Ages  10  to  18,  by  Sex,  Atfa,  and  type  of  Condition,  1888 


Beth  riumbefjtfresWcted-aetMtytteyanOOadotesoqntstnaygnx^ 


89XB8« 

lOto  18 

10  to  18 

Mates 
10  to  14 

15t9l8 

10  to  18 

10  to  14 

15  to  18 

606.7 

580.6 

714,4 

664.7 

770*7 

*     «  * •  m  BAl       _j  1  ,  ,  

117.9 

129.6 

104-3 
• 

12S.6 
« 

15&0 
• 

A4  4 

9l»1 
• 

• 

• 

• 

• 

• 

• 

• 

* 

• 

• 

* 

• 

• 

• 

• 

♦ 

....  307.0 

287.2 

325.7 

242.3 

327.6 

319.6 

336,7 

..  .  72.5 

71.3 

83.2 

57.4 

73.7 

81.6 

64J 

OOw  acute  i^per  rasplmtory  ir^ectbns  

....  35.4 

35.6 

* 

• 

35.3 

* 

....  175.0 

152.2 

189.0 

13i5 

198.7 

179.5 

220.6 

....  23.3 

• 

* 

« 

■ 

• 

....  119.5 

133.5 

94.9 

178.4 

104.9 

92.7 

iia7 

....  40.8 

51.7 

• 

• 

• 

....  29.4 

• 

« 

• 

• 

* 
• 

♦ 

* 

« 

• 

....  74.8 

39.4 

• 

111.5 

• 

174.9 

D^tvoy  and  otfw  oomlHIons  of  prd|p)ancy  and 

....  24.7 

50.3 

• 

107.4 

mMytrot  UMd  for  both  acute  and  ehrwHe  oondHlonft.  TTto 

and  to  of  sufM^m  oont»qu«ioft»  to  hav9  bMn  as$odat9d  with  ^ 
%i^f9t  nwf(»d  wtth  an  Afftwftk  n  dkl  not  nmt  th#  raq^ 

^^CatagoHos  not  shown  hocausa  of  low  rollabtttty  of  oftfmatat  Mud»  aeuta  bmot^,  pnoumonia,  and  *Wh9r"  ra$p<mtory  oon^tkmt . 

indudM  dontfti  oomStions;  Indigostfon.  nniMa,  and  vomttHig;  and  othcircfioostlvtt  oondltlont.  No  ^>adfto  catooory  had  anotiph  samplod  osoas  to  ba 
oons)d»fadfallabl«. 

K^t«90daanot9hown  bocftusaof  hiwroltabllHyofattfm^    induda  ''Ofian  wounds  and  iaoorationt"  and '^ooi^uslon*  and  tup^ 

0Cat»9odas  not  •hovwn  beoauso  of  low  rofiatrittty  of  ostimatas  Induda  aya  conditions,  acuta  aar  tnfocttans,  othar  aar  oondttkms.  aoita  uitnary  omdltlons, 

dlsofdarsof  mar^tniation,  othardtodaraof  tha  fsmafagar^tal^act  sicinoondltfons,  acuta  rmacuio^tatatatoondftkMis*  haadadta  {axdtidbio  mlgralna},  and 

unspadnad  fairar. 

SOURCE:  U.3.  Paparlmant  of  Haalth  and  Safvtoas.  Public  Haalth  Sarvtoa.  Cantors  for  Disaasa  ConM,  Natlona)  Cantar  for  Haalth  Statlsttes, 

impubUflhad  1088  data  from  tha  National  Haalth  tntarvtew  St^vay.  KyattsvlBa,  MD,  1990. 


specific  problems).  As  noted  in  box  6-'A»  a  restricted- 
activity  day  is  any  day  on  which  a  po'son  restricts  his 
or  h^  usual  activities  for  more  than  one-half  day 
because  of  an  iUness  or  injury  (106).^^  A  school-loss 
day,  a  type  of  restricted-activity  day  calculated  for 
5-  to  17-year-oldSt  is  any  day  on  which  a  child  did 
not  attend  school  for  half  a  day  because  of  illness  or 
injury. 

The  1988  NHIS  ^ound  the  acute  conditions 
causing  the  highest  numbers  of  restricted-activity 
days  among  nrninstituti^nalized  adolescents  ages 
10  to  18  were  acute  respir^c»7  conditions  (particu- 
larly influenza),  followed  by  inf(»:tive  and  f^rasitic 
diseases  (see  table  6-5).  Acute  respiratory  conditions 
are  also  responsible  for  over  half  of  the  school-loss 


days  associated  with  acute  conditions  (see  table  6-6). 
Other  acute  conditions  that  cai^  relatively  hig^ 
numbm  of  re^cted-activity  and  school-loss  days 
among  U.S*  adolescents  are  infective  and  parasitic 
disea^s  and  injuries. 

Although  the  reported  av^age  rate  of  restricted- 
activity  days  due  to  acute  conditions  for  younger 
(10-  to  14-year-old)  adolescents  is  similar  to  that  for 
older  (IS-  to  18-year-old)  adolescents,  there  are 
son^  interesting  age  differences  by  condition  and 
general  differences  by  sex  and  race.  As  shown  in 
table  6-5»  younger  adolescents  are  more  likely  to 
have  restricted-activity  days  due  to  acute  physical 
illness  (respiratory  conditionSt  infective  and  para- 
sitic diseases),  and  older  adolescents  are  more  likely 


^^''Rtsoiacd-oc^ty  days*'  art  ondupltcated  coanss  of  the  foDowii^  1)  bedntisability  days,  dufiog  wldcfa  a  persiHi  spent  more  dun  half  a  ds>'  in 
twdtsecmiscof  illness  or  h^fuiy:  2)  work-toss  days, 

ajob  or  badness;  3)  school-toss  days*  during  is^iidi  a  st^         ITyearsof  s^ge  missed  imne  dun  half  a  diQr  from  the  sdkK>t  in 

Cttirently  emollod;  md  4)  cnt-down  days,  daring  nlildi  a  person  cats  <fa)wn  fcff  more  than  half  a  day  on  the  tbiiigs  he  or  she  nsoally  does.  Note  that  a 

''day  of  restricted  activity**  doe  to  an  acute  condidon  is  not  the  same  as  a  ''limitation  in  activity"  caused  by  a  chttmic  condition  (105). 
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TebiB  6-6— Numtor  of  School-toss  Days*  Assooltfed  With  Acute  CondWons^  pm  100  UA  Adolstseonte 
for  Noninstitutionailzed  Adol^^s  Agos  10  to  17,  by  Sox,  Ri^,  Family  Incomo,  ami  Types  of  Condition,  IMO 


Number c*8d>ooHo8Sdays/1 00 iKtotescOTtsage^  lOtolTP 
Sex  Race  Family  Inomie 


AH 

LB8S  than  $10,000-  $20,000-  $35,000 

Type  of  acute  conditton  10  to  17    Mate     Femate    While     Bto*       $10,000  $19,999  $34,999  or  more 


All  acute  OOncHttons   379.6  362.8  397.1  399.9  302.8  483.1  403.2  419-3  349.1 

IntecUve  and  parasitic  diseases**   79.9  8^6      76.9  84.8  —  — *  84.3  83.8 

Conwf»n<*lldhood  diseases   22.0  — *  — *  — *  — *  — •  — *  — *  — 

Vte!lnfectton8,un8pedfled   17.3  — •  — •  a).5  — •  — *  — •  — • 

CWw    33.0  — *  39.3  — *  — •  — *  — •  42.8 

Respiratory  conditions*....   210.0  199.8  220.7  228.2  137.8  235.1  196.2  2^.5  0)0.2 

Common  cold   48.4  47.8      49.1  48.9  — *  — •  — •  61.7  — * 

Ottier  acute  upper  respiratory 

Wecttons.....   23.7  — *  — *  26.7  — •  — •  — •  — •  — • 

Influenza    iaj.3  110.0  135.3  132.2  151.5  119.0  133.3  123.1 

Digestive  system  conditions'   15.4  — *        —  — *  — *  — *  — *  —  — • 

InjurfesB    32.3  42.4  — *  35.5  — •  — •  — *  — *  — • 

Selected  other  acute  conditions^   34.3  2^2       46.9  29.8  — •  — *  — •  — •  — • 

AH  other  acute  oondlWons   — •  — •  — •  — •  — •  — '  — ' 


^ForthvpufpomoflhoNatbnalHvajth  lntorvl0wSurv0y(NfiS},B3c^MNas5<i>^ 

ad^fremth«9Qhoollniivhlohh«orahfiimourro^  day. 
t>A  opTKiHIon  19  oonsktorsd ''am4«'' for  th«  purpMM  of  NHS  If  It  has  los^ 

ami  is  of  suffkalont  o(msequ«nofi«  to  hava  baon  assodatad  «^  at  toattooa  doctor  visitor  at  faiMt  1  day  otra^tridadaetMty. 

CEntrlas  marfcad  with  an  ostarisk  {*)  did     moat  tharaqUsite  standard  of  rallatilllty. 
^^Catagorlas  not  shown  bacmiaa  of  Insuff  Idant  rallatdtlty  ^iduda;  htastM  vfnis,  unspaoiflad 

^Cfltegorias  not  shown  booouaa  of  fnsuffidont  rol^ll^  Msfda:  acuta  tmnohHIs,  pnaumon^  'tithar^  rasp^tc^  conditions. 
^Catac^as  m)t  shown  baomsa  of  Insuff Idant  rallablllty  InoNida:  dantal  condrttons;  fndlQastlon.  nausaa,  and  vomlt^:  and  olhar  dfgastiva  oondHfons. 
SCatagorlas  not  shown  baoausa  of  tnstiff  Idani  rallaNiity  Ino^ida:  f  racturas  anddtslocatkms;  sprstnsand  strains ;  opan wounc^  and  tacarattons;  contusions  and 
sufwrficlal  Injurtas;  ^har  ourrwtt  k)}urfas. 
^Subcataeorlas  ara  not  shown  bacausa  of  insuff Msnt  ralla^flty. 

SOURCE:  U.S.  Oapartmant  of  HaaHh  and  Human  Sarvtoas,  Public  Haalth  Sarvioa,  Cwttsrs  for  Disaasa  Cor^,  National  Cantar  for  Kaalth  Statistics. 
unpuWIshad  ieS8  data  fnom  tha  Nattonat  Haalth  Intarvtaw  Survay.  HyattsvlOa.  MD.  1990. 


to  have  restricted-activity  days  due  to  injuries  and 
pregnancy-related  causes.  Female  adolescents  in 
general  (but  particularly  oldo*  female  adolescents) 
are  more  likely  than  males  to  have  days  of  restricted 
activity  due  to  acute  conditions;  p^haps  not  surpris- 
ingly, this  phenomenon  is  largely  due  to  preg- 
nancy,^"^ Black  adolescents  are  less  likely  (506.6 
days  per  100 10-  to  18-year-olds  per  year)  than  white 
adolescents  (704.4  days  per  ICX)  10-  to  18-year-olds 
per  year)  to  have  restricted-activity  days  reported  for 
acute  conditions. 

School-loss  days  and  restricted-activity  days  gen- 
eraUy  show  similar  age,  sex,  and  race  patterns, 
except  that  10-  to  14-year-oId  females  have  fewer 
schooHoss  days  than  their  male  count^arts  (107). 
As  shown  in  table  6-6,  adolescents  in  families  with 


annual  incomes  less  than  $10,(XX)  have  higher  rates 
of  school-loss  days  (483 J  days  per  100  adolescents 
per  year)  than  adolescents  in  families  with  annual 
incomes  of  $35,000  or  more  (349^1  days  per  100 
adolescents  per  year)«  Differences  in  school-loss 
days  by  family  income  level  are  more  marked  for 
adolescents  ages  10  to  14  than  for  those  ages  15  to 
17,  although  they  follow  the  same  general  pattem.^^ 

Chronic  Conditions--The  1988  NHIS  found  the 
most  frequently  reported  chronic  physical  condi- 
tions for  noninstitutionalized  U.S.  adolescents  ages 
10  to  18  were  hay  fever  or  allergic  rhinitis  without 
asthma,  chronic  sinusitis,  acne,  asthma,  deformity  or 
orthopedic  in^airment,  chronic  bronchitis,  chronic 
di^ase  of  the  tonsils  or  adenoids,  dermatitis,  and 


i^Sce     iO,  "Prvgnancy  and  Parenting:  Freveolion  and  Smtccs."  In  this  volume  for  a  discassloD  of  8dotesc«rt  {Tftgaaocy. 

>^lD!erestu]^ly»  the  oitmbcr  of  rcstrurted-activity  days  per  100  pcrscms  f>er  year  increases  with  age  for  adotescents  and  deciea^  for  white 
adotescems.  Because  of  «nall  sample  sizes,  it  is  not  possible  to  be  specific  ^hcmt  lacc  differences  for  spedHc  ca)diti<ms. 

^^Tbe  avo^e  number  of  scbooMoss  days  per  1 00 10-  to  14-year-otds  per  year  reported  by  families  with  ammal  incomes  less  than  $1 0,000 was  49 1 .9 
days;  by  fwnities  tvicb  ammal  incomes  from  StO.OQD  to  $19,999  was  379.8  days;  by  families  with  ammal  incomes  frmn  £20,000  to  $34,999  was  402.0 
days;  and  by  families  with  incomes  of  $35,000  or  nme  was  340.7  days.  See  dt  18,  "Issoes  in  the  I>eliven^  of  Sm^toes  to  Selected  Graq»  <tf 
AdotesccQts/*  in  Vol,  m  for  a  discu^on  of  the  health  ptioMems  of  adolescents  in  poor  and  near-poor  fnnilies. 
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Tabis  6*7— Prevalenee  Ftete  for  20  Loading  (Tronic 
Physical  Conditions*  Among  Nonlnstttuttonallzed 
U^.  Molesconts  Ages  ID  to  18, 1988 


Nun^r  of  chrofte  comlttions/ 
1,000  parsons'* 


Ages 

10to18  lOtoU  15to18 


htey  fevw  or  alterj^c  iWnltte 

92.4 

89.8 

.  91^ 

S9.6 

82.9 

97.4 

.  61J 

34.6 

92.9 

58*1 

62*1 

93<^ 

Deformity  or  orthf^edte 

39.3 

/  I-P 

54.2 

.  26.6 

16.6 

36.1 

.  26^ 

23.0 

30.5 

M  ft 

33  a 

44.5 

CIvortIc  cilsaasa  of  tonsils  or 

.  31.1 

29.6 

32.9 

.  31.1 

32.3 

29.8 

.  28.6 

27.4 

29.9 

22.4 

20.4 

16.1 

.  16.7 

19.8 

13.1 

.  20.7 

19.7 

22.0 

18.9 

16.5 

21.6 

Trouble  with  ^rcmn  nails  

17.6 

10.1 

^.4 

.  12.3 

10.4 

14.6 

Trouble  ¥AVh  dry,  ItcWng  sWn . .  - 

.  10.1 

12.8 

.  9.0 

11.3 

• 

Diseases  of  female  genital 

7.1 

13.0 

6^ 

 * 

4.7 

4.5 

• 

* 

fi^^  physkaJ  or  nwital  cwdlltoo  f  8  oonskteed  ^:hro^ 
National  Health  Intorvfaw  St^^  If  It  has  testod  morelhan  3  months  or  is 
atypacrfoondrttonlhatordJnartly  lasts  more  t)Mm3mom 
heart  oondlttens,  wphyssma,  or  arthritis). 

^ntriss  niartcsd  ¥tHh  an  astsrfak  f)  did  f)^  frm^i  the  requisite  standard  of 
rsltatHlity. 

SOURCE:  U.S.  Dapartment  of  HsaJth  and  Human  Servteas,  Public  Health 
Servk».Cartafsfo^Dteeas»Co^tro^^fatfkmalCwt«rfo^He^ 
Statistics,  unpufallshad  1988  data  from  the  National  Hoallh 
fntsrvfew  Survay.  HyattsvHId,  MD,  1990. 


migraine  headaches  (see  table  6-7),  Other  physical 
chronic  conditions  with  a  rather  high  reported 
prevalence  among  adolescents  were  heart  disease, 
hearing  impairments,  and  visual  impairments  (see 
table  6-7). 

Each  person  identified  by  NHIS  as  having  a 
chronic  physical  or  n^ntal  cradition  is  classified 
according  to  the  e«ent  to  which  his  or  her  activities 
are  reported  as  limited.*'^  As  shown  in  table  6-8,  the 
1988  NHIS  found  that  93.2  percent  of  U.S.  adoles- 
cents were  reported  to  have  no  activity  limitation 


due  to  a  dironic  jAysical  or  mratal  condition;  6.8 
percrat  w€TC  rqxnted  to  have  son»  activity  limita- 
tion. The  6,8  percent  with  activity  limitation  due  to 
a  chronic  condition  included  0.6  percent  of  U.S. 
adoles^ts  who  were  unable  to  perfomi  a  major 
activity  (e.g.,  attrading  sdiool);  4.3  percent  who 
w^  limited  in  the  amoimt  or  kind  of  major  activity; 
and  1.9  percoit  who  w^  limited  but  iK)t  in  major 
activity  (see  table  6-8).  Among  adolescents  with 
chnmic  comlitioiiSt  was  v»y  little  diffnmce  in 
reported  degree  of  activity  limitation  by  age,  sex, 
race,  or  place  of  residence.  However,  th^  were 
sovM  difGoCTces  by  income,  with  a  larger  proportion 
of  adolescents  (94.9  pront)  in  higher  income 
families  than  in  the  lower  income  families  (e.g.,  90.2 
percent  in  families  widi  annual  incomes  undw 
$10,(KX))  fiee  of  an  activity  limitation  (107). 

Ncwacheck  conducted  an  in-depth  analysis  of 
1984  NHIS  data  by  type  of  serious  chronic  disorder 
(62).  This  analysis  revealed  that  75  percent  of  U.S. 
adolescents  ages  10  to  18  with  a  reported  limitation 
of  activity  due  to  a  chronic  disorder  or  disorders  bad 
a  disorder  in  one  of  the  five  following  categcnies: 

e  mental  disorders  (including  mental  retardation, 
psychoses,  and  substance  dependence  syn- 
dromes), 32  percent; 

e  respiratory  conditions  (e.g.,  asthma),  21  per- 
cent; 

e  diseases  of  the  musculoskeletal  system  or 
connective  tissue  (e.g.,  arthritis  or  acquired 
limb  deformities),  15  percent; 

e  diseases  of  the  nervous  system  (e.g.,  multiple 
sclerosis,  c^ebral  palsy,  or  epilepsy),  6  per- 
cent; and 

e  diseases  of  the  ear  and  mastoid  process  (e.g., 
hearing  impairments),  4  percent. 

National  Health  Examination  Survey  (NHES) 

A  compelling  source  of  information  on  the  health 
status  of  any  group  is  a  population-based  survey  that 
inchides  clinical  examinations  by  health  cart  jffovid- 
ers.  Unfortunately,  the  last  such  survey  to  include 
sufficient  numbMs  of  adolescents  for  meaningful 
analysis  was  the  NHES  completed  in  1970  by  the 
U.S.  Department  of  Health,  Education,  and  Welfare 
(now  the  U.S.  Department  of  Education  and  DHHS) 


i^Notc  thai  limiiatlons  of  activity  associated  with  ctironic  conditions  differ  from  rcstrictcd-activiiy  days  discnsscd  above.  NHIS  nttasared 
^  ••^tcd-activity  days  for  Iwth  acute  and  chronic  conditions,  hut  limitadons  of  activity  craly  for  chronic  conditions. 
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Tbble  S^DtstiitNitlon  of  Noninstltuttonafteed  U.S.  Adotescents  Ages  10  to  IB  by  OegiBO  of  Activity  Umttation 
Due  to  a  Chronic  Physical  or  Mental  Condition  and  Socioeconomic  Characterfstica.  1988 


Chamcl©fi5tlc 


Totar* 


Percent 
with  no 
actMty 
Hmltaticm 


PercBfit 

actMty 
llmJtation* 


Pi^€eiTt 

with 
Hmttatfm 

wtlvfiy*»» 


Pefcsnt 
unable 
to  carry 
on  ni£^{Dr 
activity**** 


Poroant 
Ifmlted 
bYamotsit 
ortdnd 
of  nt^for 
ac«vfty«>« 


Pofoent 
llmltedL 
but  not 
b\  nis^lof 
activity^ 


Age: 


Sex  and  age: 
Mate 


Fenrale 


Race  and  age: 
White 


Black 


Family  income  ami  age: 
Umter$m000 


$10,000  to  $19^ 


$20,000  to  $34,899 


$35,000  or  more 
Ml 


Geographic  r^on: 


Mciwest   

Sooth  

Wtet   

Place  of  msidence: 

Metropolitan  statistical  area   100.0 

Cantmldty   100.0 

Nci  ovTtral  dty   100.0 

tM  metropolitan  statistical  area   100.0 


100.00 

93^ 

6.8 

4.8 

0.6 

4.3 

1.9 

100.D 

93>2 

6.5 

5.3 

4.9 

1.6 

100.0 

93.3 

6.7 

4.4 

0.9 

3.5 

^3 

100.0 

92.7 

7.3 

5.4 

♦ 

4.9 

1.9 

100.0 

82.3 

7.7 

6.1 

• 

5.8 

1.6 

100.0 

^0 

6.9 

4.6 

• 

3.9 

100.0 

93.8 

6.2 

4.3 

• 

3.6 

1.9 

100.0 

94.1 

5.9 

4.4 

• 

4.0 

1.5 

100.0 

93.5 

6.5 

4.1 

• 

32 

^3 

100.0 

93.0 

7.0 

4.9 

0.6 

4.4 

ZO 

100.0 

92.9 

7.1 

5.4 

— * 

5.1 

1.7 

100.0 

CO 

A  A 

3.6 

100.0 

93.2 

6.8 

5.1 

— • 

4.4 

100.0 

93.3 

6.7 

5.3 

— * 

4.3 

— * 

100.0 

93  j2 

6  8 

• 

100.0 

90.2 

9.8 

7.8 

— • 

6.9 

100.0 

88.8 

11.2 

9.5 

9.2 

— * 

100.0 

91.5 

8.5 

# 

100.0 

91.1 

8.9 

6.6 

6.0 

100.0 

91.5 

8.5 

6.6 

6.2 

100.0 

90.5 

9.5 

6.5 

5.7 

100.0 

92.9 

7.1 

5.0 

4.3 

100.0 

93.5 

6.5 

4.8 

4.4 

100.0 

92.0 

8.0 

5.2 

4.1 

100.0 

94.9 

5.1 

3.5 

3.1 

1.6 

100.0 

94.4 

5.6 

4.1 

4.0 

100.0 

95.5 

4.5 

2.7 

100.0 

94.1 

5.9 

4.3 

3.9 

• 

100.0 

92.6 

7.3 

5.5 

5.0 

1.8 

100.0 

93.0 

7.0 

5.0 

4.4 

^o 

100.0 

93.5 

6.5 

4.2 

3.6 

Z2 

83.5 
93.7 
93.3 
92.5 


6.5 
6.3 
6.7 
7.5 


4.7 
4.7 
4.7 

5.3 


0.i 


4.1 
4.0 
4.2 
4.8 


1.8 
1.6 
2.0 


<¥tot»  that  th*  mnnb«ra  in  hwtiontal  rows  (to  not  add  up  to  1 00  p«row^ 
wtth  aetivHy  llmKatlonB  tlwrn  bt  tlw  thM  o^uma  in  addition, 
^Mqtaractfi^(oruttiat  activity)  r^ctothaprindpatactMtyofapsf^ 
c&itrtaamaitodwWtanMtvftsltndidnotmMttharaquMtaf^^ 

SOURCE:  U.S.  DaparlnMnt  of  Hsatth  and  Human  Sorvfoo*.  PuWic  H9^th  S«rv«o»,  Cantort  for  DiMasa  Control.  National  Contar  for  Haalth  Statittict, 
unputriisiwd  1088  data  from  the  National  Haalth  Inlarviaw  Survay.  HyattsvlBa.  1WD.  t990. 


id 
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^^5).^^  Because  they  are  so  old,  estimates  of 
adolescents*  physical  health  ^oblems  based  on 
NHES  may  xu)t  pertain  to  Uie  health  status  of 
contempoiaiy  adolcscCTts,  Stillt  the  data  from  NHES 
wggest  diat  dtt  i^yaical  health  of  An^ican  adoles- 
cents may  not  be  as  positive  as  is  often  assun^. 
Most  troubling  is  the  NHES*  finding  that  more  than 
one  adolescent  out  of  five  (about  22  percent)  had 
'*some  illness,  deformity,  or  handicap  . . .  affecting 
normal  growth,  development,  or  function — 
cardiovascular,  neurological,  musculoskeletal,  or 
other''  (94).  NHES  found  that  the  proportion  of 
adotescents  ages  12  to  17  with  physical  health 
problems  was  gneater  than  the  proportion  of  younger 
children  (ages  6  to  11^^  with  physical  health 
problem. 

NHES  also  recorded  information  by  race,  region, 
and  family  inconra.  This  survey  foimd  no  diffoienc^ 
in  physical  health  status  by  race.  Adolescents  living 
in  the  South  had  moK  health  probl^ns  than  adoles* 
cents  from  other  regions,  and  adolescents  of  lower 
income  had  more  iH^th  problems  than  adolescents 
from  families  with  higher  incomes  (94). 

Physical  Hearth  Problems  From  the 
Perspective  ofAdole&^nts 

Adole^ents  themselves  are  rarely  asked  to  iden- 
tify the  {diysical  (or  other)  health  problmis  that  they 
believe  are  most  important.  Even  in  adolescent 
health  surveys,  adolescents  are  infrequently  asked  to 
rate  the  impiHtance  of  various  health  i^es.  The 
National  Adolescent  Student  Health  Survey  con- 
ducted by  a  consortitmi  of  groups  funded  partially  by 
the  Federal  (jovemment  in  1987,  for  example, 
questioned  more  than  11,000  8th  and  10th  gradens 
nationwide  but  failed  to  ask  respondents  to  identify 
the  nK>st  inq>ortant  physical  health  issues  for  adoles- 
cents (4).  Adolescents  w^  asked  to  identify  |Aysi- 
cal  healUi  issues  in  the  Minnesota  Adolescent  Health 
Survey  of  over  36,0(X)  Minnesotan  students  in 
grades  7  through  12,  but  reports  of  the  Minnesota 
survey  results  emphasized  nonphysical  concerns 


(88).^  Hius,  data  are  v^  limited  on  the  q>ecific 
^ysiool  health  concerns  identified  as  most  in^r- 
tant  by  adolescents. 

Some  evideiK^e  suggests,  however,  that  adol^- 
cents  do  not  always  agree  witti  iKlults  on  what 
^lesMats*  most  inqmtant  health  needs  are.  A 
Canadian  study  that  asked  aramjroi  sample  of  1,0(X) 
adolescrats  ages  12  through  20  and  100  sctKx>l- 
t^ised  public  health  nuises  and  sdiool  {^diolc^ists 
or  counselors  to  rate  the  seriousimss  and  jmvalrace 
of  a  variety  of  health  problms  among  sMlolescoits 
found  dififaexices  in  ^  perc^tiras  of  adolescrats 
and  the  profi»simials  (32).  The  health  providers 
identified  nmistrual  froblons,  aoie,  and  headaches 
as  commcm,  t»st  not  serious^  problems;  jnegnancy, 
venereal  diseases  (i.e*,  sexually  transmitted  dis- 
eases), and  dironic  healdi  problems  as  serious  but 
not  c<mmu>n;  and  nervousness  or  emotional,  school- 
related,  and  birth  control  problems  as  s^ious  and 
common  problem.  Adolescents  concurred  with  the 
health  providers  that  menstrual  problems  and  acne 
were  conmion  complaints,  but  few  of  the  adoles- 
cents identified  birth  control  problems,  v^^real 
diseases,  or  chnmic  health  problons  as  significant 
The  professionals  cited  substance  abuse  (alcohol 
and  drugs)  ami  sexual  j^oblems  as  die  most  serious, 
but  relatively  uncommon,  psychosocial  problems. 
Adolescents  reported  fairly  high  rates  of  alcohol  use 
(49.0  percent),  drug  use  (IS.l  percent),  and  sexual 
intercourse  (22.1  pocent)  but  did  not  perceive  these 
to  be  problems. 

Another  study  conducted  in  Canada  asked  adoles- 
cents ages  13  to  18  what  issu^  they  would  like  to 
discuss  or  have  covered  when  they  visit  primary  care 
physicians  and  how  often  the  issues  were  actually 
discussed  during  a  visit  (50).  This  study  was 
somewhat  flawed  in  that  it  asked  adolescents  both 
questions  simultan^usly;  the  results  would  have 
been  more  valid  if  the  responses  had  been  independ- 
ent. 

Nonetheless,  the  results  of  this  Canadian  study  are 
consistent  with  the  results  of  previous  studies  that 


^'Ffidiatriciaos  ciaminrd  12-  to  IT-year-olds  usiAg  a  standardized  physical  examiimtson  for  prDblems  witb  cyes«  ears»  nose,  and  ttiroat;  goiter, 
nntscoJoskelelal  and  toiited  neorotogical  evalnaticm;  caidiovasciilar  eiamiimtifm;  s>^adiiig  of  fadal  acne;  assesanent  of  sexual  maturatitni  through  a 
genital  examination;  and  an  appraisal  of  mitritioa  The  ewninaitoo  did  not  iocfode  an  evaluation  of  mental  faeahb  prot^ems,  exce^  for  an  assessmwtt 
of  tttoital  retardatkm  by  eppesamcc. 

<^OTA  ii^ttded  10-  and  1  i-year-olds  in  the  adolescent  age  groitp«  bm  NHES  ^gregated  mai^  of  its  findiags  by  two  «ge  grottps:  6-  to  II  -year-olds 
and  12-  to  17-yev-o!^.  Fewer  6-  to  ll-year-olds  dsan  12-  to  i7-year-olds  wft  fcnmd  to  have  *'signtficant  abonmal  finding**  m  namfnatten  by  die 
physkian  (one  in  eight  6<  to  11-year-olds  v.  one  in  five  12-  to  17-year-otds).  Much  of  the  dlffcmice  between  the  rate  of  piobiems  for  children  and 
adolescents  was  attribotod  to  '*the  conditions  assodatcd  with  the  onset  of  puberty  or  other  aspect  of  maturition"'  (94). 

Q    '^Physicalhfiiitb  concerns  weienot«however«  fisted  as  a  possible  le^^ 
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fcHmd  diverging  inimsts  of  health  care  {»iovidm 
and  adol^cents  (see  50,  for  a  review)  and  suggest 
that^  at  least  from  the  ^otes(»nts'  perspective, 
adolesc^ts*  real  concents  are  not  being  attended  to 
by  beal&  care  providers.  In  ahnost  all  cases,  die 
adblescents  who  were  question^  in  this  study 
leported  that  discussion  of  issues  of  interest  to  them 
took  ptece  considerably  less  frequently  than  the 
adolescents  desired  (50).^^  For  exanq)le,  while  over 
80  pocent  of  responding  adolescents  were  interested 
in  discussing  physical  fitness,  nutrition,  and  growth, 
discussion  of  these  topics  reportedly  took  place  in 
only  40  to  50  percent  of  visits.  From  60  to  70  percent 
of  adolescents  were  interested  in  discussing  sexually 
tran^tted  diseases,  contraception,  acne,  fear  of 
cancer,  and  obesity,  but  these  topics  were  rqxorted  to 
be  discussed  only  12  to  30  pocent  of  die  Ume. 
Almost  60  percent  of  adol^<^t$  were  intoested  in 
discussing  feelings  of  depression  and  lack  of  confi- 
dence, but  such  discussion  took  place  only  16and  11 
percent  of  the  time,  respectively.  Intm^stingly,  the 
only  topic  with  a  close  match  between  adolescents' 
desire  for  discussion  and  how  often  it  actually  took 
place  was  the  topic  of  menses  (of  inta:est  to 
adolescents  55  percent  of  tte  time  and  discussed  49 
percent  of  the  time);  no  specific  details  of  the  content 
of  discussions  about  menses  were  provided.^  Dys- 
menorrhea (painful  menstruation)  has  been  identi- 
fied through  surveys  of  small  samples  of  adolescent 
girls  as  a  leading  cause  of  pain  and  absence  from 
school  due  to  physical  problems  (44,120). 

Physical  Hsanh  Pmblems  From  the 
Peispectlve  of  Paronts 

As  discussed  above,  some  surveys  (e.g.,  NHIS 
and  part  of  NHES)  use  adolescents'  parents  as  a 
source  of  information  about  the  health  of  their 
adolescent  children.  It  is  inq>ortant  to  note  that 
parents  may  not  be  a  valid  source  of  information  on 
the  health  of  their  adolescent  chDdrra. 

No  current  dma  arc  available  cm  this  issue,  but  the 
1963-65  and  1966-70  NHES,  conducted  by  the  U.S. 
I>epartment  of  Health,  Education,  and  Welfare,  was 
able  to  compare  parents'  ratings  of  their  children's 


Figure  6<*1-^nNite*  ftattngs  of  Child  and  Adolescent 
Health  Compared  to  Physicians'  Rndlngs  on 
Examination,  U.S.  Childnm  Ages  6  to  17, 
1963*S5  and  1966-70* 
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(including  adolescents*)  health  with  findings  from 
physicians'  physical  examinations^  of  the  adoles- 
cents (94).  As  shown  in  figure  6-1,  parents*  worries 
about  their  children's  health  dropped  considerably  at 
about  age  13,  but  there  was  a  large  increase  in 
significantly  abnormal  findings  on  examination 
beginning  at  age  1 1  through  age  17  (the  last  year  of 
age  included  in  the  survey).  Parents  of  12-  to 
17-year-olds  tended  to  rate  their  children's  health 
significantly  better  dian  did  parents  of  children  ages 


2 ^Tlie  American  health  care  system's  con^cnc^  to  treat  the  health  needs  of  adolescents  h  discussed  more  fiilly  in  cfa.  1 5.  "MajOT  Issues  Pertaming 
to  the  Delivery  of  Wmaxy  and  Coffijprehensive  Heaidi  Services  to  Adolescents,**  in  Vol.  m. 

ZiPctr  ^^amp\rt^  fhc  '  *disctisskm"  c<Hild  have  consisted  merdy  of  acpi^cmabottt^i^ictbcrfficaseshadbcgiui. 

^As  noted  above,  the  physical  examination  was  generally  limited  to  the  ideottficaticHiof  ptmrnrily  physical  ahnoimfllirtfts,  aldiOQgh  aiqwest  mental 
Q   ^Sff^M<m  would  have  been  noted. 
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6  to  1 1,^  both  when  giving  a  categorical  staiemenl 
of  their  child*8  health  status  and  when  indicating 
whether  or  not  aspects  of  their  chUd's  health  were  a 
concern  or  worry   In  contrast,  survey  pediatricians, 
who  actually  examined  the  children  and  adolescents, 
rated  substantially  more  adolescents  than  children  as 
having  some  significant  abnormaUty.  The  National 
Center  for  Health  Statistics  could  not  come  to 
definitive  conclusions  about  the  reasons  for  the 
reduction  in  parents'  concern  but  suggested  that  the 
reduction  pitiably  reflected  "a  change  in  attitude  or 
concern/*  The  National  Center  for  Health  Statistics 
was  not  able  to  teU  if  this  change  occurred  because 
of  increased  maturity  of  the  chUd,  because  more  of 
the  abnormal  conditions  were  under  care,  or  because 
of  some  otfier  factor. 

Unfortunately,  children  and  adolescents  them- 
selves were  not  asked  to  report  on  their  overall 
health  status  or  specific  health  concerns  in  a  survey 
comparable  with  that  given  to  parents. 

Background  on  Chronic  Physical 
Illnesses  and  Disabilities 
of  Adolescents 

Trends  in  the  incidence  and  prevalence  of  chronic 
illness  and  disability  among  adolescents  are  re- 
viewed below.  Also  discussed  are  consequences 
common  to  many  chronic  iUnesses,  with  a  focus  on 
psychosocial  consequences.  Two  other  chronic  phys- 
ical health  problems  of  importance  to  adolescents 
themselves — acne  and  dysmenorrhea— arc  also  re- 
viewed in  this  section. 

Tmis  In  the  IncWance  ana  Prevalence 
of  Chronic  Physical  illnes$'9S  and  Disabilities 
Among  Adolescents 

A  small  but  significant  number  of  U.S.  adoles- 
cents are  believed  to  experience  very  serious  chronic 
physical  conditions  such  as  sev»e  asthxna,  juvenile- 
onset  diabetes,  congenital  heart  disease,  leukemia, 
cystic  fibrosis,  and  chronic  kidney  diseases  (70). 
Unfortunately,  however,  it  is  difficult  to  determine 


the  incidence  and  prevalence  of  such  illnesses 
among  adolescents.  Most  studies  of  chronic  iUness 
among  children  do  oot  report  information  separately 
for  adolescents.  Furthermore,  many  serious  chronic 
iUnesscs  are  not  of  sufficient  prevalence  in  adoles- 
cents to  reliably  measure  in  national  epidemiotogi- 
cal  and  health  services  utilization  surveys  that 
sample  only  a  small  number  of  adolescents  (e.g., 
NHS,  NAMCS,  NHDS,  and  NHANES).  Estimates 
of  the  prevalence  of  serious  chronic  disordas  among 
all  children  under  age  20  range  firom  10  to  20  percent 

(27,72,80)  (see  box  6-C). 

In  1984,  using  published  prevalence  estimates  for 
21  types  of  chronic  conditions,  Goitraaker  and 
Sappenfield  estimated  the  prevalence  of  chronic 
conditions  in  U.S.  children  under  the  age  of  20  (sec 
table  6-9).  In  aggregate  (assuming  that  each  child 
had  no  more  than  one  of  the  specified  problems), 
Gortmaker  and  SappcnfieW  estimated  that  13.3 
percent  of  U.S.  children  ages  0  to  20  had  a  chronic 
physical  or  mental  condition.  If  one  excludes  some 
chronic  mental  disorders  (i.e.,  mental  retardation, 
Down's  syndrome,  and  autism),^*  the  figure  for  the 
remaining  chronic  conditions  drops  to  10.6  perc«it 
of  U.S.  children  ages  0  to  20.  If  one  assumes  that  90 
percent  of  children  experiencing  these  18  chronic 
conditions  survive  to  age  20  (as  Gortmaker  and 
Sappenfield  estimate)  and  thus  experience  a  chronic 
condition  during  adolescence,  the  prevalence  of 
these  1 8  remaining  chronic  conditions  among  adoles- 
cents would  be  9.5  percent.  Not  all  of  these  18 
conditions  result  m  major  activity  limitations.  If  one 
excludes  the  chronic  physical  conditions  &at  do  not 
result  in  a  major  activity  limitation  (i.e..  mild 
asthma,  nonsevere  congenital  heart  disease,  mild 
and  moderate  hearing  impairments,  and  mUd  visual 
impaiimente),  one  could  estimate  that  4  to  5  percent 
of  U.S.  adolescents  have  chronic  physical  conditions 
that  make  them  either  unable  to  carry  on  a  major 
activity  (e.g..  attending  school)  or  limited  in  the 
amount  or  kind  of  major  activity.  It  is  important  to 
note  that  this  prevalence  estimate  by  OTA  does  not 
include  chronic  mental  disorders. 


Q       »A*iioa«lM  flic  beginniag  of  ihis  chapter,  some  cl^ 
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Box  6<:'— Trends  in  Ute  Prevalence  0/ Chronic  Physical  Condons  Among  US.  Adolescents 

Diiibigthel96Qs,aiestiaaiecl4pcanpaDtof  U^.  diiMfa'svi^topriiiniycaepnctiMswerefQrclaDoie 
toahh  pnAtoro  C27).  By  19«),  some  13  pereem  (tf  visits  to  pediat^ 

18  peioem  of  Oeir  visits  to  aD  ^sidass  woe     daank  pnUnas,  ttth  nntlne  aad  Bm^  The  incieaK  ia 
lai^aitian  of  primuy  care  vi^  ^  cliiUfCD  to  clu^ 
iOnesses  (e.gM  iofectioiis  <tiseises^)  and  in  ite  inopoitk^ 
adolescence  (27). 

Chrgflw  to  several  decades,  iedm<dk^jfcal  and  medicai  advances  hg^ 
BdolescCTCB  of  childrtowiAcemincfanmciBDesses.1^  example.  chM^  fig  chDdmi  witii 

<7stb  fOHosis  baetted  €n»n  an  eoimated  5  peivem  betwvea  19^ 

19708  (25).  Less  dramatic,  but  significam,  improvemeats  in  d»  smvivaiMlity  of  children  yjjfa  acme  lynylmcytic 
Icfikemia,  sklde-ccll  anemia,  ojiiienital  heart  disease,  and  ci^^ 

Accoidiiv  10  date  fiom  the  N^oeal  Heahfa  iotaview  Sanrqr 
that  Ikntt  activity  nxm  than  doubted  b^ween  1960  aid  1981  among      cfaiUnn  tmder 
is  some  disagreemott  lAKnt  ^iti^ber  tfKsse  pieralenoe  chaagn  aie  real  cs  doe  to  dumges  in  qnestiom^bte  design, 
parent  and  fdiyskian  percqNiotts.  said  other  befoss  (63).  Urns,  die  degm  to  which  the  prevdence  of  chronic 
coiditioos  has  actual^  incraffied  among  diikfaen  is  saa»n^  iB^ar  (6^^^ 

Ooitmato  suggests  liiat  dramatic  increases  in  da  abs<rfute  mmijers  of  cfaildren  and  adolescents  with  chronic 
iltoessre  should  not  be  ejected  daifagdM  coming  decades  fig  sevaal  reasons  (25,26). 
figimprovememinleralsof  saivivald%,^vmamaitisi»<rfgieaterthffii90pereaitsuivival  Second, 
even  if  higher  levels  of  survivability  are  achieved,  smaller  birth  coh(ms  since  tf^ 
have  resulted  in  lower  absolute  mmWsc^cMdren  with  chronic  ilhNsase$,dius  tending  to  ofEseta^ 
only  sidistantial  evidence  for  increases  in  d^  incidence  of  chronic  physical  cooditiGDS  in  chiUnsi  is  die  evidence 
(tf  an  increa^  imniber  of  hifsnts  inflected  iidth  homan  immniHxb^ 

concern  about  the  disabling  long-tem  effects  of  crack  cocaine  use  during  pregnancy  mi  childreiL 


>UiaflaBteliiciifcDMoffiQcifltofiaakitiidkeMi^ihBin^  Pw  ftHtlWT  tf»tnfP#tn, 

ew  dL  9.  *'Aa>S  tod  Olber  S«aQH%  IVma^paDliesm  Fteva^ 
^Conm  imMcDia  astodated  wlih  fSV  infectlM 


As  nou^  earlier,  data  from  the  1988  NHIS  suggest 
that  6.8  percent  of  noninstitutionalized  U.S.  adoles- 
cents ages  10  to  18  are  limits  in  a  major  or  other 
activity  by  a  chronic  physical  or  mental  condition: 
4.8  percent  are  limited  in  or  are  unable  to  perform  a 
major  activity  (e.g.,  attending  school),  and  1.9 
percent  are  limited  in  an  activity  otho-  than  major 
activity  as  the  result  of  a  chronic  condition  (see  table 
6-8).  Although  OTA*s  estimate  (based  on  Gort- 
maker  and  Sappenfield's  work)  that  between  4  and 
5  percent  of  U.S.  adole»:«nts  have  a  chronic  phy.<ucal 
condition  that  limits  major  activity  is  similar  to  the 
NHS  estimate  (4.8  percent),  it  is  important  to 
en^hasize  that  the  NHIS  estimate  includes  mental 
disorders,  while  the  OTA  estinmte  does  not.  If 
mental  disorders  were  included  in  the  OTA  estimate, 
it  would  be  higher.  Another  difference  between  the 
OTA  and  NHIS  estimates  is  that  the  OTA  estimate 
(based  on  Gortmaker  and  Saj^nfield's  work) 
includes  at  least  some  institutionalized  populations, 
while  the  NHS  estimate  does  not.  Individuals  who 
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are  institutioDalized  are  probably  more  likely  to  have 
seriously  disabling  chronic  conditions  than  individ- 
uals who  are  not  institutionalized. 

Differences  in  estimates  of  the  |wvalence  among 
adolescents  of  chronic  conditions  that  significantly 
limit  their  ability  to  perform  a  majw  activity  of  daily 
living)  are  difficult  to  resolve*  As  Gortmaker  and 
Sappenfteld  noted  in  their  review,  ** Widely  varying 
estimates  concmiing  the  population  prevalrace  of 
chronic  childhood  disorders  exist,  depending  upon 
the  definitions  used,  H  e  methods  of  study,  and  the 
population  under  investigation**  (27). 

Consequences  of  Serious  Chronic  Conditions 
for  Adolescents 

There  are  significant  differences  in  the  physical 
(and  thus  the  emotional  and  social)  consequences  of 
specific  types  of  chronic  physical  conditicms*  Still, 
|hsi,ejyperiences  of  adolescents  with  various  types  of 
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TaMa       Estimated  Prevalencd  of  Serious  Chronic  Conditions  In  U.S.  Children 

Ages  0  to  2D,  1^ 

Prevaience       Range  erf  prevaienoe 
Disoftter*  esttmates/1 ,000      esBmafssAI  .000 

Arthrtfls   22  1.0-3.0 

Asthira   38.0  20.0-K-O 

Moderate  to  severe   10.0  8.0-15,0 

Autism   0.44  0.40-0.48 

Central  nervws  sy^em  Injury 

TrmimaUc  brahi  Injury   0.05  — 

Paralyste   2.1  2.0-2.3 

Cerebral  palsy   2.5  1 .4-5.1 

CImmIc  renal  ftUluro   0.080  — 

Terminal  ,   O.OiO  ~ 

Nontermlna)   0,070  — 

Clell  «pi^>atete*   1 .5  1 .3^2.0 

Congenital  Iwrt  disease   7,0  2.0-7.0 

Severe  ommnltal  heart  disease*   0,50  — 

Cy«toflbro«s    0^  — 

ttalietes  meaitus                                                      1.8  1.2-2.0 

Down's  syndrome'                                                   1.1  — 

Heartf^  impairment   16.0  — 

Deaf   0.1  0.06-1.5 

htemof^nia'                                                            1.5  — 

LBuhemia 

Acute  lymphocytic  leukemia*   0.1 1  — 

Mental  retardatkm   25.0  20.0-30.0 

Muscular  dystrophy*   0.06 

Neural  tuhe  defect^   045  — 

Sp^  WfWa*   0.40  — 

Enosptatooele\»   0.05  — 

Phenyfl^tmurla'   0.10  — 

SicWe-oeOdteease"  ,   0.46  — 

StoWe^  anemia*   0.28  — 

Seteure  disorder   3.5  2.6-4.6 

Visual  Impairment   30.0  20,0-35.0 

Imptfred  visual  acuity   20.0  — 

Kind   0.6  0,5-1.0 

^EntH»sftwfcadwHhftna«t«HsKnd«s4riate^tHmt«9  that  wore 

data,  w  we8  as  Hto*d»noa  and  <kfratlon  data,  wtiteh  ar«  dasoribad  in  d^l  In  the  oiig^  study. 

SOURCE:  S.L  Oortmakar  and  W.  Sappanfiakl  •Chronte  CMWhpod  Olsofdarf :  Pravalanca  and  Impact,"  P^KSatrk: 
C£fnlcsofAto/tf7Amai1ba3t(1).3-1B,  l^,faprtntodk}yp«nntoBlon. 

serious  chronic  conditions  show  at  least  some  6-8).  About  0.6  percent  of  noninstitutionaliz^  U.S. 

similarities  (72).  adolescents  (or  about  1  in  every  200)  are  unable  to 

As  discussed  below,  adolescents  with  such  condi-  °°  ^^"^^r  activity  (i.e..  attcn^g  school  or 

tions  may  experience  consequences  ranging  from  °f    **f°f ^        f°  f^: 

lost  school  d^s  to  limitSis  in  majora^vity.  T   ^          '^J^'t-  To"^' 

Tbey  also  may  experience  psychosiial  conse-  f  "^f'  ^    '^J      T              ^'^  P^!^"* 

quences.  The  families  of  adolescents  with  such  ^           ^"^^  ^  "^J^ 

conditions  (and  society)  may  have  to  bear  substan-  looo  xtutc  i    r     j  .u  .  • 

^^.,„  fc^L^  cLti^«,  to,  ^„         The  1"88  NHIS  also  found  that  nonustitution- 

tiai  financial  costs  (see  the  section  of  this  chatter  on        i    jitcj«       .  ,  * 

services  and  interventions  for  the  treatm^m  of  ii'^ J**°h        ^""^f"^  f° 

chronic  physical  ilhiess).  restncted-activity  days  due  to  j^te  and  <±romc 

^  conditions  per  person  (sM  table  6- 10).  Newadieck  s 

Activity  Limitations  analysis  of  1984  NHIS  data  found  that  adolescents 

'  with  a  te{K>fted  limitation  of  activity  due  to  chronic 

As  noted  earlier,  the  1988  NHIS  found  that  6.8  iUness  eT^Terienced  more  restricted-activity  and 

percent  of  noninstitutionalized  U.S.  adolescents  bed-disability  days  than  other  ^olescents  (62).  In 

ages  10  to  18  have  limitations  of  activity  due  to  the  Newacheck  study,  adolescents  rq>orting  some 

chronic  physical  or  mental  conditions  (see  table  limitation  of  activity  due  to  a  chronic  condition 
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Ibbte  6-10— Number  of  Restrtcted-Actlvtty  Days  Due  to  Acute/Chronic  Conditions  Among  Nonlnstttutlonallrad 
U.&  Adolescents  Ages  10  to  18,  tiy  type  of  Restrictetf»Acttvtty  Day  and  SododenHtgraphle  Characteristics,  1988* 


Number  of  days     person  in  year 

Number  of  cteys  in  thousands 

An 

vfOfK"  or 

All 

d80* 

vwK-  or 

rosiTtcieQ- 

aisaouiiy 

scnoo)-«Jss 

rsstnCTeo- 

MlonM]IH« 

OlsaDitJiy 

oOnDOHOaS 

Characteristic 

activtty  oays 

OOjfar 

acimiy  oays^ 

says^ 

  8.7 

4.1 

4.7 

269,439 

127.082 

137,604 

Age 

  8.2 

3.9 

4.5 

135.717 

64,077 

1^,286 

40 

  9.3 

4.4 

5.0 

133,722 

63.005 

62.520 

Sex  and  age 

Male 

  8.0 

3.4 

4.5 

125,674 

52.^ 

66.710 

  8.3 

3.5 

4.6 

70.051 

30.121 

39,469 

ISto  18)«ar8  

  7.6 

3.1 

4.3 

55.624 

22.831 

27.241 

Females 

All   —  —  —    t^tX          4  A\ 

  9.5 

4.9 

5.0 

143.764 

74,130 

71  .OM 

  8.t 

4.2 

4.4 

65,666 

33.956 

35,816 

  11.0 

5.6 

5.7 

78,0% 

40.174 

35.280 

Receamf  age 

WhKe 

AO  ages  (10  to  18)  

  9.3 

4.4 

4.9 

233,185 

109,763 

116,810 

  9.9 

4.2 

4.8 

119.105 

56.355 

64,751 

  9.8 

4.5 

5.0 

114,080 

53,408 

52,059 

Blaok 

AH  ages  (10  to  18)  

  6.6 

3J 

4.0 

31,844 

15,^ 

17,657 

^        *  —    ^  M    -   ^ 

  5.8 

2.7 

3.6 

15,036 

7,061 

9,340 

*  —                        — ^ 

  7.6 

3.9 

4.5 

16,«» 

8.592 

8,317 

Family  incoma  amS  age 

iBSS  than  $10,000 

AB  ages  (10  to  18)  

118 

43  S4S 

21  182 

20  890 

  1 1 .4 

5.7 

6.9 

20.591 

10,348 

12,471 

  12.3 

5.8 

6.5 

22,957 

10,835 

8,419 

$10,000-$18.999 

AH  ages  (10  to  18)  

  9.1 

4.2 

5.0 

44,637 

20,443 

23,170 

10  to  14  years  

  8.1 

3.8 

43 

21,364 

9,951 

11,978 

  10.4 

4.7 

5.7 

23.273 

10,491 

11.192 

$20«000^$34,989 

An  ages  (10  to  18)  

  8.4 

4.0 

4.8 

62,974 

29,999 

34.933 

  8.6 

3.9 

4.5 

36.231 

16,308 

19,103 

  8.2 

4.2 

5.3 

26.743 

13,681 

15.831 

$9d,uuQ  or  more 

Alt  n <■><-> n  f4f%  •««  lO\ 

  8.0 

3.9 

4.1 

84.ra0 

41,411 

42,116 

10  to  14  years  

  7.5 

3.8 

4.2 

42.540 

21,805 

23391 

  8.6 

4.0 

4.1 

42.180 

19.603 

18,539 

(3Mgraphlc  region 

  6.7 

3.2 

4.1 

37,896 

18.141 

21,891 

  9.1 

4.1 

4.6 

72,918 

^^805 

37,156 

South  

  7.8 

3.7 

3.9 

84,267 

40,180 

39,935 

Wtest  

  11.4 

5.5 

6.3 

74,358 

35.935 

38.825 

Race  of  resWenM 

Me^opoll  tan  statistical  area  

  8.7 

4.1 

4.7 

204,409 

96.945 

104,397 

  8.0 

3.9 

4.4 

72,344 

35,332 

36.799 

Notcentralotty  

  9.1 

4.2 

4.9 

132,065 

61,613 

67.597 

4.0 

4.8 

65,030 

30.136 

33.409 

^or  th»  purpOBg9  of  1^  Nations)  Hostth  IntorvfvMr  Sir  v»y  {N^f  S).  a  wbicM-actMty  <Uty^s  sny  day  on  which  a  person  rottricto  Huprhw  ususi  aotMtia^  for 
mora  f  Kan  ona  half  day  bacauaacf  an  IRnat  t  or  an  injury.  Rastrtdad-actlvfty  days  ara  untikipllcatad  counts  of  b«d<iisal>{Uty  days,  work-fou  days,  schoc^oss 
days,  and  out^lown  days. 

I>A  tiMMiaaft%  da^i*  (iafirwd  lay  NHS  as  any  day  on  wtikh  a  parson  slays  \n  bad  for  mora  tlian  half  tha  dayilght  Itour s  (or  normal  Making  hours)  baoausa 
of  an  iHnass  or  an  kijury. 

sofmNkm  dB^is  dafinad  by  NHIS  ^  any  day  on  which  a  chtid  dM 
(Inass  or  tr^ury.  SchooMoss  <^ys  ara  d^anninad  onfy  for  chlidran  5  to  1 7  yaars  of  ago.  A  wcuii-foss  day  ts  daf  tnad  tiy  NHIS  as  any  day  cm  which  an  Mtvidual 
did  not  work  at  Ns  or  har  Job  or  buslnass  for  at  laaathaff  of  hts  or  fwrnof  null  illnasa  or  injufy.  Tha  number  of  work-iMS  days 

Isdatarminadonlyforourrvntiyamptoyad  partona. 

SOURCE:  U.S.  Oapartmam  of  Haalth  arKS  Human  Sarvloas.  Put^  Health  Sarv4ca.  Cantars  for  Dlaaasa  Control.  National  Cantar  for  Haalth  Statlstica, 
unpubHshad  IddS  data  from  tha  National  Haalth  Intarvtaw  Survay,  HyattsvfBa.  MP.  1990. 
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experienced  an  avmige  of  27  restricted-*activity  days 
per  year,  while  other  miolescents  exp^ienced  7.7 
restricted-activity  days  per  year.  Adolescents  report* 
ing  some  limitation  of  activity  due  to  a  chronic 
ccmdition  also  experience  signifkantly  more  bed- 
disability  days  thmi  other  adolescents:  1 2.2  bed-days 
V.  3.7bed-days(62). 

Newacheck  found  that  male  i^olescents  in  the 
1984  NHIS  were  more  likely  to  be  report^  as 
having  a  limitation  of  activity  due  to  a  chronic 
condition  than  females  (7^  percent  of  males  v*  5.2 
percent  of  females).  Younger  adolescents  were  more 
likely  to  be  reported  as  having  a  limitation  of  activity 
due  to  a  chrraic  condition  than  older  adolescents 
(6.6  percrat  of  10-  to  14-yfcar-oIds  v.  5.7  poxent  of 
15-  to  18-yearH)lds).  Newacheck  also  found  that 
poor  adolesc^ts  were  46  percent  more  likely  to  be 
reported  as  having  limitations  of  activity  due  to  a 
ctoonic  ccmdition  than  adolescents  living  in  famili^ 
with  inccmies  above  the  pov^ty  line  (62), 

Not  surprisingly,  several  studies  have  fcnmd  that 
children  with  chronic  conditions  miss  more  sdiool 
days  than  healthy  children  (44).  One  study  found 
that  arncmg  children  ages  6  to  17,  those  with  chronic 
n^tal  or  j^ysical  conditions  (e.g.,  mental  retarda- 
t]OD«  cereteal  jmlsy,  or  asthma)  missed  8  J  days  of 
school,  while  otter  children  missed  5.8  days  of 
school  (1 17).  Another  study  revealed  that  stiKlents 
with  aUo^ies  in  nursery  school  through  12th  grade 
(15  percent  of  whom  were  in  ^ades  8  through  12) 
experienced  significantly  more  absences  than  non- 
allergic  children  (data  on  magnitude  of  diff^nces 
were  not  presirated)  (53).  Also,  one  study  reported 
that  asthmatic  children  ages  4  to  16  (one-third  of 
whom  were  age  12  or  older)  had  an  absence  rate 
£9proxiroateiy  24  percent  higher  than  other  children 
(19). 

Psychosocial  Consequences 

McAnamey  suggests  that  social  experiences  for 
adolescents  with  physical  disabilities  may  differ 
from  those  of  other  adolescents  in  three  ways:  I) 
their  exclusion  from  school  activities  because  of 
their  high  levels  of  school  absence,  2)  their  inability 
to  keep  up  with  their  peers  physically  and  their 
exclusion  from  son^  activities  because  they  feel 
diffeiient  or  ill,  and  3)  their  lade  of  oppommsty  for 


normal  peer  interactions^  both  in  and  out  of  school 
(52). 

Qoly  a  few  studies  have  examined  the  associa- 
tions between  chrcmic  illn^  or  disdnlity  and 
psychosocial  outcraies  for  idolescoits.  Most  of 
these  studies  suffer  from  vari<ms  methodological 
limitations,  including  small  sanvlc  siKS  ami  lade  of 
appropriate  control  grotq>s  (9)*  In  addition,  mo3t 
studies  are  cross-sectionsd  n^ia  than  longitudinal, 
making  it  difficult  to  draw  {inclusions  about  causal- 
ity or  about  the  process  of  adjustment  through  tlw 
a>urse  of  an  illness  ot  disability.  Despite  these 
methodological  limitations,  existing  studies  do  pro« 
vide  scmie  useful  information  on  young  people  with 
disabilities. 

In  the  aggregate,  adol^cents  with  physical  disa- 
bilities appear  to  be  tnore  like  Aan  unlike  dieir 
able-bodi^  pern  with  respect  to  their  social  matura- 
tion (52),  but  die  evi(tence  is  not  ccmsistoit*  For 
example^  studies  of  large  cohorts  comparing  i^oles- 
cents  with  and  without  physic^  disiabilities  have 
generally  found  that  these  groups  do  not  difier 
signific^tly  in  their  levels  of  self-esteem.  Other 
studies  using  samples  of  adolesmits  with  the  same 
types  of  disability  have  frequently  found  diat  dis- 
abled adolescents  have  lower  levels  of  self-cste«n 
than  nondisabled  adolescents  (52),  Still  other  re- 
search, such  as  a  study  of  survivors  of  childhood 
cancer,  have  found  that  adolescents  with  chnmic 
illness  actually  score  higher  on  measures  of  self- 
concept  than  do  normative  samples  (21). 

A  recent  study  found  higher  levels  of  emotional 
and  behavioral  problems  among  ^olescents  ages  12 
to  17  with  serious  chronic  physical  conditions  dian 
among  adolescents  without  such  problems  (28). 
Adolescents  with  serious  chronic  physical  condi- 
tions in  this  study  were  particularly  likely  to  be 
report^  by  their  parmts  to  be  depres^  and  sodaUy 
withdrawn.  Although  flawed  in  some  ways,^  this 
study  is  imin^sive  in  that  it  was  able  to  disa^regate 
the  effects  of  socioeconomic  status  from  the  effects 
of  having  a  chronic  physical  disorder,  demonstrating 
that  both  have  independrat  effects. 

An  interview  survey  comparing  matched  sample 
of  adolescents  with  diabetes  (n  s=  31,  mean  age  » 
14.7  years)  or  cystic  film>sis  (n  =  31,  n»an  age  = 
14.5  years)  with  healthy  adolescents  (n  =  31,  mean 


posslbte  flaw  not  pointed  pal  in  the  mdy  is  thmbc  asscssmeai  of  probtans  rdtod  atttely  oo  ft  chttd  bdMwte  ctiecUigt  filled  out  by  pmasUj 
Q   liOdrett  md  adolescents  themselves  were  mrt  luiveyed. 
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age  s  14.5  years)  found  no  statistically  significant 
difforac^  aniong  die  tluee  groups  on  how  often 
d»y  us«i  various  strafes  to  cq)e  with  titeir  social 
and  emotional  problems*  dieir  perceived  degree  of 
social  siqqxm,  their  feelings  of  social  wmp&jss^^ 
their  pero^on  of  control  over  dieir  life,  or  feelings 
of  depression  (9)*  However,  r^ts  indicated  diat  the 
adolrac^its  widi  chnmic  illn^s  were  more  con- 
cmed  about  dieir  parrots'  reaction  to  dieir  health 
dian  healdiy  adolescents  were;  believed  that  their 
parents  esqperienced  more  stress  bwause  of  dteir 
iUn^;  and  were  more  ccmcemed  about  their  future 
health  (9).  The  survey  found  some  diffeitroces 
between  the  adolescents  widi  diabetes  and  those 
widi  cystic  fibrosis;  adoles^ts  with  cysdc  fibrosis 
rated  their  health  worse  than  did  adolescents  with 
diabetra  or  healthy  adolescents. 

In  a  study  examining  dqni^sive  syn^toms  ov^ 
tin^  in  a  sample  of  17  adolescents  ages  13  to  19  with 
cancer,  the  mean  level  of  depessive  symptoms  for 
adolescent  cancer  patients  did  not  differ  from  a 
general  population  san^le  of  adolesc^ts  (41 ).  As  in 
the  gen^  population  of  adolescents,  dq>ressive 
symptoms  for  the  adolescrats  with  canco*  w^ 
associated  with  psychosocial  events,  such  as  arguing 
with  parents,  breaking  up  with  a  girlfriend  or 
boyfriend,  or  being  dissatis&d  with  one's  appear- 
ance. Similarly,  another  study  found  that  depression 
was  uncommon  among  adolescent  survivors  of 
childhood  cancer  (21).  (Other  consequences  associ* 
ated  with  cancer  during  adolescence  are  discussed  in 
die  following  section.) 

Normal  tasks  of  adolescence  may  be  particularly 
difficult  for  adolescents  with  serious  chronic  physi- 
cal c(Hiditions  (S2).  Many  of  the  concerns  of 
adolescents  with  disabilities  are  the  san^  concerns 
e?q>erienced  by  all  adolescents,  but  the  concerns  may 
be  exacerbated  by  a  disability  (52).  Adolescents  with 
son^  disabilities  may  expaience  more  difficulty  in 
achieving  separation  and  independence  from  their 
parents  than  other  adolescents,  for  example,  if  they 
rely  heavily  on  their  families  for  financial  and 
po^nal  assistance.  And,  alUiough  adolescents  with 
disabilities  have  the  same  concerns  about  their 
sexuality  as  odier  adolescents,  adolescents  with 
some  disabilities  may  have  limited  chances  to 
develop  their  sexuality  as  a  result  of  constraints  that 


inclucte  die  lack  of  knowledge  about  dmial  of 
dieir  sexuality  by  dieir  parents  md  d»  adolescents 
dioiselves  (S2).  Lack  of  socializadoa  widi  able* 
bodied  peers,  either  because  of  limited  contact  or 
because  of  nej^dive  attitudes  among  peers  towards 
developing  romantic  attadunents  widi  someone 
widi  a  disability,  also  limite  opportunities  for  some 
adolescents  widi  disabilities  to  explore  dieir  sexual- 
ity. 

In(^>endence  for  peq)le  with  disabilities  requires 
acc^  to  die  san^  qspcmunities  affinded  to  people 
without  disabilities  and  sufficient  c^iadty  to  take 
advantage  of  those  opportumties  (87).  Thus,  inde- 
pendence may  require  ac€^  to  a  full  range  of 
residratial  alternatives,  accessible  transportation, 
and  particq^tion  in  die  political  process  and  may 
also  require  family  support  and  assistance;  personal- 
care  assistant  in  die  activities  of  daily  living;  social 
suj^rt  from  friends,  nei^bors,  and  communities; 
aiui  the  application  of  technology,  such  as  comimt- 
Son^  adolescents  with  disabilities  need  training 
to  inqnove  dieir  cq>acities  to  make  life  choices,  such 
as  through  life  planiung,  instruction  in  problem 
solving,  participation  in  die  development  of  dieh- 
individualized  education  program,^  and  particq)a- 
tion  in  self-advocacy  groups  (87).  The  ability  of 
disabled  adolescents  to  achieve  independence  de- 
pends on  the  severity  of  their  ccmdition,  the  ability 
of  their  family  to  cope  financially  and  psychologi- 
cally with  that  condition,  and  their  personal  motiva- 
tion to  become  independent  (52). 

Prevention  of  Chronic  Physical  Illnesses 
and  Disabilities  Among  Adolescents 

Many  of  the  chronic  physical  illnesses  and 
disabilities  that  U.S.  adolescents  expmence  (except 
those  due  to  injuries)  are  not  really  i^ventable 
during  adolesc^ce.  Some  of  die  illnesses  (e.g., 
cystic  fibrosis,  heart  disease,  spina  bifida,  sickle<ell 
disea^)  are  congenital  conditions  diat  cannot  be 
prevented  during  adolescence.  Other  chrcmic  ill- 
nesses may  develop  during  adolescence,  but  for 
many  of  them  (e.g.,  cancer,  arthritis,  diabetes,  renal 
failure),  not  enough  is  known  to  establish  protoa>ls 
for  prevention  for  adolescents.  Until  effective  means 


^An  iDtUvktualized  cdut^tioiiAl  pivgnimfor  cftcft  "hamUcajppcd*'  child  is  rcqiiirod  tUKfcr  the  EducaCimi  fcMr  All  Haadscapped  CMldieo  Act  (PuUic 
Law  94-142).  whidi  was  pas$ad  in  1975  (92).  The  jnrDgram  mast  include  a  stalcment  of  the  child's  present  levels    edseattottal  peffonnaoce;  aomtal 
,  inchidiQg  shoit>tcnn  instnsctioiial  objectives:  and  odier  thipgs  ^lecif^  in  tfie  legttlations  imptenieotiag  Public  law  94- 142. 
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of  primary  prevention^'  are  develcped,  Ac  emphasis 
for  many  chronic  illnesses  th^  adolescrats  experi- 
ence must  be  on  early  intervention^  and  other  forms 
of  treatment  Clearly,  ho wevo*,  effcMts  can  be  made 
to  pievmt  i^lescents'  disabilities  from  homing 
handicaps  {see  OTA  definition  of  handic^  in  box 
6^A). 

It  is  important  to  note  that  healthncmnpromising 
behavic^  initiated  in  adolescence  may  leml  to  the 
^velopment  of  chronic  illness  among  adults*  For 
exan^le,  smoking  may  lead  to  fbe  developntrat  of 
lung  cancer,  engaging  in  unim)tected  sexual  activity 
may  lead  to  the  development  of  acquired  imonune 
de^ciency  syndrome  (AIDS)  ami  other  sexually 
transmitted  diseases,  and  eating  high  fat  diets  may 
lead  to  an  increased  risk  of  heart  disease.  Attention 
to  the  prevention  of  these  and  other  health- 
comjromising  behaviors  during  adolesc^ce  may  be 
warranted.^^ 

Services  and  Interventions  for 
Adolescents  Witli  Ctironic  Pliysical 
llinesses  and  Disabilities 

Use  of  Health  SeMces  by  Aftoleseents  With 
Chronic  Condittons 

Adolescents  with  chronic  conditions  have  more 
contact  wiUi  the  health  care  system  than  do  other 
adolescents.  According  to  19S4  ^fHI$  data,  adoles- 
cents with  a  chronic  condition  (mental  disorders 
included)  have  more  physician  contacts  annually 
than  otbCT  adolescents  (8.8  physician  contacts  v.  2.7 
I^ysician  contacts)  (62).  They  are  also  more  likely 
to  experi^ce  a  hospitalization  (0.181  hospitaliza- 
tions per  year  v,  0.038  hospitalizations  per  year). 
Furthermore,  when  adolescents  with  a  chronic 
condition  are  hospitalized,  they  spend  nearly  twice 
as  long  in  the  hospital  as  adolescents  without  such 
conditions  (9.1  v.  4.8  days  on  average)  (62). 


A  survey  of  456  children  ages  3  to  18  (no  further 
age  distribution  was  provided)  with  chronic  {Aysical 
additions  (i.e.,  cystic  fibrosiSt  coebral  palsy,  myel- 
odysplasia^ or  nmltqyie  physical  hoadic^)  found 
that  these  childr»i  were  for  more  likely  than  a 
randomly  selected  comparison  group  of  children 
from  the  same  iegi(m  to  be  ho^italieed  during  d» 
year  (34  potent  were  ho^italized  v.  6  peivesit  of 
controls)  and  to  have  more  leng&y  periods  of 
hospitalization  (11.0  days  v.  3.7  days  (m  controls) 
(81).  A  relatively  small  subset  of  children  in  die 
stu^  ^^counted  for  the  roajcmty  of  health  care  use; 
75  perc^  of  all  ompatirat  use  was  accounted  for  by 
25  percrat  of  the  sample,  and  all  hospital  care  was 
accounted  fear  by  33  p^cent  of  the  sample. 

Similar  results  wese  rqx>rted  from  an  analysis  of 
1980  data  from  the  National  Medical  Care  Utiliza- 
tion and  Expenditure  Survey  (NMCUES)  by 
Newacheck  and  McManus  (65).  Children  and  ado- 
lescents with  activity  limitations  due  to  chronic 
conditions  (mental  disorders  included)  woe  twice  as 
likely  to  be  hospitalized^  made  twice  the  numba  of 
visits  to  physicians,  and  saw  noiq}hysician  health 
care  professionals  (e.g.,  {diysical  thesn^ts,  social 
wOTko-s)  five  times  more  frequently  than  children 
and  adolescents  without  activity  limitations  due  to 
chronic  conditions. 


Costs  of  Treatment  for  Adolescents  With 
Chronic  Conditions 

Little  is  known  about  the  total  costs  of  medical 
services  for  chronically  ill  children  in  the  United 
States  (66).  There  is  no  ^gle  source  of  infcmnation 
on  the  full  range  of  costs  of  care  for  people  with 
chronic  conditions,  including  adolescents.  Ibtal 
expenditures  include  persona,  expoises;  expenditures 
reimbursed  by  insurance  companies;  services  pro- 
vided by  private  organizations;  and  costs  of  various 


^^The  tnuiitiottal  Uxooomy  of  prevoitiofi  distii^giushes  amoog  prinmy,  secondary,  smd  testisay  prcvaitioD  (se«.  e.g..  93a).  Primary  prevention  refers 
to  sctivltiefl  ^fa'^^y^  to  avoui  disease  otb^  coodhAcMts  that  adverse^  affect  health,  ytwmttnfrrarinng  ait  one  exampte  of  primary  preventkm,  but 
fegulaii^  activities  fopiotcct  health  (health  piY>tficti(H^  hicltidea  cffofts  to  faleotMy  adstiqg 

co»Siti<ms^coaktcBttseiUiMS5  and  disabiUty  before  lynqmmts.  or  to  fOiolMii^  the  pit^re^^ 

the  fTilffffnrf  of  disease  is  oise  fonn  of  sccoodaiy  prev^ritimt  Tertiary  prtvemi^n  refera  to  eflfom  to  oomrc^  ineveralHe  chraiic  cooditi^ms  ia  oftter  to 
avoid  disability  or  death.  Some  have  niggestcd  that  this  typology  do^  not  adogjuatcly  distipguish  an^  pieveotive  services  (see  93a).  Anotb^  way 
10  cbarBCleiize  pieventive  services  is  the  target  of  an  interveotioo  (e.g..  the  environmaitt  tbc  individual)  and  the  intended  beoefkiaiy  (usually 
individuals). 

^As  described  above,  secondary  and  ftrtiary  prevention  (bul  especially  tertiary  {Heventk>n)  can  incloik  treatment.  In  this  Rep(^  (he  tenn  early 
intervention  is  also  tised  for  treatment  sovices  dclivcitd  before  a  problem  becomes  seriotts  aadfm  dmmic. 

^<Pxrventi(»  of  sm(4ing  is  covered  in  this  volume  in  ch.  12/  'Tbhacco,  Alcohol,  and  Dmg  Alwsc:  Prevention  and  Seavtees**;  prevention  of  AIDS 
is  di&cnssed  inclL  9,  "AIDS  and  Other  Sentaliy  Transmitted  EHMases:  Prevention  and  Services";  and  otitrition  and  fitness  prt^cms  ummg  adolfficnittt 

covoed  in  ch.  7,  "Ntttrititni  and  Fitness  Problentt:  Pievostioit  and  Servtces." 
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Federal  programs,  such  as  Medicaid,  that  provide 
covers^e  for  health  care  of  people  with  disabilities. 

One  study  thm  defined  disability  as  having  a 
reprated  long-term  limitation  in  usual  activities 
(e.g.*  school)  estimated  that  U.S.  children  and 
adolescents  with  disabilities  accounted  for  a  rela- 
tively small  proportion — $3.9  billion  in  1986  dollars 
(10.9  percentKou!  of  a  total  of  $35.7  billion  in 
charges  for  healdi  services  provided  to  persons 
under  the  age  of  2 1  (65).^^  In  this  study,  the  four 
leading  reported  causes  of  disability  individuals 
under  age  21  were  mental  and  nervous  systCTi 
disorders  (prevalence  of  73  cases  per  1,000), 
followed  by  respiratory  diseases  (6.0  cases  per 
1,000),  musculoskeletal  and  connective  tissue  dis* 
eases  (4.3  cases  per  1 ,000),  and  eye  and  ear  diseases 
and  disorders  (3.7  cases  per  1,0(X)).^'^ 

Other  evidence  suggests  that  children  and  adoles- 
cents with  chronic  physical  conditions  have  signif- 
icantly higher  Itealdi  care  costs  than  other  children. 
For  example,  one  report  estimated  that  a  san^Ie  of 
chronically  ill  and  disabled  children  ages  3  to  18 
with  cystic  fibrosis,  cerelw'al  palsy,  myelodysplasia, 
or  multiple  physical  impairments  averaged  10  limes 
the  yearly  cxpendittires  for  health  care  of  a  general 
population  comparison  group  of  children  (81).  Half 
of  this  difference  was  accounted  for  by  the  greater 
amount  of  hospitaUzation  experienced  by  the  chil- 
dren with  chronic  f^ysical  ilbess  and  disabihty. 

The  costs  of  care  for  children  and  adolescents  with 
chronic  conditions  are  not  evenly  distributed  across 
this  population.  In  a  ranking  of  children  and 
adolescents  under  age  2 1  who  were  reported  to  have 
activity  limitations  due  to  chit>nic  conditions  in  the 
1980  NMCUES  according  to  their  total  health 
charges,  the  10  percent  who  experienced  the  greatest 
health  care  expenses  accounted  for  65  percent  of  all 
charges  acctunulated  by  the  children  and  adoles- 
cents with  activity  liinitations  (65).  Those  who 


eiqxmenced  the  highest  total  health  care  costs  were 
most  likely  to  be  between  ages  16  and  20* 

An  estimated  14  pen^t  of  adolescents  with 
chronic  conditions  do  not  have  health  insurance — 
about  the  san»  percentage  as  for  adol^coits  with- 
out chronic  conditions  (62,93).^  B^:au$e  adoles- 
cents widi  chronic  conditions  often  have  hig|i  health 
care  expenses,  it  is  critical  that  they  have  health 
insurance.  In  ackiition  to  needing  b^c  coverage 
{m)vided  by  most  hralth  insunmce  policies,  many 
adole^;:ents  with  chronic  conditions  need  nKue 
extensive  coverage,  such  as  for  mental  health 
sovices,  prescription  drug  coverage,  and  long«tezro 
care  ber^fits,^'^  Even  those  who  do  have  adequate 
health  insurance  coverage  may  incur  significant 
related  expenses  that  are  not  covered  (e«g«,  travel  to 
bealdi  care  centers)  (61).  Thus,  families  shoulder  a 
significant  burden  of  costs  of  care  for  chronically  ill 
children  of  all  ages  (7,37),  although  the  extrat  of  the 
family  role  is  often  not  considered  by  policymakers 
(27),  Moreover,  excessive  burdens  to  the  family  may 
be  a  factor  in  a  family's  decision  to  institutionalize 
a  chronically  ill  child  rather  dian  anemftt  to  care  for 
the  child  at  home. 

Few  studies  have  assessed  the  actual  economic 
intact  of  caregiver  costs  on  families  with  a  seri- 
ously chronically  ill  or  disabled  child.  Available 
studies  use  different  methods  and  categories  of  costs 
and  focus  on  children  of  different  ages  with  differrat 
types  of  disabilities  (sometimes  including  mental 
illness  and  mental  retardation).  Consequently,  it  is 
difficult  to  generalize  the  results  to  all  children  with 
chronic  physical  illness  or  disability,  particularly 
adolescents,  or  to  assess  the  overall  economic 
burden  to  these  families.  Nonetheless,  it  is  clear  that 
substantial  family  costs  are  associated  with  the  care 
of  chronically  ill  or  disabled  children  (37). 

Analyses  of  the  health  care  costs  borne  by 
families  of  chronically  ill  or  disabled  children  in 


^^tawmcoUectcdaspaitofclie  i98Q  ^MCUBS.Figllfes  were  adjusted  up  ti>  1986  Icveteusii^tlKi^ 
Index  (65). 

^'Tbc  populatioDCOQsid^^  in  this  study  is  a  mbsd  of  Ihe  populalicxQ  with  chrpoic  cooditions^  which  also  tncludes  people  who  have  chronic  coodiciQiis 
but  who  do  Dot  suffer  activity  Limitations. 

^Id  1980»  todividuate  uo4n  2 1  constitiited  34  percem  of  the  VS.  resident  popolatlon  (93b). 

^^Tbese  ibnr  ai^goHes  accoontod  for  jttst  over  half  of  lep^nted  disabilities  in  the  survey.  Note  thai  individuals  with  disabiliiy  as  a  result  of  mctual 
and  nervous  systein  disorders,  which  iticlsdeoKiitalrctardatwQai^  It  is  not  possible, 

however^  lo  detennioe  from  the  data  presented  (65)  i^mt  dte  impact  of  these  disorders  is  relative  to  other  causes  of  disability. 

^^Tbese  analyses  iocbded  adolesceott  with  chronic  mental  as  wdl  as  fdiysical,  discmters. 

^See  ck  16«  *  'Financial  Access  fo  Health  Services*'*  in  Vol.  10  for  fiuthcr  information  on  adolescents*  health  insurance  stams  and  h^Uh  insurance 
^^enelits. 
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general  (or  by  society)  have  been  scwx  (65). 
Newacheck  and  McManus'  analysis,  l»sed  on  data 
from  die  1980  NMCUES,  suggested  that  only  a 
small  fraction  of  families  incur  "es&asxrz^c'* 
costs,  but  that  analysis  was  limited  by  NMCUES' 
small  sample  size  (65).  Of  the  6,245  persons  younger 
than  age  2 1  m  the  sample,  only  249  were  reported  to 
be  limited  in  their  activities.  According  to 
Newacfaedc  and  McManus,  tl»  small  sanq>Ie  in^lies 
that  few  children  with  low  prevalence,  very  soious 
and  costly,  chronic  conditions  will  be  rein«sented  in 
the  sample.  In  addition,  the  NMCUES  sample 
excludes  the  institutional  population,  and  thus  ex- 
cludes a  large  segment  of  the  most  severcly  ill 
children  and  adolescents.  Also,  the  NMCUES  data 
were  collected  in  1980  and  1981,  when  children 
were  often  hospitalized  rather  than  cared  for  at  home 
and  when  health  care  costs  were  lower.  Finally, 
NMCUES  interviewers  were  instructed  to  indicate 
to  survey  respondents  that  limitation  of  activity 
refers  to  a  limitation  caused  by  long-term  illness  or 
disability  only  when  a  respondent  asked  for  clarifica- 
tion; in  some  cases,  therefore,  a  limitation  reported 
in  the  NMCUES  may  have  b^n  caused  by  an  acute, 
rather  than  a  chronic,  condition.  Although 
Newacheck  and  McManus  suggest  that  the  number 
of  such  cases  should  be  small  (and  that  other  features 
of  the  NMCUES  questions  could  con^nsate  for  the 
ambiguity  about  chronicity),  the  small  overall  num- 
ber with  reported  limitations  in  activity  still  invites 
cause  for  concern.  Thus,  a  particular  finding  from 
Newacheck  and  McManus'  analysis  should  be 
viewed  very  cautiously — namely,  the  finding  thai 
families  of  all  children  with  limitations  in  activity 
averaged  $135  in  1980  doUars  per  child  in  out-of- 
pocket  expenses  for  health  care  and  that  families  of 
the  10  percent  of  children  consuming  the  greatest 
amount  of  care  averaged  $300,  while  families  with 
children  without  activity  limitations  averaged  $76. 

A  study  by  Butler  et  al.  examining  sources  of 
payment  for  physician  visits  by  disabled  children^* 
(about  a  third  of  the  1 ,726  children  in  the  study  were 
ages  1 1  to  13)  found  that  in  families  without  health 
insurance,  parents  paid  all  of  the  costs  of  the  visit 
70.6  percent  of  the  time  (8).  In  families  with  priv^e 
health  insurance,  parents  paid  all  costs  30.7  percent 


of  the  time  and  partial  com  44.3  perc«it  of  the  time; 
in  families  with  public  health  insurance,  parents  paid 
all  costs  4.6  pocem  and  partial  costs  2.8  pocoit  of 
the  tinM.  Whether  children  with  disabilities  had  seen 
a  physician  in  die  year  was  significantly 
associated  with  whether  the  children  were  covered 
by  insurance,  even  after  controlling  for  survey  site, 
race  and  edmicity,  socio»»nomic  status,  age,  and 
type  of  disability.  £Msabl«l  duldren  widi  healUi 
insurance  woe  1.8  times  more  likely  to  have  seen  a 
{^ysician  than  diose  without  insurance. 

Jacobs  and  McDomott's  review  of  thn^  studies 
of  family  caregiver  costs  fw  chronically  ill  and 
(hsabled  children  concluded  diat:  1)  estimated  incre- 
mental money  costs  (i.e.,  ^}art  from  the,  costs  of 
dier^)  to  families  of  children  (ages  unspecified) 
widi  cancer  ranged  from  $1,121  to  $4,012,  and  2) 
estimated  annual  time  costs  (e.g.,  family  membm 
giving  up  time  from  work  and  other  activities) 
ranged  from  $1,514  to  $4,697,  for  a  total  range  of 
estimated  incremental  money  costs  fiom  $3,000  to 
$9,000  annuaUy  (37).  Two  studies  diat  met  minimal 
mediodological  criteria  and  covered  oflier  serious 
chrcmic  diseases  were  also  subject  to  review.  One  of 
the  studies,  on  cystic  fibrosis,  found  an  annual 
incremental  money  cost  of  $334,  but  the  reviewers 
were  unable  to  estimate  ihe  incremental  time  or 
money  costs  to  families  of  a  child  widi  spina  bifida 
(37). 

In  conclusion,  current  estimates  of  the  financial 
costs  to  families  of  chronic  illness  and  disability 
among  adolescents  are  highly  variable,  and  more 
research  on  this  topic  is  warranted. 

Intemntiotts  To  Treat  Psychosocial  Problems 
of  Adolescents  With  Chronic  Conditions 

In  a  1990  review  of  die  association  of  chronic 
lAysical  healdi  problems  and  behavioral  or  emo- 
tional problems,  Gortmaker  and  colleagues  con- 
cluded diat.  despite  general  acceptance  of  die  idea 
"that  children  with  chronic  conditions  are  at  higher 
risk  for  developing  behavioral  problems,' '  the  litera- 
ture contains  few  accounts  of  systematic,  well- 
documented  attempts  to  prevent  or  ameliorate  these 
functional  problems"  (28). 


r.!^'if^J^  "  on  Ihc  basis  of  enroUment  in  special  edumlioa  classes.  Tbe  primaty  disabting  CDndition  of  about  a  (hint 
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independence  fwadcriesoentswIthdisabilUiss  may  requk 
aooera  to  the  same  ^ipofttmlttes  tn  lite  affMded  to 
peqsle  wittxNd  disabilities. 


The  Goitmaker  review  found  only  five  accoiints 
of  systematic,  well-documented  attempts  to  prcvait 
or  ameliorate  chronically  ill  children's  psychosocial 
problems  (28).  All  but  one  of  the  studies  found 
beneficial  effects,  but  only  two  of  the  jwograms 
inclucbd  or  focused  on  adolescents  (28).  Two 
stwfies  with  small  samples  documented  the  effec- 
tiveness of  educational  {Mrograms  geared  to  increase 
health  knowledge  and  self-care  and  to  improve  the 
functioning  of  children  with  asthma  (18,46).  A 
randomized  controlled  trial  of  a  university  hospital- 
bas^  home  cane  program  for  children  with  a  broad 
range  of  long-term  health  needs  demonstrated  bene- 
ficial effects  on  the  pyscholo^c  functioning  of  the 
children  (82).  Pless  and  Satterwhite  found  that  a  lay 
family  counselor  intervention  also  improved  psy- 
chosocial functioning  of  children  with  chronic 
physical  health  problems  (73).  On  the  other  hand,  a 
randomized  controlled  trial  of  a  social  work  inter- 
vention conducted  by  Nolan  et  al,  at  Montreal 
Children's  Hospital  indicated  no  effects  firom  a 
6-month  intCTvention  intended  to  in^ve  psycho- 
social functioning  for  children  with  chronic  physical 
conditions  (68). 

The  two  programs  that  included  or  focused  on 
adolescents  were  the  lay  family  counselor  interven- 
tion (73)  and  the  social  woik  intervention  in 
Montreal  (68).  Both  of  the  programs  focused  on 
providing  assistance  to  families  as  a  whole  (jwimar- 
ily  parents),  although  it  was  the  aim  of  the  programs 
to  imfffove  the  psychosocial  status  of  the  adoles- 
cents. Differences  between  these  two  jwograms  may 
be  helpf^  in  evaluating  why  one  failed  and  the  other 
^    didnotTheprogramreportedby  Nolanetal.  wasa 
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shcat-term  (6-nKmth)  intervention  in  which  social 
workets  had  minimal  (an  average  of  diree  tiims) 
personal  contact  with  some  member  of  die  family 
(68).  Half  the  families  did  ncn  find  the  intervention 
helpful.  Althougji  the  i^ogram  reported  by  Pless  and 
Satterwhite  used  lay  volunteers  raUier  dian  psDofes- 
sionals,  these  lay  volunteers  were  able  to  spend 
much  man  time  with  the  families  (an  average  of  4.6 
hours  per  month  with  each  of  eight  femilies)  over  flie 
course  of  a  year  (73).  Pless  and  Satterwhite  found 
thatchildren'spsychologicalimjffovement  increased 
with  the  amount  of  tone  s^eat  by  dw  lay  counsdor 
(73).  In  addition,  die  lay  volunteers  were  chosen  on 
die  basis  of  dieir  perscmal  characteristics  and  proven 
success  in  childrearing,  which  Pless  and  Sattowhite 
asserted  might  not  be  possible  to  do  with  profes- 
sional staff  (73). 

One  of  die  main  issues  for  adolescents  widi 
^ous  chronic  physical  illnesses  or  disabilities  is 
die  development  of  greater  independence  (49),  and 
a  number  of  programs  have  developed  to  enhance 
the  deities  of  adolescents  with  serious  chicnic 
physical  illnesses  or  disabilities  to  be  indqpendent 
Some  programs  ctaploy  interdisc^linary  teams  to 
assess  and  provide  services  to  adolescents  with 
chronic  illness  or  disability.  One  such  program  is  the 
0)nq>i«haisive  Adolescent  Medicine  program  at 
die  Montefioie  Medical  Center  in  New  Yoric  City. 
The  program,  cmginally  funded  by  die  Robert  Wood 
Johnson  Foundation  in  1979,  provides  chronically 
ill  young  people  ages  10  to  20  widi  con^irehensivc, 
interdisciplinary  care  designed  to  help  diem  develop 
into  independent  adults.  The  program  serves  be- 
tween 450  and  500  young  people  each  year  (77). 

Another  program,  die  Youdi  in  Transitiwi  Project 
at  die  University  of  Washington  in  SeatUe,  is  a 
demonstration  project  funded  by  DHHS'  Bureau  of 
Maiemal  and  Child  HcaUh.  This  program  is  de- 
signed to  facilitate  transitions  firom  high  school  and 
home  to  employn^nt  and  independent  living  for 
individuals  ages  17  to  21  widi  developmental 
disabilities,  cc^tive  impairments,  or  chrcmic  jAys- 
ical  illness  (10).  Each  participant  in  the  project 
receives  an  extensive  ev^uaticm  from  an  interdiMi- 
pUnaiy  team  including  a  physician,  nutritionist, 
psychologist,  and  a  social  workw.  A  transition  plan 
is  dien  developed  that  might  include,  depoiding  on 
die  needs  of  the  adolescent,  vocational  planning,  life 
skills  training,  sexuality  education,  and  nutriticni 
education  and  a  diet  plan.  Followup  is  then  providwi 
to  determine  ho'v  clients  are  progressing  in  tiieir 
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txaxmtmn  and  whetfa^  assistance  is  needed  in 
imptemrating  the  transition  plan.  Pkeliminaiy  evalu- 
ations  of  the  demonstration  project  based  on  the  first 
27  clirats  indicate  that  families  found  the  assess- 
ment im)cess  useful 

Odier  types  of  programs  focus  m  experiential 
learning  for  adol^crats  with  chrcmic  illness  or 
disability  to  increase  then- sense  of  personal  efificacy. 
Adventure,  Inc.  is  a  ptogjwn  th^  provided  an 
Outward  Bound  experience,  consisting  of  a  9-day 
wilderness  ami  a  S-day  uit>an  experience,  for  chnmi- 
cally  ill,  jrfiysically  disabled,  and  able-bodied  ado- 
lesc^its  (42).  After  particq)ating  in  the  program, 
bodi  able-bodied  adolescents  and  adolescents  with 
disabilities  or  chronic  illnesses,  showed  improved 
body  image,  declines  in  family  conflict,  and  in- 
creases in  individual  recreational  activities  relative 
to  fsmHy  recreaticmal  involven^nt.  Although  the 
study  is  limited  by  asmall  sanq>le  size  (n  =  37, 23  of 
whom  were  chronically  ill  or  disabled),  the  study 
does  indicate  the  potential  of  an  Outward  Boun^ 
type  of  jH^ogram  for  developing  indq>endence  fbr 
adolescents  with  chronic  illness  or  disability. 

Another  program,  the  Adolescent  &nploymrat 
Readiness  Center  at  CSiildren's  Hoi^ital  National 
Medical  Cento*  in  Washington,  DC,  has  jmrnded 
vocational  services,  incliKling  vocational  s^titude 
and  ^titude  testing  and  job  placement,  to  over  100 
young  people  ages  12  to  19  with  dnronic  health 
problems  such  as  juvenile  riieumatoid  arthritis,  spina 
bifida,  muscular  dystrophy,  kidney  failure,  diabetes, 
epilepsy,  and  cystic  fibrosis  (12).  The  program, 
which  was  funded  by  a  grant  fcom  the  DHHS  Bureau 
of  Maternal  and  Child  Health,  is  designed  to 
inq^rove  prevocational  readiness  and  enhance  inde- 
pendence. Through  the  program,  adolesmits  are 
placed  in  volunteer  or  paid  jobs  ranging  from  clerical 
jobs  to  lifeguarding*  An  evaluation  of  this  program 
is  under  way,  but  no  outcome  data  are  available  yet 
(118). 

Slate  ana  Local  Sarvlces  lot  Adolescents  With 
Chronic  Conditions 

.  assistance  may  be  available  for  adolescents  with 
physical  or  mental  disabilities  from  a  variety  of  State 
agencies  depending  on  the  State  (36),  These  agen- 
cies include  State  departments  of  education,  which 


provicte  special  ediK^ation  services;  offices  of  State 
oxirdinatcn^  of  voc^cmal  educatkm  for  handi* 
ca{^>ed  studeiits,  which  oxmiinate  vocational  edu* 
cation  sa:vices;  ami  State  uKntal  hesiAk  His^pm- 
imnts.  Otl^  sources  include  State  n^ital  r^arda- 
ticm  agencies,  programs  tiiat  have  received  funding 
from  the  DHHS  Bureau  of  Mat^nal  and  Child 
Healdi  for  direct  nrodical  and  related  services  to 
children  with  special  health  care  needs,  and  State 
devekypmratal  d^abilitks  ^racies.  State  protec- 
tion and  ^ncacy  systons  provide  service  to 
parens  with  d^elopn^ntal  c&sabilitiM,  and  State 
voctfio^  rdiabilitation  agoicies  provide  service 
i^^ed  to  prq^tre  persons  with  disabilities  for  work 
Hnally,  a  number  of  universities  have  university- 
affiliated  programs,  which  provide  services  and 
programs  diildrm  and  adolescents  with  disabili- 
ties and  their  families*  Hiere  is  considerable  varia- 
bility across  States  in  how  diese  various  sorvices  are 
provided,  and  in  where  the  various  frmctions  aro 
housed  organizationally. 

According  to  Blum,  there  are  major  im>blems  in 
tl^  care  of  adolescents  with  chronic  illness  and 
disabiliti^  (S).  These  include  the  lack  of  coordi- 
nated caro  am(mg  subspecialist  services;  provider 
ignorance  of  the  various  health,  education,  and 
social  services  in  the  community;  a  lack  of  attention 
on  the  part  of  health  care  providers  and  policymakers 
to  providing  for  adolescents'  transition  to  the  adult 
health  care  system;  and  failure  to  address  the  sexual 
and  r^>roductive  needs  of  adolescents  with  chronic 
illi^sses  and  disabilities. 

Some  observers  have  noted  that  services  to 
children  with  chronic  illness  are  frequently  disease 
sp^nfic  (72).  ITiat  is,  often  specialized  services 
emerge  to  address  the  needs  of  po^ns  with  only 
certain  types  of  disorders.  Voluntary  and  advocacy 
OTganizations,  which  represent  only  one  or  a  few 
disorders,  rarely  coordinate  their  advocacy  effrats.^^ 
The  result  is  that  policies  are  made  or  programs  are 
develop^  that  address  specific  concerns  of  advo- 
cates for  sp^nfic  problems^  rather  dian  the  generic 
needs  of  people  with  varying  types  of  disabilities.  In 
addition,  the  needs  of  children  with  illnesses  without 
effective  advocates  may  not  be  addressed  in  die 
poUcy  domain. 


^^Tbcrt  9Xt  ool^lt  ctxcepdottt  K)  this  L^dt  of  coordiDatioa,  to  example,  fee  Tbchaology-Rdated  Assistance  for  Individiials  With  Pisalritities  Art  of 
19S8  (Pablfc  Law  lOCMOT),  whidi  wiS  actively  tetod  by  a  broad  coalitiooof  OIggnl^artotlg  and  indivkiiialB  in  the  dtstfiAUty  commtui^.  Howem. 
the  coordinaiod  effort  wa$  to  eocoursge  the  pass^  vi  Icg^lation,  cot  to  actually  provide  services. 
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Examples  of  Chronic  Physical  llinesses 
Among  Adolescents 

OTA  has  used  tiie  available  infcmnatioii  on  the 
[TOvalence  and  inq>oitance  of  chrcmic  physical 
health  {Hoblems  to  identify  for  fuitfaer  discussion  in 
this  chq)ter  one  serious  problem — cancer — and  two 
problems  with  lei^  dire  cons^uences — acne  and 
dysmraonhea*  Each  of  these  illnesses  illustrates 
ceftain  inqK)ilant  issues  about  services  to  treat 
physical  illness  in  adolescents. 

Copcer  was  chosen  because  it  is  the  most  frequrat 
cause  of  natural  death  (i.e.,  death  caused  by  ilhiess, 
disease,  or  chronic  conditions  as  cvpposed  to  death 
caused  by  extmial  causes  such  as  accidental  inju- 
ries, suicide,  or  homicide)  among  U.S.  adolescents. 
Adolescents  with  serious  chronic  illness  such  as 
cancer  and  their  families  merit  public  attention  for 
these  major  reasons: 

•  significant  public  funds  are  consumed  by  these 
children,  particularly  for  health  care; 

•  the  needs  of  children  with  chronic  illness  are 
not  likely  to  be  met  by  the  existing  health  care 
system;  and, 

•  thanks  to  the  advances  in  technology  and  health 
care  over  the  past  several  decades^  signiflcantly 
greater  numbers  of  children  with  chronic  iUness 
are  now  surviving  into  adolescence  and  adult- 
hood (72)- 

Cancer  is  a  low  prevalence  disease  that  has  very 
serious  short*  and  long-term  consequences  for  ado- 
lescent victims  and  their  families. 

Acne  is  a  leading  cause  of  adolescents'  visits  to 
office-based  physicians,  and  it  is  identified  by 
adolescents  as  an  important  concern*  Usually 
thought  of  by  adults  as  a  minor  problem,  common 
acne  (acne  vulgaris)  is  experienced  by  the  vast 
majority  of  U.S.  adolescents. 

Dysmenorrhea  (painful  menstruation)  is  a  prob- 
lem for  many  young  won^n,  and  it  contributes 
significantly  to  school-loss  days  among  adolescent 
feiiiales  (39,44,120).  Although  identified  by  adoles- 
cents as  an  important  concern,  dysmenorriiea  may 
not  be  adequately  addressed  by  health  care  provid- 
ers- 

Cancer  Among  Adofescents 

Cancer  is  the  leading  cause  of  natural  death 
among  U*S.  adole^ents.  For  U.S*  adolescents  ages 


10  to  14,  malignant  neoplasms  (cancer)  are  the 
second  leading  cause  of  death,  following  »:ddental 
injuries;  for  U*S.  adolescmts  Bges  15  to  19,  malig- 
nant nec^Iasms  are  ikt fourth  leading  ouise  of  death, 
following  ao;identaI  injuries,  suicide,  and  homicide 
(103). 

While  the  mmfiber  of  ack)lescent$  dying  from 
cancer  is  small,  and  cancer  treatmottiqiresents  only 
a  nnall  pmtion  of  htaiHh  care  smices  delivered  to 
adolescent,  a  number  of  issues  specific  to  cancer  are 
important  to  address.  Adolescoits  widi  canco-,  and 
dieir  families,  suffer  devastating  personal  effects  as 
a  result  of  treatmeiU,  and  the  to  families  of 
cancer  treatment  are  high.  Cancer  and  cancer  treat- 
ment put  adolescents  at  risk  for  a  numba*  of 
short-and  long-tenn  physical  problems,  and  death. 

Trends  in  the  Incidence  and  Prevalence  of 
Cancer  Among  Adolescent 

U.S.  adolescents  genially  have  lower  canc^ 
rates  than  Americans  in  other  age  groups.  However, 
adolescents  ages  10  to  19  experience  the  highest  late 
of  bone  canc^  except  for  those  ages  60  and  above. 
And,  they  experience  more  acute  lymphoblastic 
leukemia,  the  most  common  form  of  leukemia 
experienced  by  adolescents,  than  all  Americaiis 
except  those  ages  9  or  younger,  or  80  and  above 
(110).  In  general,  the  incidence  of  cam^  among 
U.S,  adolescents  has  remained  relatively  stable  since 
the  early  1970s  (see  figure  6-2),  with  the  exception 
of  acute  lymf^oblastic  leukemia,  which  has  in- 
creased in  incidence  (1 10). 

Substantial  advances  in  treatn^t  of  childhood 
cancers  have  led  to  declining  death  rates  in  recent 
years  (see  figure  6-3),  Between  I960  and  1984, 
5-year  survival  rates  among  children  of  all  ages 
increased  IBrom  20  to  48  percent  for  bone  cmcev^ 
from  52  to  91  f^rrcenl  for  Hodgkin's  disease,  from 
33  to  82  percent  for  Wihn*s  tumor,  from  35  to  55 
percent  for  brain  and  nervous  system  cancers,  and 
from  18  to  60  percent  for  non-Hodgkin*s  lymphoma 
(110). 

Dramatic  increases  in  survival  have  also  been 
realized  for  leukemia  among  young  people.  While  as 
recently  as  40  years  ago  nearly  all  children  diag- 
nosed with  leukemia  died  of  the  disease  (83),  about 
half  of  the  white  males  and  females  ages  0  to  14 
diagnosed  with  leukemia  in  1979  survived  5  to  6 
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Figure  6-2— 4ncitf0nce  of  Cancer  Among 
U.a  Adolescents  Ages  10  to  19, 1973-87 

Annual  incidence  rate  (new  cases  per  100.000  population} 
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m«ot  of  Hsafth  and  Human  Servtes,  Pubtb  Heatth  S^rvtoo, 
Nottonaf  InfUtulas  of  HMllh,  Kanonal  Canw  InstKuto,  un^Hib- 
tlshod  SuryoiBanott,  ^)idomk)logy,  and  End  Rssutts  Pr^arBm 
cteta,  Bstrmda.  MD,  1989. 

years  (110)-^  Nevertheless,  leukemias,  followed  by 
brain  and  central  nervous  ^stem  cancei^t  are  the 
most  comnion  cause  of  cancer  deaths  among  U.S. 
adolescents. 

Consequences  of  Cancer  Among  Adolescents 

Increases  in  survival  am(mg  cancer  i^ents  mean 
that  more  individuals  contracting  cancer  during 
early  childhood  will  survive  into  adolescence  and 
that  persons  with  cancer  during  their  adolescence 
have  a  high  probability  of  surviving  into  adulthood 
There  are  a  number  of  significant  short-  and 
long-temi  consequences  of  cancer  for  adolescents. 

Short-lbrm  Consequences  fw  Add€scaits-^h«st- 
tenn  consequences  of  canco*  include  the  side  effects 
of  treatments,  interruptions  in  major  acad^nic  and 
socializing  activities,  and  the  psychological  distress 
thai  may  arise  from  these  more  overt  consequences. 

The  side  effects  of  cancer  treatments  such  as 
radiation  and  chemotherapy  can  be  devastating  for 
adolescents.  In  a  study  involving  interviews  with  40 
survivors  of  childhood  and  adolescent  Hodgkin's 
disease  (70  percent  of  whom  were  ages  12  to  19  at 
the  time  of  diagnosis),  half  of  the  le^ndents 
reported  that  the  worst*'  thing  about  having 
Hodgkin's  disease  was  experiencing  the  side  effects 
of  treatment  (1 15).  A  study  by  Wasserman  et  al.  of 
survivors  of  childhood/adolescent  Hodgkin's  dis- 
ease found  that  females,  in  particular,  were  likely  to 
identify  side  effects  of  treatment  (especially  loss  of 
Q  hair)  as  the  most  traumatic  part  of  their  illness  (115). 

ERLC   


Figure  8-3— Cancer  Mortaltty  for  U.a  Adolescents 
Ages  10  to  19, 1973-87 
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Immediate  side  effects  of  treatment  include  nausea 
and  vomiting  and  pain  associated  with  the  adminis- 
tration of  the  chemotherapy  agents.  Ulceration  of  Ae 
mouth  or  ga^intestinal  tract  are  also  common  side 
effects,  ly^pearing  several  days  aft^  a  dose  of 
chemotherapy  (57).  Radiation  and  chemotherapy 
frequently  lead  to  loss  of  hair  (alopecia),  necessitat- 
ing the  use  of  a  wig  or  a{^>earing  bald  in  public  (33). 
These  side  effects  of  treafitnent  can  be  partioilarly 
difficult  for  adolescents  because  of  their  heightoied 
concOT  about  their  8^)pearance  and  relationship  to 
their  peers. 

Individuals  receiving  treatment  for  cancer  also  are 
particularly  susceptible  to  secondary  infections  (83). 
Even  after  they  receive  treatment,  some  individuals 
experience  anxiety  atK>ut  their  condition.  In  a  1988 
study,  a  quarter  of  the  41  survivors  of  childhood 
cancer  intCTview^  W€TC  extremely  preoccupied 
with  their  physical  condition  (21), 

Young  people  with  cancer  may  find  it  difficult  to 
keep  up  with  school.  The  need  for  frequent  treat- 
ments, often  at  a  distance  from  home,  may  result  in 
high  levels  of  school  absence.  Many  school  systems 
p-ovide  g<x>d  in-home  tutoring  services,  but  the 
quality  of  services  is  not  consistent  across  schools 
(69).  Individuals  interviewed  in  Wasserman  et  al.*s 
retrospective  study  of  the  effects  of  childhood  and 
adolescent  cancer  missed  an  average  of  6  months  of 
school  while  they  were  undergoing  treatment  (1 15). 
Swne  may  drop  out  of  school  after  ext^ided 
absences  (1 15).  Even  when  young  people  return  to 
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sduK>l*  they  may  find  that  they  are  ostracized  by 
their  peers.  Forty  peicrat  of  diose  interviewed  in  Ae 
^idy  by  Wassennan  et  aL  remembered  being  teased 
about  their  appearance  or  being  treated  as  outcasts 
(115). 

Umg-lbrm  Ccmsequoiccs  for  i^criesc^nts— IjcHig- 
tenn  side  effects  of  cancer  can  also  be  quite  serious 
and  inchide  s^^ndaiy  cancers,  steriliQr,  and  growth 
retardation  (13^7,83*1  IS).  ChemothersqTy  and  radi- 
aticm  can  also  result  in  gonadal  damage,  resulting  in 
smaller  testes  for  males  (76).  llie  long-temi  effects 
of  gonadal  damage  resulting  firomchemotters^  and 
inadiation  may  not  becon^  evutoit  until  adulthood 
(e.g.»  sexual  dysfunction,  increased  risk  of  heart 
disease)  (76).  Females  treated  for  leukemia  with 
chmotl»n:^y  and  radiation  have  been  found  to 
e3q>erience  significantly  earlier  breast  developmoit, 
to  have  a  lower  mean  age  of  menarche  than  average, 
and  to  go  through  pubmy  in  a  shorter  period  of  time 
than  average.  This  early  puberty  ami  limited  poten- 
tial for  growth  can  have  a  number  of  psychological 
efiG^ts  on  adolescents.  Secondary  cancers  are  also 
possible  sequelae  of  cancer  treatment  (57), 

Adolescent  caiKrer  can  also  have  long-torn  social 
or  emotional  effects.  For  example,  evidence  indi- 
cates that  survivors  of  childhood  cancer  often 
confront  employment  discrimination  and  discrimi- 
nation in  obtaining  life  and  health  insurance  policies 
(1 1 1).  For  people  who  do  not  belong  to  group  health 
insurance  policies  (e.g.,  through  an  employer), 
healdi  insurance  may  be  very  expensive  or  even 
unobtainable  (115).  Discrimination  may  occur  in 
other  areas  as  well;  Wasserman  et  al.  found  that  5  of 
their  23  male  subjects  reported  being  denied  entry 
into  the  amied  forces  because  of  iheir  cancer  history 
(115). 

Available  evidence  suggests  that  most  adolescent 
survivors  of  childhood  cancer  do  not  experience 
higher  levels  of  depression  or  lower  levels  of 
self-esteem  than  other  adolescents  (29)-  Survivors 
with  severe  long-term  m^cal  effects  (e.g.,  physical 
disfigurement,  loss  of  a  limb,  gonadal  failure,  or 
second  tnalignant  neoplami)  tend  to  expmence 
greater  levels  of  depression  and  to  have  a  lower 
self-concept  than  survivors  with  no  long-temi  cos- 
metic or  organ  dysfunction  (29). 


Many  survivors  of  childhood  canca  actually 
ictentiiy  positive  effects  of  their  experieiK:e  widb 
cancCT.  One  study  r^x>rted  that  61  percent  of  the 
adolescent  survivors  of  childhood  cancer  inter- 
viewed identified  positive  efifects,  such  as  increasing 
their  self-confidence,  oiabling  tfaon  to  be  more 
enq>athetic,  increasing  their  aj^neciation  of  life,  and 
making  them  more  mature  (21).  Likewise,  Wasser- 
man et  al.  found  that  95  percent  of  adult  survivors  of 
child  car  adol^:ent  Hodgkin's  disease  idesiti^ 
positive  ccmsequences  (115). 

Prevention  of  Ganeer  Among  Adolescents 

Most  cancers  that  occur  during  adolescence  could 
not  have  b^n  {^vented  given  die  current  state  of 
knowl^ge*  Except  for  die  relationshq)  between 
penatal  radiation  of  a  pregnant  mother  and  child- 
hood leukemia  (6,79),  little  is  known  regarding  the 
cause  of  leukemia,  llie  risk  of  secondary  leukemia 
increases  with  certain  types  of  cancer  chemotherapy 
(110). 

Discussions  about  preventing  cancer  in  adoles- 
cents genoally  focus  on  the  prevention  of  future 
cancm  that  are  linked  to  engaging  in  health- 
comptmiising  behaviors  (e.g.,  51).  These  behaviors, 
which  may  be  initiated  or  establi^ied  during  adoles- 
cence, include  smoking,  drinking  alcohol,  using 
certain  contracq>tiv^,  eating  habits,  and  tanning.^^ 
Results  of  the  1987  Nsdonal  A(k>iescait  Student 
Health  Survey  of  more  dian  11,000  8th  and  10th 
graders  found  thiu  these  adolescents  had  a  number  of 
eating  pr^ti<^s  that  may  increase  their  risk  of  cancer 
later  in  life.  These  include  high  consumption  of  fatty 
focKis  (59  percent  reported  eating  fried  foods  one  to 
three  times  weekly  and  39  percent  did  so  more  than 
three  times  weekly),  and  a  lack  of  knowledge  about 
some  risk  factors  for  cancer  (e.g.,  few  were  aware  of 
the  role  of  dietary  fiber  in  the  prevention  of  colon 
cancer)  (74). 

Other  behaviors  common  among  U.S.  adoles- 
cents, such  as  tanning,  may  increase  the  risk  of 
developing  cancer  hta  in  Ufe.  A  survey  including 
126  adolescents,  conducted  by  the  American  Acad- 
emy of  Dermatology,  found  for  example,  that  67 
percent  of  adolescent  females  and  33  percent  of 
adolesc^t  males  reported  intentionally  woriung  on 
a  tan  and  that  they  did  not  take  precautions  from  the 


^^Adolescoits'  smoldQg  mA  akxibol  use  is  discussed  io  ch.  12,  *'Alcohol.  lbtacco«  and  Drug  Atmc:  Pttveotion  and  Servtces/*  their  ooeritioD  and 
eating  iBihits  are  discussed  in  ch.  7,  '^Nt^don  and  Btness  Piroblcms:  Prevention  and  Services/'  and  tlicir  commcci^vc  use  is  discussed  to  ch,  10, 
**Pi^BaBcy:  Ptevonticm  and  Services,"  all  io  ttiis  volume. 
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sun  (23).  Although  similar  percentages  of  adults 
iqxnted  woiidng  on  a  tan,  fewer  (23  percent)  took 
no  precautions  to  prot^t  themselves  from  the  sun. 
Seventy-five  pwcent  of  adolescoits  (compared  to  ^ 
percoit  of  adults)  believed  tans  make  people  look 
healthy.  Oveie;qK>siire  to  the  sun,  however,  can  have 
dangexous  outcon^.  In  a  study  of  n^lanoma  in 
women,  those  who  repoited  having  five  or  more 
blistering  sunburns  between  the  ages  of  15  and  20 
were  mne  than  twice  as  likely  to  have  developed 
malignant  melanoma  by  ages  38  to  65  (the  ^e  group 
mveyed)  as  were  those  who  had  expOKnced  no 
such  bums  (1 16)*  This  exposure  during  the  adoles* 
cent  years  was  found  to  be  a  much  more  inq>ortant 
detoniinant  of  melanoma  incidence  than  expome 
after  the  age  of  30.  PlrevOTtive  efforts  should  focus 
on  the  behaviors  of  children  and  adolescents  to 
reduce  their  intensive  sun  exposure. 

Thoe  is  evidence  that  many  adolescents  do 
not  have  i^curate  knowledge  about  the  etiology, 
warning  signs,  prevention,  and  treatment  of  cancer. 
A  stuvey  of  870  inner-city  junior  and  senior  high 
school  students  (mean  age  =  14)  found  a  significant 
lack  of  understanding  about  can(^r  (75).  Although 
most  (approximately  90  percent)  rea>gnized  the 
association  between  cigarette  smoking  and  cancer, 
fewer  than  half  recognized  the  role  of  nutrition.  Of 
the  seven  warning  signs  of  cancer  recognized  by  the 
American  Cancer  Society  (ACS),  only  the  sign  of  a 
lump  or  bump  in  the  tveast  or  elsewhere  was 
identified  as  a  warning  sign  of  cancer  by  more  than 
half  the  students* 

The  study  found  differem^s  between  white  and 
black  adolescents  in  their  understanding  of  cancer. 
Only  9  percent  of  the  black  stiKlents  and  3  percent  of 
the  white  smdents  knew  that  blacks  are  more  likely 
than  whites  to  get  cancer  and  to  die  from  cancer.  In 
addition,  few^  black  than  white  students  believed 
that  they  could  get  cancer.  Perhaps  most  critically, 
the  black  adolescents  were  signiticantly  less  likely 
than  whites  to  see  the  value  of  early  treatment  for 
cancer  or  to  believe  that  cancer  can  be  cured.  Thus, 
there  appears  to  be  a  need,  particularly  for  son^ 
adolescents  who  may  be  at  highest  risk  for  develop- 
ing cancer  in  the  fiiture,  to  increase  knowledge  about 
risk  factorSt  warning  signs,  and  the  importance  of 
early  detection  and  treatment. 

In  1985,  the  ACS  ^pointed  a  National  Public 
Education  Subcommittee  on  Youth  Education  that 
^developed  a  'Tlan  for  ACS  Youth  Education 
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Prc^ram*'  (IS).  ACS  initiated  a  ciimpaign  to  in- 
crease awarene^  of  childhood  and  adolescent  can- 
€^  (83)  that  includes  a  bocdt  by  humorist  &ma 
Borobeck  {40)  and  a  **Peanuts*'  tetevision  special 
(16).  ACS  eiso  sponsors  a  variety  of  public  educa- 
tion programs*  including  programs  targeted  at  die-* 
mentaiy,  intemiedlaiyy  and  secondary  sdiool  stu- 
drats.  The  [nograms  include  educational  strategies 
desigi^  to  promote  good  healA  habits  among 
young  people,  help  them  make  hralth-enhancing 
lifestyle  decisicms,  and  he^  them  understand  the 
rehoion^ps  between  health  beJiaviors  and  cancer 
risk  reduction  (2)* 

Services  and  Interventions  for  the 
Treatment  of  Adolescent  Cancer 

Cancers  in  adolescents  are  most  frequratly  dis- 
covered by  primary  care  physicians  (33)«  Most 
childhood  cancers  are  detected  at  early  stages^  as 
parents  aro  likely  to  s^  medical  care  socm  after 
observing  a  health  problem  (1 10).  Current  m^hods 
of  treating  caiK«r  graerally  have  to  be  ofifeied  in 
tertiary  care  facilities  that  provide  sophisticated 
multidisciplinary  care  to  cmcer  patients  (55).  Al- 
though much  treatment  must  take  place  in  these 
cancer  centers,  however,  the  primary  caro  {Aysician 
in  the  community  can  still  play  an  important  role.  He 
or  she  can  act  as  a  link  between  the  family  and  the 
cancer  centa,  administer  certain  drug  treatments 
(particularly  during  the  maintenance  phase),  and 
monitor  the  adolescent  with  cancer  during  folio wup. 

Because  cancer  centers  are  often  some  distance 
away  fix>m  the  adolescent^s  home,  families  fine- 
quently  incur  extensive  nonn^cal  costs  when  the 
adolescent  is  at  the  treatment  center,  such  as  travel 
and  lodging  costs  and  lost  wages  because  of  time 
away  from  work.  It  is  believed  that  the  use  of 
community-based  care,  in  coordination  with  treat- 
ment at  a  tertiary  center,  has  the  potential  to  ^eatly 
reduce  these  econcnnic  costs  to  the  family  (55). 

Despite  the  difficulties  inh^nt  in  undergoing 
treatment  for  cancer*  some  evidence  indicates  that 
adol^cents  are  generally  cooperative  partners  in 
treatment,  although  little  research  exists  in  this  area. 
One  snidy  covering  adolescents'  compliance  wUh 
treatment,  however,  found  older  adolescents  to  be 
less  cmnpliant  than  younger  adolescents,  suggesting 
that  the  transfer  of  greats  responsibility  for  treat- 
ment from  parent  to  adolescent  may  be  associated 
with  greater  ncHiom^liance  in  adole^^ts  stnig« 
gling  to  gain  autonomy  (85).  Similarly,  in  a  smdy 
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with  27  adolesc^ts  in  mnission  fit>m  cmca  (ages 
12  to  18),iuloIescrats  woeratedl^nur^asbem^ 
nioderately  cooperativt  with  treatment^  ^ough  older 
adolescoits  weir  rated  as  being  less  cooperative 
than  youngo*  adolescents  (38).  Compliance  with 
iHally  administaed  chemotterapy  ag«its  may  be 
incrc^ised  if  adoleKents  and  parrats  agxw  on  who  is 
responsible  for  administering  the  m^iications^  al- 
tt^ugh  older  adolesc^ts  may  still  tend  to  be  less 
om^diant  dian  younger  iKtolcsceitts  even  when  they 
agree  with  their  parents  on  medication  instructions 
(85). 

There  is  evidence  that  while  younger  children 
widi  cancer  may  be  more  ccmifort^le  with  not  fiiily 
undmtanding  the  seriousness  of  their  disease, 
adolescents  q^preciate  being  kept  informed  through- 
out d»ir  diagnosis  and  treatment  and  have  a  good 
understanding  of  their  treatment  (115).  Efforts  to 
inqm)ve  the  quality  of  life  of  adole^roits  with 
cancCT  by  reducing  the  negative  effects  (e.g.,  loss  of 
haiTf  nausea,  risk  of  secondary  cancers)  of  treatments 
are  greatly  needed.  Strategies  include  developing 
mechanisms  for  best  identifying  leukemia  patients  at 
highest  risk  of  relapse  so  patients  at  most  risk  may 
be  targeted  for  more  extensive  treatments  and 
patients  at  least  risk  will  not  have  to  endure  Irager 
courses  of  therapy  (13). 

Interventions  for  the  Treatment  of  Adolescent 
Cancer — Substantial  support  for  basic  and  clinical 
cancer  research  and  {mtient  activities  comes  from 
private  sources  such  as  ACS.  ACS  has  an  affiliation 
agreement  with  tlte  Candlelighters  Childhood  Can- 
cer Foundation  that  links  over  250  parent  self-help 
groups  for  families  of  children  and  miolescents  with 
cancer  (56).  These  groups  can  provide  families  a 
diverse  range  of  support  including  funds  for  wigs  or 
{nx>$these$,  educational  information,  peer  counsel- 
ing, and  a  forum  for  discussion  of  common  concerns. 

Supportive  services  provided  by  ACS  include  the 
provision  of  home-care  items,  transportation  serv- 
ices, and  patient  and  family  education.  Of  the 
1986-87  ACS  budget  of  $306.23  million,  28  percent 
went  to  research,  19  percent  to  public  education,  1 3 
percent  to  patient  services,  and  10  percent  to 

afessional  education  (2). 

Barriers  to  Treatment  for  Adolescents  With 
Cancer — ^A  significant  barrier  to  care  for  adolescents 


with  cancer  is  the  current  state  of  available  treat* 
n^t.  Alfitouj^  signific^t  advances  have  been 
made  in  the  de velofnx^^  of  treatments  ibst  increase 
survivability,  the  treatments  ttonselves  may  reduce 
the  quality  of  life  to  ^  extax^  tilitt  adolescents  and 
their  parents  may  qi»»tion  tfadr  value. 

Adolescent  medicine  q^ecudi^,  and  healfli  care 
provides  who  feel  compkent  to  work  wifli  adoles- 
cents, are  relatively  few  in  numbN'.^^  Adolescents, 
however,  have  a  number  of  special  concerns  related 
to  their  treatmoit  for  camber  that  need  to  be 
addrmed.  For  example,  diey  must  adjust  to  the 
impm  of  the  illness  and  treatment  on  their  rdation- 
sh^  with  dieu*  peas,  their  sexuality,  and  their 
developing  independrac^.  In  additii;m,  adolescents' 
understanding  of  the  disease  and  its  implications 
will  be  more  sojrfiistic^ed  than  those  of  young 
children  becauw  they  are  more  advanced  develop- 
mentally  and  more  c^>able  of  abstract  reasoning. 

C(^  of  Cancer  Treatment  for  Adolescents — 
even  for  adolescents  with  health  care  coverage,  the 
costs  of  cancer  treatmoit  can  be  st^gering.  Fot 
adolescents  in  geographically  isolated  areas,  which 
are  likely  tc  be  fardier  from  pedianic  cancer  centers, 
these  problems  can  be  even  more  burdensome 
(3,69).  Some  families  may  even  lose  their  homes.  A 
witness  m  a  hearing  of  AC!S  reported  that  his 
13-year-old  daughter  was  hospitalized  63  times  in 
one  year  because  of  an  abdominal  tumor,  the  family 
was  eventually  evicted  for  falling  behind  in  their  rent 
becau^  of  medical  bills  (3). 

Pendergrass  et  al.  followed  for  2  years  the  total 
hospital  costs  for  24  children  (no  ages  specified) 
diagnosed  with  leukemia  at  a  Seattle  hospital  in 
1979  (69).  They  estimated  that  the  first-year  herapy 
costs  for  children  with  acute  lymphoblastic,  leuke- 
mia averaged  $12,334,  with  a  range  from  $2,CK)0  to 
$40,825.  For  the  10  children  who  completed  2  years 
of  ther^y.  costs  averaged  $21,1 14  for  2  years,  with 
a  range  from  $2,958  to  $52,343.  Many  of  these  costs 
w^  probably  covered  by  insurance.  However, 
these  estimates  included  only  treatm^t  costs  within 
the  site  where  participants  were  identified;  they  did 
not  include  other  physician  fees  or  out-of-pocket 
expends  for  the  families.  Thus,  they  are  conserva- 
tive estimates  of  the  actual  costs  of  care  for  these 
children. 


^or  further  discnsoon.  see  ch.  15,  ''Major  Isst^  Patainiog  lo  ibe  Dcliveiy  of  Primaiy  ami  Comfnehefisive  Health  Soviet  to  Adotesccnts,**  in 
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Etata  for  ihe  study  by  Pendergrass  et  al*  were 
collected  in  1979  when  tMme  mairow  transplants  for 
leukemia  were  e;Uren»ly  rare.  Bone  marrow  trans- 
plants have  been  a  major  factor  in  improving 
leukemia  survival  rates.  However,  for  a  chUd  with 
leukemia  who  requires  a  bone  marrow  transplant  and 
does  not  have  access  to  a  com|mtible  donor,  the 
limited  informatiOT  available  suggests  that  costs  can 
go  well  beyond  what  insurance  will  cover.  In 
intmdews  with  four  transplant  centm  for  a  1990 
staff  paper,  OTA  found  that  the  costs  of  locating  an 
unrelated  donor  ranged  from  $13,810  to  $20,475 
(US).  Information  is  scarce  on  the  costs  of  the 
procedure  itself;  one  transplant  center  puts  the  range 
at  $150,000  to  $250,000  (67). 

In  1989,  researchers  examined  the  so-called 
''incremental''  costs  to  families  of  caring  for  chil- 
dren with  cancer  (no  ages  were  specified)  (37).  Cost 
categories  in  the  study  incliKled  direct  home  costs, 
travel  costs,  durable  equipment  and  other  coital 
costs,  and  time  costs  (i.e.,  family  members  giving  up 
time  from  work  and  other  activities)  but  did  not 
include  costs  of  therapy.  In  analyzing  the  three 
studies  that  provided  data  on  such  ''incremental'" 
costs,  the  researchers  found  that  estimated  annual 
money  costs  ranged  from  $1,121  to  $4,012  across 
the  studies;  estimated  annual  time  costs  ranged  from 
$1,514  to  $4,697.  Overall,  total  incremental  costs 
(including  time  costs)  represented  about  28  percent 
of  family  incomes. 

Major  Federal  Policies  and  Programs 
Pertaining  to  Cancer  Among  Adolescents 

The  National  Cancer  Institute  (NCI)  within  DHHS 
provides  the  major  Federal  support  for  research  on 
cancer.  Currently  funded  basic  research  includes 
study  of  the  basic  biology  of  normal  and  malignant 
hematopoietic  cells  to  leam  more  about  the  origin 
and  progression  of  leukemia,  studies  of  drug  metab* 
olism  in  leukemia  patients  to  leam  more  about 
disease  and  treatment-related  changes  in  these 
patients,  and  studies  to  predict  which  patients  might 
benefit  most  from  additional  therapy  (111).  NCI  is 
also  currcnily  htiuiing  a  followup  study  of  childhood 
leukemia  survivors  through  ^ly  adulthood  to  leam 
more  about  the  effects  (especially  endocrinologic 
effects)  of  the  disease  and  its  treatment.  Other 
epidemiologic  studies  are  examining  the  environ- 
mental and  genetic  risk  factors  for  developing 
leukemia  (both  acute  lymphocytic  leukemia  and 
nonlymphocytic  leukemia).  Other  studies  focus  on 

er|c 


different  childhood  canc^ei^.  One  study  is  as^sing 
tiie  risk  of  developing  leukemia  and  cancers 
after  intensive  chemotherapy  and  radiation  thenq^ 
for  Hodgkin^s  disease,  ^otfier  is  examining  eiqpo- 
sure  to  N-nitroso  con^unds  as  a  tisk  factor  for 
devetoping  brain  tumc»rs  during  childhood  and 
adolescence.  Oth^  studies  are  examining  die  ^ects 
of  various  treatment  dioapies  on  diffovnt  cancm 
(11 IX 

NCI  also  provides  support  for  programs  and 
research  stiKiies  that  focus  on  the  physical  and 
psychological  health  of  cancer  patients  (111).  Hiese 
include  teen  sup]K)rt  groups  to  aid  adolescent 
patients,  mani^^i^t  ami  stress-reduction 
programs  for  young  canco-  patients,  and  }j9t>grams 
that  focus  on  reducing  the  psychological  side  efifects 
of  cancer  treatments,  including  a  study  idmtifying 
and  monitoring  the  efifects  of  cancer  and  treatmrat 
on  the  neurop^chologic  developn^nt  of  children 
with  leukemia.  Another  focus  of  support  for  NCI  is 
on  interventions  that  minimize  the  social  and 
academic  difficulties  of  long-term  c^dhood  cancer 
survivors.  One  currently  funded  study  is  focusing  on 
increasing  school  attendance  of  children  with  newly 
diagnosed  cancer.  It  is  anticipated  that  the  provision 
of  ongoing  scholastic  and  peer  involvement  will 
help  to  counteract  the  anxiety  and  depession 
experienced  by  severely  iU  patients.  Another  main 
focus  of  NCI  fiinding  is  on  prevention*  This  includes 
support  for  antismcdcing  efforts  and  nutrition  studies. 

Acite  Among  Adotexents 

Acne  vtilgaris,  or  common  ?icne,  is  a  disorder  of 
the  sebaceous  (or  oil)  glands,  sebaceous  ducts,  and 
hair  follicles  that  results  in  skin  eruptions.  The  vast 
majority  of  An^rican  adolescents  experience  acne. 
An  estimated  90  percent  of  adolescent  males  and  80 
percent  of  adolescent  females  are  affected  with  acne 
to  some  degree  (33).  Some  adolescents  expmence 
only  a  few  occasional  pimples;  others  are  plagued  by 
persistent  pustular  acne  that  lasts  for  years,  leaving 
disfiguring  scars.  Each  case  of  acne  foUows  its  own 
individual  course.  Because  acne  is  so  prevalent 
among  adolescents  and  is  not  Ufe-threatening,  many 
health  care  providers,  policymakers,  and  others  may 
minimize  its  importance  to  young  people. 

According  to  data  collected  during  the  1985 
NAMCS  i^nsored  by  the  National  Center  for 
Health  Statistics,  the  majority  of  U.S.  adolescents 
who  visited  a  dermatologist  (60.1  percent)  in  1985 
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did  so  because  of  acne  ( 101 ).  The  percentage  of  older 
adolesc^ts  who  went  to  a  dennatoiogist  because  of 
acne  was  higter  than  die  percentage  of  adolescents 
ages  lOto  12  who  visited  a  dennatoiogist  because  of 
acne.*'  About  two-thirds  (66.4  percrat)  of  visits  to 
(tomatologists  by  adolescents  ages  16  to  1 8  were  for 
acne  (lOl)^  Only  12  percent  of  visits  by  16-  to 
18-year-old$  to  gei^ral  jntictic^  or  family  i^ysicians 
were  for  acne»  however  for  older  adolescent  males, 
acne  was  the  most  frequent  reason  for  visidng  a 
physician*  Limitations  in  available  data  make  com- 
pari^ns  by  race  impossible  for  specific  conditions. 

Myths  about  acne  abound.  These  incliule  beliefs 
that  acne  is  caused  by  the  consumption  of  certain 
foods  (such  as  chocolate),  by  sexual  activity  or 
thoughts,  or  by  poor  hygiene.  Actually,  several 
factors  are  involved  in  iht  development  of  acne. 
Rising  levels  of  cotain  hormones  during  adoles- 
cence increase  the  activity  of  oil  glands.  Heredity 
also  plays  a  role;  adolescents  are  more  likely  to 
devel(^  acne  if  they  inherit  oily  skin  that  is  sensitive 
to  the  effects  of  hosmones.  Plugged  oil  glands  are 
also  a  factor;  oil  glands  can  become  plugged  when 
cells  lining  the  oil  glands  or  pores  shed  and  stick 
together.  Finally,  skin  bacteria  are  a  factor;  plugged 
pores  can  become  infected  when  bacteria  are  pre- 
sent, leading  to  the  development  of  pustules  or  cysts 
(1,33). 

An  estimated  $120  million  is  spent  each  year  on 
acne  treatment,  including  $100  million  on  over-the- 
counter  acne  medications  (114).  What  portion  of  this 
is  spent  by  or  on  the  behalf  of  adolescents  is 
unknown,  but  it  is  likely  to  be  considerable  given  the 
high  prevalence  of  acne  among  adolescents. 

There  is  no  cure  for  acne.  The  goal  of  treatment  is 
generally  to  control  the  condition  and  prevent  or 
limit  scarring  (33).  A  variety  of  treatments  arc 
available  (3033,84).  A  topical  5-  to  10-percent  ' 
benzoyl  peroxide  solution  is  a  commonly  used 
drying  and  peeling  agent.  It  is  available  over-ihe- 
coimter  as  a  lotion,  or  by  prescription  as  a  geL 
Anotte^  topical  product  used  for  more  severe  acne 
is  tretinoin,  which  is  available  only  by  prescription. 
Antibiotics  are  also  frequently  part  of  the  treatment 
regimen  for  severe  acne.  Oral  antibiotics  (e*g., 
tetracycline  or  erythromycin)  or  topical  antibiotics 
(e.g.,  erythromycin  or  clindamycin)  may  be  used. 


Isotretinoin  (13-cis-retinoic  acid)  is  a  relatively  new 
treatment  for  severe  cystic  acne. 

Each  of  these  treatments  has  negative  side  effects 
(33,84).  Benzoyl  peroxide  and  tretinoin  produce 
drying  and  peeling.  About  2  to  3  percent  of  people 
may  be  aUe^c  to  benzoyl  peroxkle.  Tretinoin  can 
also  be  very  irritating  to  the  skin,  sometimes 
resulting  in  exaceibation  of  ^rne  during  &e  initial 
stages  of  treatments  Sun  e^)osure  inoreases  skin 
irritation  for  adolescents  using  tretinoin,  necessitat- 
ing eidier  avoidance  to  sun  e3q)0sure  or  use  of  a 
sunscreen.  Oral  antibiotics  can  irritate  die  stomach 
and,  in  young  women,  increase  the  chances  of 
developing  vaginal  yeast  infKticms.  Ibpical  mtibi- 
otics  may  cause  a  yellowish  discoloration  of  &e 
dun.  Isotretinoin,  which  should  be  used  fen*  only  the 
most  severe  cases  of  acne,  can  produce  birth  defects 
if  used  during  pregnancy  and  should  not  be  used  for 
anyone  who  is  pregnant  or  who  is  likely  to  become 
pregnant.  Other  side  effects  of  isotretinoin  include 
cracking  and  scaling  of  the  lips  (90  percent  of  users), 
severe  drying  of  the  skin  (80  percoit  of  usm),  and 
conjunctivitis  (inflammation  of  the  mucous  mem- 
brane that  lines  the  inner  surface  of  the  eyelids  and 
the  forepart  of  the  eye)  and  difficulty  with  contact 
lens  use  (40  percent  of  users)  (86). 

The  coiu^  of  treatment  for  acne  can  be  difficult 
for  adolescents  for  other  reasons.  Weeks  of  treat- 
ment are  frequently  required  before  improvement  is 
visible.  In  additira,  some  adolescents  have  difficulty 
effectively  conq)lying  with  complicated  treatments 
that  may  involve  washing  their  face  several  times  a 
day,  ^^piying  one  solution  to  their  skin  in  the 
morning  and  another  at  night,  and  taking  oral 
antibiotics.  Oral  antibiotics  are  most  effective  when 
taken  on  an  empty  stomach,  necessitating  that 
adolescents  remember  to  take  their  medication 
either  an  hour  before  or  2  hours  after  meals. 
Following  such  a  regimen  may  be  especially  diffi- 
cult for  adolescents  who  snack  throughout  the  day. 
Cosmetics,  frequently  used  by  girls  to  covct  their 
blemishes,  may  actually  exacerbate  their  acne.  Thus, 
adolescents  may  become  frustrated  and  give  up  on 
treatments  that  take  weeks  to  show  any  effects,  have 
undesirable  side  effects,  do  not  actually  cure  their 
acne,  and  are  complicated  and  time-consuming  to 
administer  (20). 


<^Thc  mtfnber  of  10-  to  12-ycar^Ids  visilipg  dennaiologisls  was  too  small  to  make  a  reliable  numerical  esLimate. 
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ITiefd  Is  no  cure  for  aone.  an  atmosl  i.rilvmal  probf^ 
among  wtol&soxHs.  An  estimated  $1i  4  mtOion  is  spent 
eaohyearon  acnetmabnont  Hratth  car  9  provMers  shcH^ 
help  adotosoents  unddrtiand  that  freavnef^  d^lO^ 
to  octroi  the  OOTdltion  and  provmt  scs^itbig  may  be 
slow  to  woiK  nsntse  sWe  effects,  or  evm  ten^xrarity 
worsen  an  adotesoanfs  app^iranoe. 

Health  care  providars  may  fail  to  recognize  the 
difficulties  that  adolescents  exp^knce  in  adtering 
to  treatment  regimens.  It  is  important  that  they 
emphasize  the  slow  coiu^  and  complicated  nature 
of  treatment,  ensure  that  adolescents  realize  there  is 
no  cure»  and  advise  adolescents  of  potential  side 
effects,  including  the  possibility  of  a  temporary 
worsening  in  Bppesrmcc  (20). 

Dysmenorrhea  Among  Adolescent  Females 

Primary  dysmenorrhea  (menstrual  pain  in  the 
absence  of  anatomic  pathology  such  as  endometri- 
osis^) ustially  has  its  onset  in  the  first  year  or  2 
following  menarche,  but  its  incidence  increases 
through  the  adolescent  period  (11).  Over  half  of 
those  experiencing  ^dysmenorrhea  may  experience 
nuxlerate  to  severe  menstrual  cramps. 

The  1966-70  NHES  conducted  by  the  U.S. 
Department  of  Health,  Education,  and  Welfare 


included  taking  n^nstmal  history  of  adolescent 
females  ages  12  to  17  (94).  Ahnost  60  percent  of  the 
adolesmits  in  this  study  rqx>rted  $<mie  degree  of 
mmstxual  pain,  and  14  pcrcrat  reported  frequent 
sdiool  absent^ism  due  to  dynnenonhea  (43).^^ 
Although  tibere  are  no  current  national  population- 
based  studies  of  the  prevalence  and  effects  of 
dysmra(»iliea  for  adolescent  fraialest^  sti^ies  with 
small  san^lM  indicate  &at  dysn^nonhearraiaim  a 
leading  ccmtnbutOT  to  sdiool  absoiteeism  for  ad'^ 
lescem  females.  exan^le,  one-fourth  of  die  88 
high  school  fonales  surveyed  by  Wilson  and  Keye 
Kpomd  dmt  they  had  missed  classes  because  of 
dysmraonhea  (120).  A  study  involving  middle- 
school  students  with  excessive  absences  in  Boston 
found  that  almost  half  of  these  students  cited  health 
problems  as  a  reason  for  the  absence;  n^nstnial  pain 
was  one  of  the  most  frequently  cited  problems  (44). 
Forty-five  p^cent  of  14-  to  1 8-year-old  adolescent 
females  in  two  Midwestern  conununities  reported 
some  school  or  work  id>%nteeism  due  to  menstrual 
pain  (39),  and  59.7  percent  of  otherwise  healthy 
females  in  an  indepradent  New  England  high  school 
reported  dysnienonhea  (1 19). 

Even  though  the  prevalence  of  dysmenorrhea 
appears  to  be  high,  less  than  2  percent  of  visits  to 
office-based  physicians  by  adolescent  females  ages 
15  to  18  are  for  ''abdominal  pain,  cranes,  or 
spasms'*  (which  could  possibly  include  menstrual 
cramps);  fewer  than  1  percent  are  for  menstrual 
syn^>tom5  "'other  and  unspecified'*  (101).  Although 
the  numbers  are  too  low  to  be  reliable  because 
trouble  with  menstruation  was  reported  for  few 
adolescent  females,  1988  NHIS  data  indicate  that 
only  5.9  percent  of  females  ages  5  to  18  (virtually  all 
of  whom  must  be  age  10  or  over)  experiencing 
trouble  with  menstraation  sought  medical  care.  In 
comparison,  77.9  percent  of  women  agej  18  to  44 
with  disorders  of  menstruation  reported  seeking 
medical  care  (101) . 


^Dysmenhomeaduc  to  codomttrk^is  or  other  aoatomic  palbotogy  w  tcnncd  secondary  dysmenorrhea.  According  fo  Urt.  csuiometfiosis  (a  cofxiiUon 
in  which  tissue  rrsemMisg  the  utainc  mucous  membrane  occurs  gbemmCly  In  various  tocstioiis  in  the  pehic  cavity)  has  beat  uodardiagoosod  in 
adokscem  femates  (47).  another  reascm  for  f>aying  sencms  attent«cm  to  messtrual  f>aia 

*5The  parents  of  2J  ptmm  of  females  «gcs  M  through  17  reported  "^caitourinaiy  conditions"  (no  more  specifics  given)  as  having  been  the 
adofescents*  most  serious  iUoess  (94). 

^NHIS,  for  example,  pnn^ldcs  a  poor  measure  of  Qienstnial  problems  expmenced  ^ 
mothers)  may  be  unaware  that  the  adolescextt  is  experiencmg  prot^emo.  It  seems  likely  that  primarily  the  most  severe  difRculties,  those  resulting  in 
medkal  inlerventkm.  will  be  reported,  ft  is  also  difficuU  to  use  NAMCS  data  to  assess  the  prevalence  of  dysmenorrhea  because  it  only  capmres 
Information  on  females  who  seek  medical  Interveatiott  for  their  menstftial  cramps. 
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Menstrual  pain  (dysmerw itiea)  is  a  freqa&fitfy  dted  reason  for  missing  scTkxM.  Adolesoent  females  may  need  to  be  informed  that 
dysmenorftiea  is  physteaOy*  not  psychoYogic&ily,  caused  and  that  It  Is  easily  treatable* 


Only  recently  has  the  medical  profession  recog- 
nized a  physiological  basis  for  menstrual  pain: 
elevated  concentration  of  menstrua!  prostaglandins 
that  cause  painiiil  uterine  contractions*  As  late  as  the 
19803,  menstrual  cramps  were  believed  to  be  a 
psychosomatic  con^)Iaint  caused  by  poOT  attitudes 
of  women  about  thpir  femininity  (11).  Psychother- 
Bjpy  was  seen  as  an  appropriate  response  to  the 
problem. 

Now  that  a  physiologic?!  basis  is  known,  how- 
ever, treatment  for  dysmenorrhea  can  usually  be 
straightforward.  Nonsteroidal  anti-inflammatory 
drugs  (e.g.,  salicylates  such  as  aspirin,  propiotiic 
acids  such  as  ibuprofen  and  najn^oxen  sodium) 
inhibit  the  production  of  prostaglandins  and  have 
been  effective  in  reducing  uterine  contractions  (11). 
Ibuprofen,  previously  available  only  by  prescription^ 
is  now  available  over-the-counter,^^ 


The  low  rates  at  which  adolescent  females  seek 
care  for  dysmenorriiea  may  be  due  to  beliefs  by 
them,  their  mothers,  or  both  that  nothing  can  be  done 
(39,48).  Negative  attitudes  and  erroneous  beliefs 
may  also  be  siq^ported  through  misinformation 
received  from  peers  and  others.  Because  the  medical 
community  has  only  recently  come  to  undorstand  the 
physiological  basis  for  dysmenorrhea  (47),  it  is 
likely  that  some  providers  are  not  adequately  in- 
formed about  tte  inqxntance  of  providing  relief  to 
young  women  suffering  firom  menstrual  cramps. 
Some  of  them,  for  exan^Ie,  may  believe  that 
exercise  is  an  i^ropriate  tre^ment,  although  recent 
evidence  suggests  that  exercise  is  more  directly 
associated  with  relieving  stress  which  may  reduce 
the  intensity  of  dysmenorrhea  (54),  Even  when 
providers  are  infOTr*^  about  the  issues,  they  may 
not  ask  ^propriate  questions  during  health  care 


^^Thiis,  \t  may  bt  ttiat  newer  $mdte  (ctMutoctfid  after  ibt^feik  was  fnadc  moft  whtely  avgila^fe)  would  indicate  fewer  problems  witti  mcsstroal  pain 
(39).  Tbis  would  Qtdy  afply  if  more  adolesceots  wm  aware  that  fflenmial       can  be  prrveated  or  ttmelioistcd. 
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visits  to  probe  about  suffoing  from  this  problem  and 
to  make  ajqm^priate  intoyentions  (39). 

Major  Federal  Policies  and  Programs 
Pertaining  to  Adolescents  With  Chronic 
Conditions 

Federal  efToits  to  address  the  needs  of  U.S* 
adolescents  with  chronic  conditions  include  a  Fed- 
cxdl  law  requiring  that  education  be  F»rovided  to  all 
handicqq)ed  children  and  a  Federal  law  autidorizing 
the  provision  of  financial  assistance  tc  States  and 
private  nonprofit  organizations  th^  offer  services  to 
persons  with  ''developmental  disabilities/'  These 
efforts  are  managed  by  various  Federal  agencies 
widiin  the  U.S.  Department  of  Education  and 
DHHS. 


Education  for  All  Handicapped  Children  Act 

Educational  opportunities  for  U*S.  adolescents 
with  disabilities  have  been  greatly  enhance  by  the 
Education  for  All  Handicapped  Children  Act  (Public 
Law  94-142),  which  was  passed  in  1975  and 
amended  several  limes  since  then  (e.g..  Public  Law 
99^57  in  1986,  Public  Law  10M76  in  1990).  This 
act  is  designed  to  guaranty  free  and  appropriate 
public  education  for  all  children  ages  3  to  21  with 
disabilities,  including  mental  retardation;  hearing, 
speech,  vision,  or  orthopedic  impairments;  serious 
emotional  impairments;  autism;  traumatic  brain 
injury;  multiple  disabilities;  specific  learning  disa- 
bilities and  other  health  im|mirments  (35;  Public 
Law  10M76),  Some  Federal  funds  are  provided  to 
support  these  efforts,  but  State  and  local-educational 
agencies  bear  most  of  the  burden. 

The  Education  for  all  Handicapped  Children  Act 
also  authorized  a  transition-from-school  program  for 
children  and  adolescents  with  disabilities.  Amend- 
ments to  the  act  in  1986  (Public  Law  99-457) 
clarified  that  fiind^  activities  may  serve  students 
throughout  their  school  years  as  well  as  those  who 
have  left  secondary  school^  and  it  expanded  the 
purposes  of  this  provision  to  include  improving 
vocational  and  life  skills.  The  act  also  authorized 
funding  for  physical  education  and  therapeutic 
recreation  programs  designed  to  increase  commu- 
nity participation  among  adolescents  with  disabili- 
ties (89). 
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Developmental  Disabilities  Assistance  ami 
Bill  of  RIgMs  Act 

Services  to  perscms  with  itevelopmental  disabili- 
ties are  autfiorized  through  the  Develoi^iental 
Disabilities  Assistance  and  Bill  of  Ri^ts  Ac^  which 
in  1970  am^uled  the  Mental  Retardaticm  Facilities 
and  Cmnmunity  Mratal  Healtib  Centm  Consinic- 
tion  Act  of  1963  (Public  Law  88-164)  (91).  The  act 
authorizes  Federal  financial  assiittaiK^  to  States  and 
public  and  nonprofit  i^»cies  for  programs  that  help 
people  with  developmental  disabilities  to  achieve 
their  full  potratial  through  increased  indq>endence, 
productivity,  and  integration  into  the  community* 
Funded  programs  also  provide  assistance  to  die 
families  of  pec^le  with  developmental  disabilities. 

Under  the  act,  the  definition  of  **develoinnental 
disabilities' '  is  bas^  on  functional  limitations  rather 
than  specific  disordm.  These  limitations  must  be 
manifest  before  age  22;  be  attributable  to  a  n^ntal  or 
physical  in^>aim!ent;  be  likely  to  continue  indefi- 
nitely; and  result  in  substantial  limitations  in  three  or 
more  major  life  activities,  such  as  self-care,  learning, 
receptive  and  e^nesstve  language,  and  mobility* 
Each  State  is  require  to  have  a  State  planning 
council  that  receives  funds  under  the  act.  State 
planning  councils  serve  as  advocates  for  people  with 
developmental  disabilities  and  develop  a  State  plan 
that  identifies  uiunet  service  needs  and  services  to  be 
provided.  The  act  also  requires  States  to  have  in 
place  a  protection  and  advocacy  system  to  provide 
information  and  referral  services  and  to  investigate 
reports  of  abuse  and  neglect  of  people  with  develop- 
mental disabilities.  University-affiliated  programs 
provide  interdisciplinary  training  for  people  prepar- 
ing to  work  with  persons  with  developmental 
disabilities,  conduct  applied  research,  provide  tech- 
nical assistance  to  agencies  working  with  people 
with  developmental  disabilities,  and  provide  serv- 
ices for  people  with  developmental  disabilities. 

Other  Federal  Efforts 

A  new  disabilities  prevention  program  ^  is  been 
established  within  DHHS  at  the  Centers  fc  L>isease 
Control  (34).  Efforts  will  focus  on  the  areas  of 
developmental  disabilities,  injuries  to  the  head  and 
spinal  cord,  and  secondary  complications  among 
people  with  physical  disabilities. 

Hiere  are  some  tax  code  provisions  designed  to 
alleviate  the  financial  burden  on  the  families  of 
people  with  disabilities  (90).  The  costs  of  sending  a 
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dependent  with  mental  or  physical  disabilities  to  a 
special  sdiool  may  be  deduct^  if  the  main  reason 
fm  using  the  school  is  that  the  school  provides 
facilities  for  alleviating  the  handic^.  Tb^  ctependent- 
care  tax  credit  can  be  claimed  for  e^qpens^  incurred 
in  the  care  of  a  physically  or  mentally  disabled 
dependent  necessaiy  for  die  primary  care  provider  to 
be  gainfijUy  employed.  This  includes  expenses  for 
household  services,  day-care  centers,  and  other 
noninstitutional  care. 

In  addition,  the  U.S.  Surgeon  General  has  spon- 
sored several  can^aigns  and  confo'ences  on  chil- 
dren and  adolescents  with  ^)ecial  health  care  nec^s 
(fomicrly  known  as  **crippled  children'')  (see  24, 
49,100).  The  1989  Surgeon  General^s  Conference 
focused  specifically  on  issues  for  individuals  with 
special  health  care  needs  making  the  transition 
between  childhood  and  adulthood  (49).  A  main 
focus  of  DHHS*s  Bureau  of  Matranal  and  Cliiid 
Health  is  the  dissemin^on  of  ^ds  for  programs 
assisting  adolescents  with  disabilities."^ 


Conclusions  and  Policy  Implications 

Available  data  suggest  that  there  may  be  more 
U.S.  adolescents  with  physical  health  problems  than 
is  generally  assumed.  The  most  recent  intensive 
health  examination  survey  of  a  number  of  adoles- 
cents was  the  National  Health  Examination  Survey 
(NHES)  completed  in  1970,  This  survey  found  that 
about  22  percent  of  U.S.  adolescents  had  some 
illness,  deformity,  or  physical  handicap  affecting 
normal  growth,  development,  or  function  (94,95). 
Although  not  all  of  these  were  serious  and  chronic 
conditions,  they  were  judged  to  interfere  with 
healthy  adolescent  development  in  some  way. 

As  discussed  in  rhis  ch^ter,  OTA  estimates 
(using  Oortmaker  and  Sappenfield's  work)  that 
roughly  5  percent  of  today's  U.S.  adolescents 
experience  chronic  physical  conditions  th^  make 
them  physically  unable  to  carry  on  major  activity 
(e*gM  attending  school)  or  limit  the  amount  or  kind 
of  major  activity  they  can  perform* 


little  can  be  dcme  during  adolesnnce  to  prevoit 
many  of  tbs  serious  chronic  |&)^cal  illn^^ses  of 
adolescence/^'  In  the  absence  of  effective  {mvmtive 
interventions,  attrition  to  treatn^  and  to  issues 
affecting  the  quality  of  life  of  affected  adolescents  is 
particularly  important  AItlK)ugh  adoIi»cents  with 
chrcmic  illnesses  and  disabilities  experioice  many  of 
the  sanm  problrais  as  their  nondtsabled  peers,  such 
adolescrats  face  a  number  of  additional  problems. 
Hiese  range  from  concmis  that  are  specific  to 
certain  chronic  iUnesses  (e.g.t  the  devastating  ^ects 
of  chemotbmpy  and  radiation  associated  with 
cancer  treatn^nt)  to  concerns  that  are  associated 
with  a  variety  of  chronic  illnesses  (e,g,»  problems 
relate  to  having  to  be  absent  from  school,  difficul- 
ties in  socializing  with  p^s,  and  substantial  eco- 
nomic costs  for  families  and  for  society).  Adoltt- 
cents  with  some  chronic  illnesses  or  disabilities  may 
have  limited  options  for  employment  and  marriage^ 
may  be  uimble  to  (or  choose  not  to)  have  children* 
and  may  expoience  discrimination  in  obtaining  life 
and  health  insurance. 

Another  problem  is  that  even  for  famihes  with 
adequate  health  insurance,  many  of  the  often  sub- 
stantial costs  associated  with  care  of  adolescents 
with  chronic  conditions  are  not  covered.  As  dis- 
cussed elsewhere  in  this  Report,  there  is  generally  a 
scarcity  of  personnel  trained  to  provide  scrvi^M  to 
adolescents  and  services  for  adolescents  tend  to  be 
fragmented,^^  The  problems  nf  fragn^ntation  arc 
compounded  for  adolescents  with  a  serious  chronic 
condition,  who  are  typically  in  need  of  a  broad  range 
of  often  specialized  services*  Additional  personnel 
trained  to  identify  the  needs  of  adolescents  with 
chronic  illnesses  and  disabilities,  and  to  provide 
them  with  services,  are  ne^ed. 

Some  chronic  physical  health  problems  of  U.S. 
adolescents  are  so  common  that  they  may  be 
accepted  by  parents,  health  care  providers,  and 
policymakers  as  **normal**  and  not  worthy  of 
mention  or  intervention*  Adolescents,  on  the  other 
hand,  may  find  them  extren^ly  troubling.  Acne  and 
dysmenorrhea  are  examples.  The  vast  majority  of 
U»S.  «rdolescents  experience  common  acne  which. 


^*For  further  discussioo  of  the  role  of  the  Biu cdu  of  Matemai  and  i  Md  Health  in  adolesceot  health,  see  cb,  !9.  *  'The  Role  of  Federal  Agencies  in 
Adolcsccot  Health.'*  in  Vol.  HI. 

<'As  noted  earlier,  many  physical  health  problems  due  to  injuries  are  preventable.  For  further  discussion,  sec  cK  5,  ''Accidental  Injuries:  P)reventi(»i 
and  Services,'*  in  this  vohtme. 

^Soe  ch.  15.  "Major  f  ssues  Pertaining  to  the  Delivery  of  Primary  and  Comprehensive  Health  Services  to  Adolescents/'  and  ch.  19.  '*Tbe  Role  of 
Federal  AgeiKres  in  Adolescent  Health.**  in  Vol.  DI. 
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altfaoQgh  not  physically  disabling,  negatively  affects 
the  day-to-day  lives  of  many  adole^nts.  Evidence 
from  a  variety  of  sources  suggests  that  at  l^t  half 
of  adolescent  females  lepoit  dysmmorrtiea  (painful 
n^nstiuation)  and  about  I  in  7  miss  school  because 
of  this  pain.  Dy  sn^onhea  is  a  problem  that,  in  most 
cases,  could  be  alleviated  through  the  u^  of  certain 
over-the-counter  drugs.  It  spears  that  adolescents 
arc  not  routinely  made  aware  of  cuirent  information 
about  the  causes  of  these  and  other  disorders  of 
importance  to  them,  or  of  the  fact  that  treatment  is 
available. 

There  is  no  single  comprehensive  source  of 
information  about  the  physical  health  status  of  U.S. 
adolescents.  Rather,  a  variety  of  sources  must  be 
used  to  identify  the  most  important  physical  health 
problems  facing  ^olescents.  Nationd  surveys  spon- 
sored by  the  National  Center  for  Health  Statistics  in 
DHHS  that  in*ovide  information  on  the  health  of 
adolescents  include  NHIS,  NHDS,  and  NAMCS,  but 
these  data  sources  have  a  variety  of  limitations.  Most 
do  not  include  large  enough  samples  of  adolescents 
to  provide  reliable  data  on  low-prc valence  chronic 
conditions.  Furthemiore,  NHDS  and  NAMCS  meas- 
ure utilization  of  services  (e,g.»  the  number  of 
adolescents  with  hospital  slays  or  visits  to  physi- 
cians' offices)  rather  than  need.  Thus,  adolescents 
who  do  not  seek  care  for  services,  or  who  use 
alternative  services,  are  not  included  in  the  surveys. 
These  data  may  disproportionately  exclude  racial 
and  ethnic  minority  adolescents  and  poor  adoles- 
cents who  may  not  have  access  to  services.^^ 

National  surveys  do  provide  some  infomiation  on 
differences  in  health  status  or  health  care  utilization 
among  adolescents  of  different  ethnic  or  racial 
groups,  l>etween  males  and  females,  and  among 
adolescents  of  varying  socioeconomic  status,  but 
much  of  this  information  is  not  reliable  for  poli- 
cymaking purposes  because  of  limitations  in  these 
data  sources  (e.g.,  small  sample  sizes  of  minority 
adolescents).  There  are  virtually  no  population- 
based  data  on  the  health  status  of  minority  adoles- 
cents and  their  utilization  of  health  services-  Even 
when  minority  groups  are  oversampled  in  some 
national  surveys,  the  number  of  minority  adoles- 
cents remains  small.  Similar  problems  exist  for 


describing  the  health  of  adoleswnis  living  in  pov- 
erty. Althou^  sovx  usefiil  dsUa  are  collected  on 
socio^onomic  status  and  health,^^  sufficient  data 
are  rarely  collected  to  allow  for  analyses  to  deter- 
mine the  nature  of  relationships  between  socioeco- 
nomic status  and  health.  Additional  information  is 
particularly  needed  on  the  health  status  of  these 
groups  of  adolescents  and  their  utilization  of  serv- 
ices. 

As  described  elsewhere  in  this  Report,  programs 
related  to  ^olescents  with  chrcmic  illness  and 
disability  can  be  found  in  a  wide  range  of  Federal 
agencies  and  departments,^^  These  include  the  U.S. 
Department  of  Education  and,  within  DHHS,  the 
Centers  for  Disea  Oontrol;  the  National  Cancer 
Institute;  the  National  Heart,  Lung,  and  Blood 
Institute;  the  National  Instimte  of  Allergy  and 
Infectious  Diseases;  the  National  Instimte  of  Arthri- 
tis and  Musculoskeletal  and  Skin  Diseases;  the 
National  Institute  of  Neurological  Disorders  and 
Stroke;  and  the  Office  of  Human  Development 
Services.  There  is,  however,  no  central  place  in  the 
Federal  Government  that  coordinates  programs  for 
children  and  adolescents  with  chronic  illness  or 
disability. 

In  sunmiary,  policy  changes  to  improve  the 
physical  health  of  U.S.  adolescents  might  include: 

•  improved  data  collection, 

•  additional  support  for  coordinated  services  and 
services  to  improve  the  quality  of  life  for 
adolescents  with  serious  chronic  physical  con- 
ditions, and 

•  health  education  on  issues  of  importance  to 
adolescents. 

NHANES  in  currently  in  the  field  will  oversam- 
ple  children,  but  includes  relatively  few  adolescents 
and  will  not  include  institutionatized  adolescents, 
NAMCS,  NHDS.  and  NWS  (which  are  conducted 
more  regularly  than  the  infrequent  NHANES)  could 
oveiwnple  so  that  more  adolescents  of  a  greater 
racial,  ethnic,  and  economic  divereity  are  included. 
Population-based  interview  surveys  would  be  im- 
proved If  they  asked  adolescents  about  their  own 
health  problems  rather  than  relying  on  parents  as 


**See  ch.  1S»  "Issues  in  the  Delivery  of  Services  to  Selected  Groups  of  Adolescents."  in  Vol  HI. 

*2Some  data,  for  example,  me  collected  as  part  of  the  National  Health  interview  Survey,  I;|(>wever»  this  survey  is  limited  because  adolescents 
themi^lves  arc  not  asked  about  their  health  problems. 

'^Scc  cb,  !9.  '^Thc  Rote  of  Federal  Agencies  in  Adolescent  HealtK**  in  Vol  III. 

Er|c  I  <:  . 
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reporters  of  this  infonnatioD  and  if  they  included 
problems  of  in^xjrtance  to  adotesoents. 

Adolescents  who  have  s^ous  chronic  physical 
conditions  are  in  need  of  a  l»oad  ras^e  of  often 
^)ecialized  sorsrices.  Additional  personnel  trained  to 
ictentify  the  needs  of  adolesc^ts  widi  chronic 
illnesses  and  disabilities,  and  to  provide  than  with 
sovices,  are  also  needed.  Many  adolescents  with 
cfarcHiic  physical  illi^sses  may  be  in  need  of 
suj^rtive  or  mental  health  services,  for  example. 

Although  recent  Federal  efforts  have  luUressed 
the  needs  of  children  and  adolescoits  with  q)ecial 
health  care  needs,  there  is  no  central  place  in  die 
Federal  Govemn^nt  that  coordinates  programs  for 
adolescents  with  chronic  illness  or  dis^ility.  More 
active  support  for  the  development  and  evaluation  of 
programs,  as  well  as  for  efforts  to  coordinate 
available  programs,  is  ne^ed. 

Finally,  health  education  for  adolescents  could  be 
in^nxived  if  it  addressed  health  issues  of  in^rtance 
to  adolescents  and  provided  information  on  how  to 
get  access  to  medicine  and  services. 
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Chapter  7 

NUTRITION  AND  FITNESS  PROBLEMS: 
PREVENTION  AND  SERVICES' 


Introduction 

Adolescence'^  is  a  period  of  biological  and  social 
change,  and  because  of  the  changes  that  they 
undergo  (e-g.,  in  their  size,  body  composition*  body 
functions,  physical  abilities,  and  life  styles)  and 
other  individual  factors,  adolescents  as  a  group  and 
as  individuals  have  special  nutritional  and,  possibly, 
fitness  i^eds*  Nutriticm  and  physical  activity  during 
adolescence  can  influence  the  process  of  physical 
growth  and  development.  Evidence  concerning  the 
impact  of  adolescent  dietary  patterns  on  the  occur- 
rence of  chronic  diseases  in  adulthood  is  very 
limited,  but  there  is  son^  evidence  to  suggest  that 
dietary  patterns  are  important  factors  in  the  occur* 
rence  of  some  major  chronic  diseases  (e.g.,  athero- 
sclerotic cardiovascular  diseases  and  hjrpertension, 
certain  forms  of  cancer,  obesity,  non-insulin- 
dependent  diabetes,  and  dental  caries)  and  that 
dietary  modifications  can  reduce  the  risk  of  some  of 
these  diseases  (152). 

The  changing  nutritional  needs  and  physical 
abilities  of  adolescents  as  a  group  are  addressed  in 
this  chapter,  as  are  the  nutritional  and  other  needs  of 
certain  subgroups  of  adolescents  (e.g.,  adolescents 
with  diabetes,  adolescents  with  physical  disabili- 
ties). Also  described  in  this  chapter  are  selected 
Federal  progi^s  related  to  the  nutritional  health 
and  physical  fitness  status  of  U.S.  adolescents.  The 
chapter  ends  with  conclusions  and  implications  for 
public  policy. 

Background  on  Adolescent  Nutrition 
and  Fitness 

Adotescents'  Nutritional  and  Ptiysicai 
Fitness  Needs 

Definitional  l^ues 

Good  nutrition  is  a  somewhat  elusive  concept  not 
easily  defmcrf  or  determined.  It  is  generally  agreed. 


however,  that  good  nutrition  embraces  the  principles 
of  sufficiency,  variety,  balance,  and  moderation 
(S9a).  Especially  in  large  fK)pttlation  groups,  re- 
search tools  cannot  capture  or  interpret  all  the 
interrelated  a^>ects  of  food  intakes  and  nutritional 
outcomes;  most  studies  instead  focus  on  substitute 
measures  (e.g.,  specific  nutrient  consumption  or 
dietary  attitudes). 

Physical  Htness  is  defined  in  various  ways.  In  the 
not  too  distant  past,  a  po'son  with  obvious  motor  (or 
athletic  abilities) — defined  in  terms  of  muscle 
strength,  agility,  speed,  and  poww — ^was  considered 
"physically  fit.'*  Rec«itly,  however,  the  concept  of 
physical  fitness  has  b^  undergoing  a  major 
change.  According  to  a  1987  American  Academy  of 
Pediatrics  statement,  physical  fitness  is  now  consid- 
ered to  include  five  components:  1)  muscle  strength^ 
2)  muscle  endurance,  3)  flexibility,  4)  body  compo- 
sition (i,e.,  ratio  of  lean  bcKiy  mass  to  fat),  and  5) 
cardiOTCspiratory  endurance  (4).  Many  available 
studies  focus  on  proxy  me^^ures  of  fimess,  such  as 
performance  on  standardized  tests  of  fitness. 

Several  major  Federal  sources  of  data  on  nutri- 
tional status,  food  and  nutrient  consun^tion,  and 
other  information  related  to  adolescent  nutrition  are 
identified  in  box  7- A. 

Nutritional  Needs 

The  human  iKxiy  requires  for  health  the  intake  of 
water,  amino  acids  from  protein,  vitamins,  minerals, 
fatty  acids,  and  soiuces  of  calories  (protein,  carbohy- 
drate, and  fat)  (226)  (see  box  7-B). 

A  physiologic  diet  provides  intakes  of  each 
essential  nutrient  between  the  two  thresholds  of 
minimal  requirement  and  maximal  tolerance  (186). 
The  minimal  requirement  is  defined  as  the  smallest 
quantity  of  an  essential  nutrient  that  ''maintains 
normal  mass,  chemical  composition,  morphology, 
and  physiologic  functions  of  the  body  and  prevents 
any  clinical  or  biochemical  sign  of  the  correspond- 


^This  chapter  Is  not  an  oUxaustivc  compcadium  of  aU  adolesctm  mitritton  and  fitness  issac$,  Iosfeftd«  tte  pmpose  is  fo  focus  on  what  appear  to  be 
the  major  problems  associated  with  mitntion  aod  fttncss  affecting  many  American  adolescents. 

^  ^Tbe  focus  of  this  OlA  Report,  for  reasons  m>ted  io  Vol.  I«  Summary  and  Policy  In^cations,  is  on  10-  throu^  18-year-olds.  Some  of  the  data 
^l^^msen^  in  this  chapter  are  for  other  ^fToupii^^bec^  !0- tbrough  18-year-olds  are  not  readily  available. 
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Box  7'A—Feder^  Dm  CoHecUon  Efforts  Related  to  Adokseent  NtUriHon 

Several  fedetri^  ynsoBpd  iiitk»al  smveys*  gadier  infonnalian  on  healtti  and  fmtiitiaiial  status  measme- 
naas,'  food  and  mi&tatt  ooosm^tian  ineasurements,  food  oon^mbiao  meaoiieineiits,  dieiaiy  lowwIedgB  and 
aiitode  assessments,  food  offSy  dffrmriimrtCTm.  sociodaiK^jiaphic  and  eooBomfc  measnrentents,  and  other 
iBlgvy  d^  Annnihgoffl»8igvqfsqwnsctted^tfaeU.S.Dq>Mt^ 

VS,  Pqwrtroem  of  Agriculture  ate  discussed  below.  Several  of  the  surveys  are  oon^onotts  of  the  National 
Nutritional  Monitoring  System,  a  Federal  flsscssmffm  system  &at  allows  continuoos  nutrition  monitoring  Arough 
oomphgnenting,  periodic  snnwys. 

Dqiailiii«ot  of  Healtb  and  Hmmn  Senrkss  (DHHS):^ 

•  Natkmt^  Health  and  If laHthnExamimionSwyeyiNH^ 
Nutritiatt  Mooitoiteg  SystOT.  This  smvey.  oottdn^ 

in  DHHS,  obtains  health^tdaied  data  !^  means  of  direct  phyacalexaminatioi^ 

and  related  measueoMnt  inocedures  (232).  A  ro^|or  goal  of  NHANES  I  (1971>74)  «a«  to  measme  and 
tittmitw  indicators  of  the  nutritional  status  of  tl»  America  people  through  dietary  inteke  data,  biochemical 
tests,  physical  roeasurerocius,  and  dinical  assessments  for  evidotco  of  nutritional  deficiency.  The  target 
popolatkn  was  die  civilian,  ttonhisttaititnalized  U.S.  pc^)^^ 

had  a  nutrttion  compwicni  that  was  ncariy  identical  to  the  NHANES  L  Neither  NHANES I  nor  NHANES 
n  had  ffii  adetpiate  adolescent  samfde.  NHAlim  i//  is  now  hi  progiess.  B  is  coUectitu  some  adoles- 
cent-spedfic  data,  bat  results  are  not  expected  until  1994. 

•  Hispanic  HANES  (1982-84):  NCHS  condocted  this  survey  on  about  76  percent  of  the  Hispanic  aduk 
p(^mltf&a  (187). 

•  Nmioml  Health  Interview  Survey  (NHIS):  lids  survey,  omducted  by  NCHS,  uses  personal  household 
hiterviews  to  c(dlect  data  on  personal  and  demographic  chai8Cttri8tics,utiUiEatto  and 
a  variety  of  heaWi  topics  ftrai  a  sample  (rftlw  civilian,  nonlnstftutioiialiwd 

a  special  suRilement  on  atfolescent  health  in  1991. 1995.  and  200a 

•  Jbtal  Diet  Stiufy:  This  study,  by  the  Fbod  and  Drug  Adnilnistratiffit.  gathers  faifoimatiflo  on  httakes  of 
pesticides,  toxic  substances,  mlionttcUdN  and  hidustiial  chemicals,  as  well  as  or  intafces  of  iodtoe,  iron, 

sodfami,  potassium,  copper,  magnesium,  and  ztoc,  for  males  and  females  ages  6  to  11  months.  2  yeMS.  14 
to  16  years.  25  to  30  years,  and  60  to  65  years. 

•  Youth  Risk  Behavior  Surveillance  System  (YRBSS)  (to  be  implemented  hi  1991,  1995,  and  2000):  This 
system,  rxently  developed  by  the  CSentere  for  Disease  Control  in  DHHS,  will  monitor  the  prevalence  of 

t^Fedmi  NutHtion  MoHbpring  ActMOes  (243),  •"^wviwy 
%  geaenl.  die  viUdliy  latf  KliairiUty  ctf  imto 

^f'ftt^^taikweiemmSsysttamvnviiedtoinpmontbBfmoaaN 


wy  (inabods  nay  be  wcU-testod  t»i 


ing  deficiency  state"  (186).  In  children  and  adoles- 
cents, the  minimal  requirement  also  must  meet  an 
additional  criterion:  it  must  maintain  an  optimal  rate 
of  growth  (186).  The  maximal  tolerance  for  an 
essential  nutrient  is  an  important  considerarion  for 
individuals  taking  dietary  supplements,  which  may 
be  harmful  at  certain  levels.  Factors  that  influence 
the  minimal  requirement  and  maximal  threshold  for 
a  nutrient  include  rate  of  growth,  age,  exercise, 
chemical  composition  of  the  diet,  presence  of  certain 
diseases  or  physical  conditions  (e.g.,  diabetes,  preg- 
nancy), and  intake  of  prescription  drugs  (186). 

er|c 
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Nutritional  needs  during  adolescence  correlate 
closely  with  biological  maturity  (140).  Adolescents 
should  consume  diets  providing  more  total  nutrients 
than  younger  children  (131,203),  because  adoles- 
cents typically  have  a  larger  body  and  different  body 
composition  (e.g.,  a  different  ratio  of  lean  body  mass 
10  fat).  Adolescents  experience  gains  in  height  and 
weight  that  alter  their  nutritional  needs  {see  table 
7-1).  Females  typically  experience  a  pubertal  height 
spun  between  ages  10  and  1 3,  and  males  experience 
a  height  spurt  between  ages  12  and  15  (200).  This 
growth  requires  nutrients  as  structiiral  materials. 
(Changes  in  physiologic  function  that  occur  during 
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Kiority  risk  behaviore  among  sanplcs  of  school-aged  ailolescenis  ^<»*fe«^J*f?i!;=?  * 
£ho(rf4»sed  sunrey  combfaterf  with  q»e^ 

U  A  Department  of  Agrteulture  (USDA): 

•  Ntakmwide  Food Consumptkm  Survty  (MFCS): Hiis  smvey  is  one  cM^woent    the Natioo^lNi^DO 

moTw^a  sttivey,  cowtodted  In  1987^  tiid»ded  the  coUectioo  <rf  inftmwaioa  on  foods  used  by 
hoasdiobls  and  eaten    indivfahials.  .        . .  ^  .  , 

iSS^S^SysenLltiscondwaedlvUSDA'sHiimanNutt^ 
in  1985,  it  Is  designed  tomeasate  levels  and  changes  in  the  food  and  nmi^ 

of  uIKon  a  continuing  basis  ©1 3aX  m  1985  and  1986.  the  CSHI  hictatol  ««« 
to^inciiesampfesof  women  WtoSOyeasof  ageandth«&chiMt«l  toS  y^rfa^  1^^^ 
also  included  men  19  to  50  yeais  erf  age.  Tlie  CSIII  was  n«  cowtocted  in  1987  and  ISTO^ 
and  1991  sanmles  included  men,  worom.  and  chilitn  of  an  agra.  M  CSP^^ 
households  in  fl»  48  cotenntais  States  and  include  a  ba^  snrvcy  Okks^^ 
and  a  low-income  swvey  (housetoWs  with  incomes  at  or  bdow  130  peto^ 
TT»  Mnds  and  amounts  «rf  food  ingested  at  home  and  away  tomi  iKsne  by  indivk^ 
are  reported  for  3  consecutive  days  using  a  1-day  lecaD  hi  an  in-pason  intew^  md  a  2-^^ 

•  Diet      Health  Knowledge  Survey  (DHKS):  Ttm  smvey.  b^  to       as  « ^^^..^J^Sl,^ 
"fo«lmanag«s''tohoHseholdspartic^>atingtaCSnLtepuiposeistoltakanindiv^  sknowledgeand 

attituto  about  «fiet  and  health  to  his  or  to  actual  di«aiybdiavior. 

•  N^aiortalE^^uation<>f  School  Nutrition  Prognmy.Tmsa^ 

infonnatioo  on  U.S.  addescents' eating  patterns  and  use  of  school  nuIiitiOT  programs 

Fedoally  sponsored  natioial  suiv^  have  several  positive  feamres: 

•  dte  surveys  inovide  p(qmUaicm4rased  pvameten  of  cunott  nutiitkmal  mm, 

•  the  surveys  identUy  some  groups  at  risk  and  their  nutritional  pnoWems;  and   

•  the  sunreys  contribute  usefidpopulation^MsedinfonnationecH'natiooalidanning  purpose 

On  the  oth»  hand,  fedenilly  sptasoted  national  sunreys  have  a  number  of  Umitati«»s  inchiding  the  following: 

•  Neither  NHANES  nor  NFCS  provides  data  on  encii^  expenditures  and  ftteess  status. 

•  Subgiwipsampteslzesarenotlargeenoughtopennaanatysesandcioss-tabulationsusto^^ 
(eg  mcome.  race,  and  sex);  that  is,  adotescems  with  comWnations  of  pro^^ 

.  B«ise  of  high  nOTrej^se  rates  among  veiyIow-inc<mie,non-English-spcak^ 
adolescems  living  m  Instituaonal  settings  are  not  iw:hided  in  the  surveys,  some  proWans  may  be 

umterestimated. 

•  Nutriticmal  status  data  are  collected  mfy  periodically. 


adolescence  also  alter  adolescents'  nutritional  re- 
quirements. U  S.  females,  for  example,  typically 
begin  menstruating  at  age  I2V2.  Females  who  start 
menstruating  have  an  increased  requirement  for  iron 
due  to  menstrual  losses  (200,211).  Changes  in 
lifestyle,  especially  in  physical  activity,  may  also 
affect  adolescents'  nutrient  needs  (142).  Male  or 
female  adolescents  who  regularly  participate  in 
vigorous  physical  activity,  for  example,  increase 
their  energy  needs. 

Nutritional  needs  for  male  and  female  adolescents 
of  the  same  age  are  typically  quite  different  because 


of  factors  that  include  differences  in  body  composi- 
tion and  function  (90).  But  even  adolescents  of  the 
same  sex  and  age  may  have  different  nutritional 
needs.  Adolescents  mature  at  different  rates,  some- 
times as  a  consequence  of  genetic  endowment  and 
sometimes  as  a  result  of  environmental  factors  (e.g., 
chronic  undernutrition  slows  height  and  weight 
growth  and  slightly  delays  puberty).  Furthermore,  as 
discussed  later,  some  adolescents  have  diseases  or 
special  conditions  (e.g..  diabetes,  thyroid  condi- 
tions, or  pregnancy)  that  alter  their  nutritional  needs 
by  changing  the  absorption,  metabolism,  or  excre- 
tion of  particular  nutrients  (212). 
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Box  7'B~Siological  Ftmctions  of  Dietary  Suifsianees 
Protelii--Dietaiy  protdn  piOT^des  i 

growth,  bkwd  and  oijan  mass,  muscle  devdopmem.  ^ 
Vitamins 

Vitamin  i4~A  group  of  comixHrnds  essoitial  for  vision,  growtfi,  ccUular  di£ferentiation  and  p«>lifcra!ion 

reimxiuctiOT.  and  integrity  of  die  immune  syi^em. 
Vitamin  l>— Essttitial  for  poper  foraiatioa  of  die  sketeton  and  fof  minoal  e<piilitwiunL 

Viftwiw^Inl^  tlie  o^on  of  essential  ceD  constifumt!)  and  prevents  tte  fosmation  of  toxic  oxidation 
lgo*KSs.  PriuMiy  deficiaicy  of  vhanUn  B  is  not  fi^ 

distiihition  <rf  the  vitamin  in  foods,  but  secondaiy  cteficiency  (which  may  ttsak  flom  intestinal 
malabsMption)  is  associated  with  iq»roductive  failure,  muscular  dystrophy,  and  neurological  abnormalities. 

Viumm  AT-Jssaiiiai  for  the  fonnation  of  proteins  tavoKed  in  the  reguUtiim  of  blood  clotting,  and  for  the 
tnosynthesisof  s(Hneotherpn«ehisfinindiatfiei^a»ma.b(»e.andlddney. 

Wi!<immC^e<iuirBd  fw  the  fonnation  aid  syntbe&ts  of  collagen  (an  abundant  protein  of  comiective  tissue). 
tWicienQr^y  affoct  inumme  responses,  ^ound  haling,  iron  absoiptioo,  and  alleigk  reactions.  Often 
vitamin  C  deficiency  r^ts  in  scurvy,  a  serious  disease  in  which  the  weakening  of  collagenous  structures 
leads  to  capulaiy  heromrfaoging. 

Thiamin  (B  I l^lmdbral  in  die  breakdown  of  caibohydrates.  Deficiency  can  lead  to  beriberi,  a  disease  affoctins 
the  cai^vascular  and  nervous  sySems  and  characterised  by  symptoms  including  maital  confusion,  muscle 
weakness,  enlaiged  bean,  and  congestive  heait  failure.  u»iuu.  muscic 

Riboflavin  fB-2>~Paiticip«es  in  a  variety  of  oxidation-reduction  reactions  and  essortial  to  the  structure  of  some 
en^mes.  Among  the  symptoms  of  deficiency  ar?  sore  thioat,  excess  blood  and  fluid  in  the  mucous 
membrane,  and  angular  storautis. 

Maci«-Also  involved  in  oxidation-reduction  reactions.  Deficiency  is  associated  widi  skin  rashes,  swelling  and 
reddaimg  of  the  tongue,  dermatosis,  diarrttca,  and  dementia. 

Vitamin  JB^Impoitant  in  the  metaboUsm  of  amino  acids.  Deficiency  leads  to  dermatitis  and  depression  in  adults 
and  seizure  m  infants.  *^ 

f  otore-Designates  a  compourei  tiiat  plays  an  unpottant  role  in  ammo  acid  metabolism  and  nucleic  acid  synthesis 
Deticiency  leads  to  impausd  tell  division  «tnd  aliermions  of  protein  synthesis. 

Vitamin  *.i2-EssentiaI  to  metabolism.  Deficiency  can  cmx^  paUar,  weight  loss,  diarrhea,  optic  neuritis  and 
mental  changes.  * 


An  importanf  dietary  standard  used  m  the  United 
States  is  the  recommended  dietary  allowanct  s  (RDAs), 
established  by  the  Food  and  Nutrition  Board  of  the 
National  Academy  of  Sciences  (NAS)  {153).  The 
1989  RDAs  for  protein,  vitamins,  ami  mmevals  for 
U.S.  males  and  females  ages  1 1  to  14,  ages  15  fo  tP. 
and  ages  19  to  24  are  .specified  in  fable  7-2  RDAs 
are  recommendations  for  tki2y  dielaiy  incake.s  vf 


specific  nuti-icnjs,  based  on  nutritional  studies  and 
expen  judgment.'  They  are  neither  minimal  require- 
ments nor  neces.sarily  optional  levels  of  intake. 
Rather,  they  are  "the  levels  of  intake  of  essential 
nutrients  that,  on  the  basis  of  scientific  knowledge, 
arc  judged  by  »hc  Food  and  Nutrition  Board  to  be 
adequate  to  meet  the  known  nutrient  needs  of 
practically  i<d\  healthy  people"  (153).'* 


♦  ti''"£*T'''*'"  ^^'^^  "^^y^        of  cvi^ktK  c :  1 )  sniuies  of  s^byxu  mumuK^  on  diet*  coouiraM  lovy  or  dcficiem  levels  of  «  nuiriait 

■l^Z^^f.^^,!^°lt[*l"''^.^^^  or  aioltcuUr  tocticn  in  station  to  mtr,rat  «0Mtc:  4)  mtha«  intakes  of  fully  bi«S 


tsic^smt  Otttricnt  sUito$  in  relAdao  to  intake; 

tofants  and  of  apparently  healthy  pwptc  from  their  foodli^^ply  ;  $^  fTid^^mioika  ob^w^  status  in  pooulaiiom  tn  rclattoa  to  intakr 
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Minerals 

Cafditf9^--Es$eittial  fw  bone  minoral  f c^matkm.  Bone  undo^oes  ocmstam  resoxj^on  and  formation  thiougM^t  life. 

In  childhood  mi  ^loteccaioe,  dietaiy  caldum  helj^  to  build  scnmg  bon^  in  adults*  when  bme  lesoiption 

exceeds  fbnnation,  it  slows  fte  rate  of  brae  Ic^. 
PAoj^pAiTftt^-nAn  essottialc^n^on^  aiding  in  biochemical  synthesis  md  mergy  transfer. 

Fhosjdioius  is  a  cimstituent  of  neivcHis  tissue  and  bcme. 
Magwsiunh^Modukacs  nunmous  tnochmical  and  [^ysic^ogtcal  pnx^sses.  Defldoicy  may  cau%  gfowdt  f aihue* 

behaviwal  distmbanocs,  weakn^.  trenK^,  seizuii^  or  cardiac  aRfaythmias. 
Imn — A  constituent  of  Mood  ^  anumbo-of  mzyn^  Anemia  ami  mhicedresi^ance  to  infecttm  aie  among  the 

symi^oms  ot  deficiency. 

Znc—A  constitirat  of  enzymes  involved  in  most  mapr  metabciic  p^ways.  Zinc  inu^  affects  app^e,  giowth, 
skin*  and  the  immune  sy^em. 

/cKfine— Essential  jmn  oi  the  thyroid  hormones.  Defici^Kry  can  cause  swelling  of  tfie  thyrad  gland  (goit^),  ^ 
excessive  intake  can  cause  dqmsskm  of  thyroid  activity. 

Lipids 

Fats — Fats  are  an  impoitant  eneigy  source  and  help  to  facilitate  the  intestinal  ate(»]^on  of  vitamins  A^  E*  mid  D. 
Saturated  and  monounsaturated  fats,  however*  are  not  essential  to  the  diet  bwaise  they  can  be  synthesized 
by  the  body.  Pdyunsdur^  fats  are  essential  con^pcmsits  of  fliedi  A*  fenctioiiing  as  precurscss  to  in^nmt 
structural  l^ids  sik^  as  ttose  found  in  cell  n^mhranes. 

Chotestervt-^Qioi^UsxA  is  an  impcntant  compcHient  of  all  cell  n^mlnaiK^s  and  a  jnecursor  to  steroid  honmmes  and 
bile  acids  in  die  liver*  but  is  ncM  essential  to     dkt  because  it  can  be  synthesized  by  the  body. 

Salt — Serves  as  tiie  piimaiy  regul^of  extracellular  body  fluid  volimie.  It  is  also  important  in  regulating  acid-base 
balance  and  the  memtsai^  potential  of  cells,  and  is  involved  in  iK:tive  tronqxsdt  am>ss  cell  mmbrai^. 

Calories— A  calorie  is  a  unit  of  quantity  of  heat*  used  to  e^qprras  d^  etmgy  vahie  of  food  Energy  requirements 
vary  according  to  body  size  and  con^K>siti0n*  and  level  of  phydcal  activity.  The  level  of  otergy  intake  from  food 
balances  energy  e^qienditines  and  allows  necessary  «  desiraUe  levels  of  phy^cal  activity.  In  chilchen  and 
jmgnant  or  ladating  \i^men  en^gy  is  also  nee<tod  for  the  deposition  of  tissues  or  secmion  of  milL  If  calorie  intake 
is  coosistratly  above  or  bek>w  an  individual's  requirement*  dianges  in  body  wei^  ami  compodtion  will  result. 

SOURCES:  Ofike  of  Ibdmotogy  Amsmem,  199U  based  on  the  fotfowing  souroes:  Natimml  Acadmy  of  Sckocts,  Nstioiul  Resetidi 
CookU,  Reccnrntended  i>^wy  Mowmces,  lOcti  ed.  (Wa^iiiigloou  DC:  Natiooa!  Academy  Pre^s.  19S9):  E.  Bnttkuwatd,  KJ. 
Issdhacher.  R,0,  Ptettrsd«t  ct  ai.  (ods.).  Harrison's  Principles  qfJntemai  Medidne,  I  Wed.  (Ncsw  Ywk,  NY:  McOnni^HiO  Pook 
Co.  1988). 


In  practice,  there  are  only  limited  data  on  which 
estimates  of  nutrient  requirements  can  be  based 
(153).  Traditionally,  RDAs  have  been  established 
foi  essential  nutrients  only  when  there  are  sufficient 
data  to  m^e  reliable  recommendations.  For  several 
nutrients  for  which  there  is  insuffscient  information 
on  which  to  base  an  RDA,  the  NAS  Food  and 
Nutrition  Board  publishes  estimated  safe  and  ade- 
quate  ranges  of  daily  intakes,  as  shown  in  table  7-3. 

In  addition  to  listing  RDAs  for  protein,  vitamins, 
and  minerals,  the  NAS  publication  Recommended 
Dietary  Allowances  lists  recommended  daily  energy 
intake  levels  {caloric  intake)  for  persons  of  median 


height  and  weight  (153).  Recommended  energy 
intakes  for  U.S.  males  and  females  ages  11  to  24  of 
median  heights  and  weights,  by  age  and  sex«  are 
shown  in  table  7-4,  The  principal  dietary  sources  of 
energy  are  carbohydrates,  fat,  and  protein  (153). 
Energy  needs  vary  from  person  to  person.  An 
individual's  energy  requirements  depend  on  how 
much  energy  the  individual  expends  at  rest,  in 
physical  activity,  and  as  a  result  of  the  body*s 
adaptive  response  to  heat  (153)*  These*  in  turn,  are 
affected  by  variables  that  include  age,^  sex,  body 
size  and  composition,  genetic  factors,  energy  intake, 
physiologic  state  (e.g.,  growth,  pregnancy,  lacta- 
tion), coexisting  pathological  conditions,  and  ambi- 


^Resiidtg  energ)'  c^ipeodilure  is  closely  correlated  with  lean  body  nia$s«  and  this  varies  by  age.  Activity  patterns  also  vary  by  age. 
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Table  7-1— Weight  and  Height  of  U.S.  Males  and  Females  Ages  10  to  18* 

 Mates,  by  pereenWte 


Wte>ght.tnkg(B»)    Ketght.  tn  cm  (fci) 


Age 

5th 

SOth 

Sth 

SOth 

95th 

10 

£4.33 

31.44 

(69.2) 

45.27 

127.7 

137.5 

(54.1) 

148.1 

11 

26.S0 

35.30 

(77.7) 

51.47 

132.6 

14a3 

(56.4) 

154.9 

12 

29.85 

39.78 

(875) 

58.09 

137.8 

149.7 

(58.9) 

1623 

13 

33.64 

44.95 

(98.9) 

65.02 

142.9 

1S6.5 

(61.6) 

1S9.8 

14 

38^ 

50.77 

(111.7) 

72.13 

148.8 

163.1 

(64.2) 

17B.7 

15 

43.11 

56.71 

(124.8) 

79.12 

155.2 

169.0 

(663) 

181.9 

16 

47.74 

6^10 

(136.6) 

85.62 

161.1 

173.5 

(68.3) 

185.4 

17 

51.50 

66.31 

(145.9) 

91.31 

164.9 

176.2 

(69.4) 

187.3 

18 

53.97 

6a88 

(151.5) 

95.:^ 

16S.7 

176.8 

(69.6) 

187.6 

 Females,  by  peroenttte 

Vfelght.tnk9(lb)  Height  m  cm  (in) 


Age 

Sth 

SOth 

95th 

Sth 

SOth 

9Sth 

10 

24.% 

32.55 

(71.6) 

4717 

127.5 

138.3 

(54.4) 

149.5 

11 

27.24 

36.95 

(81.3) 

54.00 

133.5 

144.8 

^7.0) 

156.2 

12 

30.52 

41.53 

(91.4) 

60.81 

139.8 

151.5 

(59.6) 

162.7 

13 

34.14 

46.10 

(101.4) 

6730 

145.2 

157.1 

(61.9) 

168.1 

14 

37.76 

50.28 

(110.6) 

73.08 

148.7 

160.4 

(63.1) 

171.3 

15 

40.99 

53.68 

(118.1) 

77.78 

150.5 

161.8 

(63.7) 

17a8 

16 

43.41 

55.89 

(123.0) 

80.99 

151.6 

16^4 

(63.9) 

173.3 

17 

44.74 

56.69 

(124.7) 

82.46 

152.7 

163.1 

(64  J!) 

173.5 

IS 

45.26 

56.62 

(124.6) 

82.47 

153.6 

163.7 

(64.4) 

173.6 

^»dat8  ini^^  tftbi^  wara  oon«ct«dfrom  natkm^ 

cortductod  by  \h9  Natfona)  C«ot«f  for  Haatth  Stati^lcs  of  DHHS  b^wagn  1982  and  1974. 
It  Is  not  bitandi9d  thai  tha  n^uraa  In  this  tabta  naoaswity  ba  oans^ad  atandanfe  of  nonnal  srxmth 
and  davatopmant 

SOURCE:  Adaptad  tmm  P.V.V.  Hamllt.  JA.  Drtai.  C.L  Johnson,  at  al.,  -Physioal  Growth:  National 
CantaftorH©althSta!J»tk»ri4maritoanJa«imi^o/C^  I979.cfttad 
In  rational  Acadamy  of  Sdaocas,  Natfonal  Rasaarch  Coundf.  DhtmdhM^:fmpikxtions 
for  RockJdng  Chrcmic  Dis^ss0  Risk  (Washington,  DC:  National  Acadmny  Praaa,  1989). 
RapHntad  fay  parmiaslon. 
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TaMe  7-2— NAS  Recommended  Dietary  Allowances  (RDAs)  for  Protein.  Vttamine,  and 
Mlner^s  for  U.S.  Males  and  Females  Ages  11  to  24, 1S89* 

RDAs  fcy  mates  (by  age)         RDAs  tor  feiml^  (by  a|^) 

Nutrient  and  untt  of  measuremOTt      1M4     1S-1B     19-24^        1M4     IS-IS  1^-24'' 

Protein,  gnf   45        59        58  46        44  46~ 

Vitamins   

Vitamin  A.  mlcfogramsRE^   1,000  1.000  1,000  800  800  800 

Vitamin  D.  mtoograms   10  10  10            10  10  10 

VIlamJnE^mg....   10  10  10              8  8  8 

Vitamin  K,  mtorogmms   45  65  70             ^  ^  ^ 

VltammCmg   SO  $0  60             50  60  60 

Thiamin,  mg   1.3  1.5  l.S           1,1  1.1  1.1 

Rlijoflavin,  mg   1-5  1.8  1.7            1.3  1.3  1.3 

r^adn.  mg  ME*   17  20  19             15  15  15 

Vitamin  B-6.mg   1.7  2.0  2.0            1.4  1.5  1.6 

FWate,  micrograms   150  200  200  150  180  180 

Vitamin  B-12,mlcro{pams   2.0  2.0  2.0           ao  2.0  ZO 

Minerals 

Caldum,  mg                            1.200  1200  1.200  1.200  1.200  1^ 

Rio^jhonjs,  mg                         1^  1,200  1.200  1,200  1.200  1.5100 

Magnesium,  mg                           270  400  350  280  300  280 

Iron,  mg                                     12  12  10  15  15  15 

Zmcmg  ,                            15  15  15  12  12  12 

Iodine,  mtefoyams                       150  150  150  150  150  150 

Selentum,  micrograms                     40  50  70  45  50  55 

^Nutrilionftf  r»(^i)f«m#nt»  vary  smong  MMduate  as  s  ^ssqusncs  of  numsrou»  g«n«tto  and  ^nvffonmsntat 
diamtrtanost:  ra>Ai  ars  bitsodsd  to  p«n*^ 
normal  «nvfronmsrrtal  strsssos  (>88). 

focus  of  (his  OTA  Rsfx>r1  Is  on  10-  thrwgh  18-ysar-oWs.  RCMs  tor  IS-  to  24-ysarKrfclt  ara  piDvWad  In  this  labia 
for  lha  purpose  erf  laMiiparison. 

(^aalthy  adults  require  nine  essential  amino  acids  m  varying  amounts  each  day,  DIetafy  prote^  provkiss  a  mbctura  of 
amino  adds  for  sndogeneos  pn^^  ^ihasfa  af)d  is  also  a  matabolie  fuel  for  snsrgy  (1^. 
^RE  -  rstlnol  aqulv^^.  One  RE  Is  equal  to  1  micn>gram  of  retino)  or  6  micfograms  of  bets-carot^s. 
^NE  •  ntedn  equlvalsni  One  NE  Is  equal  to  1  mg  of  niadn  or  60  mg  of  diatary  tryptophan. 
SOURCE:  Adaptad  from  National  AcsKiamy  ot  Sdanoes.  Nalional  Research  Council,  B^oomnmidod 
AffQ¥¥atro0S,  lOth  ed.  (Washington,  DC:  Natlonaf  Acaiamy  Press,  1^89).  Raprintad  tif  permission. 


Table  7-3--NAS  Estimated  Ranges  of  Safe  and 
Adequate  Daily  Dietary  Intakes  of  Additional 
Vitamins  and  Minerals  for  Adolescents 
Ages  11  and  Over* 


vitamin  or  Estimated  range  of  safe  and 

mineral  adequate  daily  dietary  Intake 


Vitamins 

Biotin   30  to  1CK)  mlaograms 

Pantothenic  add   4to7mg 

Trace  elements^ 

Copper   1.5tD2.5mg 

Manganese   2.0  to  5.0  mg 

FUiorWe   1.5  to  2.5  mg 

Wwomlum   50  to  200  mioograms 

Mdybdenum   75  to  250  mterograms 


apor  vitaminB  and  minerafs  tor  which  ihara  ^  insuff  tei«it  Infomiation  on 
which  to  basa  an  RDA.  HAS  puWiahas  astimatad  ran^as  of  9afa  and 
adaquata  daily  diatary  kttakat * 

^According  to  NAS.  sinca  the  toxic  lavais  for  many  trace  atamwils  may  ba 
only  ieveral  time»  usual  intalcas,  tha  uppar  lavals  tor  tha  traca  afamants 
Qfvan  jn  this  table  should  not  be  habitually  9x0^96. 
SOURCE:  Adapted  from  Matkmat  Aoatony  of  Sdancas.  National 

saarch  C«indi,  ffecommandad  £»#tery  Atfow£m<»s,  10th  ad. 
(Washington,  DC:  National  Ac^my  Press,  t9e9),  p.  284. 
Raprintad  by  permission. 

ERIC 


ent  temperature  (153).  While  RDAs  for  protein, 
vitamins,  and  minerals  are  high  enough  to  meet  an 
upper  level  requirement  enoon^assing  individual 
variability,  the  recommended  energy  allowance 
reflects  the  average  population  requirement  for  each 
age  group  (153)  aiul  will  not  be  sufficient  for  an 
individual  who  regularly  engages  in  strenuous 
physical  activity-  Raising  the  recommended  aiergy 
intake  level  to  acconunod^  individuals  with  an 
upper  level  requirement,  however,  would  be  inap- 
propriate because  it  could  lead  to  obesity  in  persons 
with  average  requirements.  Noting  the  great  varia- 
bility in  the  timing  and  magnitude  of  the  adolescent 
growth  spurt  and  in  adolescent  activity  patterns, 
NAS  emphasizes  that  its  recommended  energy 
intake  levels  for  adolescents  can  be  adjusted  individ- 
ually to  take  such  variabiUly  into  account  (153)- 

From  birth  to  age  10,  the  energy  needs  of  males 
and  females  are  not  very  different  (153).  After  age 
10,  separate  allowances  are  made  for  males  and 
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Table  7-4~NAS  Recommended  Energy  Intakes  for  Males  and  Fenwies  Ages  11  to  24 

of  Median  Vtfeights  and  Heights,  1989" 


 Males     Fetmites  

 Energy  Intakes   Energy  Intakes 

Median       Median        Cak)fie8         Total            Median       Median        Catofies  Total 
weight        helgm          per  kg         calories           we^ht        height  per  kg  cafc^tes 

Age^  (kg)  {cm)       of  body  weight     per  day  (kg)  (on)       of  body  weight  perday^ 

Age  11-14   45  15/  55  2,500  46  157  47  ZZOO 

As®  15-18    66  176  45  3,000  55  163  40  2,200 

Age  19-24   72  177  ^  2,^00  M  164  M  2,200 

^Exmgf  ra^iiremftnta  of  indMtfuais  are  aff  0Ct«d  ty  several  variabiss.  Indud^  ^ava)  of  physicat  activi  !y.  aga.  sex.  body  sizaam^oomposltion.  ganettc  factors. 
physfok>9ic  ftata  (e.g„  growth,  pregnancy,  lactation),  coaxisting  pathoto^l  conditions,  and  »ntrfant  tamparatwa.  Raoommand^J  anaray  allowaneas,  fn 
oontrmst  to  RDAs  for  othar  nutriants  {sea  labia  7-^,  ara  intsndad  to  maat  tha  av«^  naads  of  hxIMduals. 

"The  focus  of  th^  OTA  Rsport  is  on  10-  thn>ogh  ISifaar-okte.  Rocmmandad  anargy  intaktt  for  19-  to  24-yaflr-oW8  ara  pmkSod  In  thl$  tabia  for  th«  purpose 
of  comparison. 

Cfor  fM-agnant  fomalas  and  for  f  amalas  who  ara  braastfaading,  tha  raopmmsndad  Qmrg^  inlakas  ara  highar  (3C^  calories  mora  par  day  for  pregnant  f  ama  fat 
In  tha  second  arn*  third  trinwf arf  of  pregnancy  and  500  catorias  mora  par  day  for  Jactatlng  famates  in  tha  f  Irrt  year), 

SOURCE:  Adaptad  from  fOatkM^IAcadamy  of  Sd^wat.NatlonafRasaarch  Council.  R^comm0nMDi^myAnowanc9s.  10thad.(W^shbigton.  tX^tNatkanal 
Acadamy  Pnsss,  ie89),  p.  33.  Raprintad  by  permission. 


females  because  of  differences  in  ihe  age  of  puberty, 
evolving  activity  patterns*  and  body  coiniK>sition. 
On  average*  energy  i^eds  for  adolescent  males  are 
higher  than  for  females.  Pregnant  and  iactating 
females  have  higher  food  energy  needs  than  other 
females,  as  shown  in  table  7-4. 

Data  on  the  role  of  diet  as  a  causal  or  contributing 
factor  in  chronic  diseases  have  led  some  groups  to 
issue  dietary  recommendations  derived  through 
approaches  other  than  those  ased  in  developing 
RDAs  for  specific  nutrients  (153).  Broad  nutritional 
guidelines  that  provide  guidance  beyond  that  pro- 
vided by  RDAs  were  issued  in  the  NAS  report  Diet 
and  Health:  Implications  for  Reducing  Chronic 
Disease  Risk  (152),  in  The  U.S.  Surgeon  GeneraVs 
Report  on  Nutrition  and  Health  (242),  and  in 
Nutrition  and  Your  Health:  Dietary  Guidelines  for 
Americans  published  by  the  U.S.  Deparmient  of 
Agriculture  (USDA)  and  the  U.S.  Department  of 
Health  and  Human  Services  (DHHS)  (227).  Those 
guidelines  are  summarized  in  box  7-C. 

Among  other  things,  these  guidelines  suggest 
restricting  intakes  of  fat,  saturated  fat,  cholesterol, 
sodium,  sugar,  and  alcohol.  Populations  with  high 
fat  diets  have  more  heart  disease,  certain  types  of 
cancer  and  obesity  (226).  A  diet  low  in  saturated 
fatty  acids  and  cholesterol  can  help  maintain  a 
desirable  level  of  blood  cholesterol,  possibly  reduc- 
ing the  risk  for  heart  disease  (226).  Eatuig  a  diet  with 


less  salt  (whv/  contains  sodium)  may  help  some 
people  reduce  oieir  risk  of  developing  hypertension 
(hi^  blood  pressure)*  Sugars  supply  calories  but  are 
limited  in  essential  nutrients  and  may  increase  the 
risk  of  tooth  decay.  Drinking  alcohol  is  linked  with 
a  variety  of  chronic  and  other  health  problems  (e.g., 
liver  disease*  accidental  injuries).^ 

The  guidelines  in  box  7-C  also  suggest  that  diets 
include  plenty  of  vegetables,  fruits,  and  grain 
products.  Vegetable  and  fruits  are  good  sources  of 
vitamins  A  and  C,  folic  acid,  fiber  and  minerals 
(226).  Breads  and  cereals  provide  B  vitamins,  iron, 
protein,  and  dietary  fiber.  Over  the  last  decade, 
^veral  organizations  have  recommend^  increasing 
the  intake  of  complex  carbohydrates  or  dietary  fiber 
(153),  The  consumption  of  a  fiber-rich  diet  promotes 
normal  elimination  and  may  have  other  beneficial 
effects  (e.g.,  reducing  blood  cholesterol  levels, 
preventing  colon  cancer  and  diabetes)  (153). 

Finally,  it  should  be  noted  that  USDA  and  DHHS* 
Dietary  Guidelines  for  Americans  recommends 
maintaining  a  healthy  weight  (227),  Being  too  fat  or 
loo  lean  (a  less  common  problem  in  the  United 
States)  increases  the  risk  of  various  health  problems. 
Available  knowledge  also  suggests  that  whether 
one's  weight  is  ^'healthy*'  depends  on  how  much  of 
one's  body  weight  is  fat,  where  in  the  body  the  fat  is 
located,  and  whether  one  has  weight-related  medical 
ptx)blems  or  a  family  history  of  such  problems  (226). 


^Adolescents'  dental  health  status  is  discussed  in  ch.  8,  "Dental  ami  Otu\  Health  PrtjKicmfj;  PnevenOiiii  and  Services."  in  this  volutne;  adolesceufs* 
use  of  alcohol  is  discussed  in  ch.  12.   Alcohol,  Ibtiacct*  u£td  Drug  Abuse:  Preventicn  mi  Services/'  in  this  volume. 
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Box        Broad  Nu^onal  Guidelines  That  Provide  Guidance  Beyond  Recommended 

Daily  Allowances  (RDAs) 

Natfonal  Acadmy  of  Sctences'  Diet  and  Health  Report  (1989): 

This  repon  made  recGmmendadcms  for  quantities  of  nutrioits  and  munbers  of  suggested  servings  from  sotnt 
food  groups,  specificaUy: 

•  Limit  iittabs  <tf  fid  to  teas  tfian  30  permit  <tf  calori 

^  Limit  intake  of  saturated  hsty  acicb  to  less  dian  10  percent  of  total  calories. 

•  Limit  dK^st^^  intake  to  under  300  mg  daily. 

•  Limit  salt  intake  to  under  6  grams  daily. 

•  Maintain  piotein  at  nrodertte  levels,  iH)t  ixK»e  than  twice  reconunen(ted  daily  allowance  (RDA). 

•  ftose  who  drink  atedK>lic  bev^g^,  limit  inteke  to  less  dian  1  oz  of  pure  alcduri  per  day.^ 

•  Maintain  optimal  intake  of  fluoricte. 

•  Avoid  the  use  of  dietary  supplements  in  levels  gieater  titan  RDA. 

•  Have  5^  savings  of  vegetable  and  &uit  combinations*  eq>ecially  gieen  and  yellow  veg^ables  and  citrus 
£nut& 

•  Have  6^  daily  servings  of  a  combination  of  breads^  cereals,  legimies,  and  other  starches  and  complex 
carbohydrates. 

Surgeon  Generars  Report  on  Nutrition  and  Health  (1988): 

This  report  endorsed  USDA's  Dietary  Guidelines  for  Americmts  (those  that  were  current  at  the  time)  and  also 
reccnnmended  die  fbUowing: 

•  that  fliKmdated  conununity  water  systems,  or  oAiet  appropriate  ^wces  of  fluoride  be  used  to  prevent  tooth 
dccay;^ 

•  that  those  who  are  paitictUariy  vulnerable  to  dental  caries  sh(Hild  limit  dieir  consumption  and  frequency  of 
foods  high  in  sugar,^ 

•  diat  i^lescoit  females  stould  increase  consumption  of  foods  high  in  caktum,  incttiding  low-fat  dairy 
products;  ami 

•  that  adolescents  and  womm  of  childbearing  age,  especially  those  in  low-income  families,  be  encouraged  to 
cmsume  foods  diat  are  good  sounds  of  iron. 

liSDA  and  DHHS'  Dietary  Guidelines  for  Americans  (October  1990): 

•  Eat  a  variety  ctf  foods. 

•  Maintain  healthy  weight 

•  Oioo^  a  diet  low  in  f^  saturated  fat,  and  cholesterol. 

•  Choose  a  diet  with  plenty  of  vegetables,  fruits,  and  grain  products. 
^  U%  sugars  hi  moderation. 

•  Use  salt  and  sodiiun  in  nmieration. 

•  If  you  drink  alcoholic  beverages,  do  so  in  moderaticm.^ 

The  published  guidelines  {novicte  tnore  information  on  each  guideline,  including  details  <hi  what  the  guideline 
means,  how  it  is  important  to  health,  and  some  tips  on  using  the  guideline. 

^Tbc  coannnptkm  of  ak<)l£oS  by  U.5.  sdclcsc^^  is  4iscik%c4  in  ch.  1 2,  **  Alcohol,  Ibhctcco,  and  Dmg  Aha$e:  Pxtvcoticai  aod  ScTvic^'  * 
in  (his  volmne. 

^See  ck  8,  *'Demal  and  Oral  Health  Pmltons:  Preveatkm  and  Sovk^es,*'  ki  this  vohtme  for  a  discossioa  of  the  inspofisfice  of  flttoiide 
tosdotescms'  deam!  health  and  other  (op^  reeled  to  j^tegccots*  degael  health. 

SOURCES:  National  Academy  of  Scieiiccs*  National  Reseaidi  Comuil,  Diet  and  Hea!A:  ImpUcationj  for  Reducins  Chiwdc  Distasc 
(WashiQgtoOpIX::  National  Academy  Press.  19»9);  ll^.DqifiKtiiieDtof  liealdia»IHimm 

of  the  Snrgetm  Oeoeaal,  Surg^n  Cenerats  Report  on  Nutridon  and  Heed^  (Wuhi^gtcHi,  DC:  U.S.  Covcnmsent  Mating  C^oe, 
1 98S);  and  U.S.  Pcpaitmcnt  of  Agricultiife  and  U.S.  DqmUDeiit  of  Heaf^  msA  Homan  Sarvicas,  Nutririan  andYour Health: SHetary 
Qui<kUnes  for  Americans.  Home  and  Oaidcn  Bulletin.  No.  232  (Hyattsville,  MD:  1990). 
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Researchers  are  developing  more  precise  ways  to 
iroasure  healthy  weight^ 

Physical  Rtness  and  Aetiwity  Needs 

Numerous  recent  studies  have  suggested  that 
physic^  fitness  and/or  friiysical  activit)^  have,  or 
potentiaUy  have,  positive  inq^ts  on  health  and 
longevity  (22^3333a,106a,171474b^l),  It  is 
inqxxrtant  to  note»  howevo*,  that  these  studies  have 
had  methodological  flaws  and  have  almost  been 
ccmducted  with  adult  samples.  lairing  adolescence, 
I^ysical  activity  is  thought  to  influence  growth  and 
development  of  skeletal  bone,  muscle,  and  fat  (142). 
There  appears  1^  be  a  recif^ocal  relationship  be- 
tween physical  activity  and  obesity  or  overweight 
(see  below). 

Adolescoirts'  Nutrition  and  Fitness  Problems 

A  lack  of  data  on  contemporary  adolescents  and 
a  paucity  of  systematic  research  cm  tfie  in^>act  of 
varying  levels  of  nutrients  and  {^ysical  activity  and 
fitness  on  health  (including  adolescent  health)  (254a) 
make  conclusions  about  the  nutrition  and  fimess 
problems  of  U.S.  adolescents  difficult  to  draw.  Some 
survey  dma  suggest  that  if  one  uses  available 
nutritiona]  and  fitness  guiiklines  as  a  standard, 
many  U.S*  adolescents  have  inadequ^  diets  and 
engage  in  low  levels  of  physical  activity.  Not 
coincidentally,  a  substantial  minority  are  also  over- 
weight or  obese.  These  problems  may  occur  more 
often  in  some  groups  of  adolescents,  especially 
low-income  adolescents  or  those  in  particular  racial 
or  ethnic  groups.^  Recent  national  d;^  rcganling  the 
incidence  or  prevalence  of  these  problems  among 
U.S.  adolescents  arc  not  available  (see  box  7-A),  and 
national  information  about  specific  groups  of  ado* 


lescents  (e*g.,  racial  or  ethnic  minority  ^olescents, 
low-income  adolescents)  is  practically  nonexistent- 

Nutritional  Deficiencies 

EssCTtial  niurients  are  proteins,  mii^rals,  carbo- 
hydrates*  fat,  and  vitamins  that  are  necessary  for 
growth,  normal  functioning,  and  maintaining  life; 
they  must  be  supplied  by  food,  because  they  cannot 
be  synthesized  the  bc^y  (box  7-B).  l^le  7-5 
shows  U.S.  adol^cents'  intake  of  food  envgy, 
protein,  vitamins,  rad  minnals  in  1977-78  as  a 
percentage  of  the  1980  RDAs.^^ 

USDA's  1977-78  Nationwide  Food  Consu^^)tion 
Survey  found  that  most  U.S*  adolescents  got  more 
than  enough  protein  (see  table  7-5).  More  recent  data 
also  confirm  that  intakes  of  protein  by  U.S.  adoles- 
cents typically  meet  or  exceed  the  RDA  (111), 
USDA's  1977-78  Nationwide  Food  Consumption 
Survey  also  found  that,  cm  average,  U.S-  adoles- 
cents* intakes  of  vitamins  A,  B12,  and  C,  thiamin, 
riboflavin,  and  niacin,  were  sufficient  or  more  than 
sufficient.  On  the  other  hand,  USDA's  1977-78 
Nationwide  Food  Consumption  Survey  (224)  found 
that  U.S.  adolescents'  energy  intakes  (calories 
consumed)  in  the  late  1970s  were,  on  average,  lower 
than  the  RDA  levels* 

The  data  in  table  7-5  suggest  that  the  nutrients 
U.S.  adolescents  are  most  likely  to  be  getting 
insufficient  qumitities  of  include  vitamin  B-^,  iron 
and  calcium.  Females  ages  9  to  18  tended  to 
consume  less  iron  and  calcium  than  males,  but 
males*  too,  consumed  less  than  the  1980  RDA.  The 
RDA  for  iron  in  1989  was  lower  than  in  1980,  but 
recent  data  support  the  finding  that  iron  is  one  of  the 
nutrients  most  likely  to  be  deficient  in  U.S.  adoles- 


'^Ovtrweight  is  sometimes  deHncd  as  body  mass  index  (BMI>— i.e.,  wci^i  in  Idtograms  divided  hei^  in  inctcre  squared— greater  tfian  or  «piaJ 
to  the  85t!i  percentile  of  a  similar  poptttation  groap.  Ohesity,  a  nwrc  s^ous  problem,  is  define  in  vanoug  ways.  One  deHoitiOD  is  BMI  j^eatcr  than  or 
equal  to  tHc  ^Ih  percentile  of  a  similar  popul^on  group.  Aiwito  defmition  is  weight  at  least  2D  pcrecnt  over  ''norma!  weight."  Measuring  triceps 
skinfolds  is  another  way  of  nKasoring  obesity. 

•Physk?al Jf/new  is  an  attribute  that  should  he  distinguished  from  physical  activity,  which  is  a  (behavior.  Physical  activity  has  been  found  to  be  an 
ifiq>oitam  detominam  of  physical  fftness-  Tb  some  extent,  therefore.  ph5iical  fttn^  can  be  considcrwl  to  be  an  objective  marker  for  habitual  physical 
activity  (tmd  vice  versa),  but  physical  fitness  and  physical  activity  aic  not  d»  same  thii^  (22a>. 

^The  healdi  problems  of  low-income  adolc^cnls  and  racial  and  ethnic  minority  adolescents  aie  discussed  further  in  ch.  18. '  'Issues  in  the  E>elfvefy 
of  Services  to  Selected  Groups  of  Adolescents/'  in  Vol.  m.  Also  discussed  in  tim\  chapter  is  to  gtt^ral  paucity  of  data  and  reseaich  on  low-income 
and  racial  and  ethnic  minority  adolescents. 

*OTbe  first  edition  of  the  N  AS  puMtcatioo  Rtcoftunendrd  Dietary  Allowances  was  published  in  1 943 .  Sti^c  then,  nine  revised  editions  have  ^jpcared, 
the  most  itcemm  1989- The  1980  RDAs  are  similar  to  the  1989  RDAs^  but  there  arc  some  differences.  In  1980.  for  example,  the  RDA  for  irim  was  18 
n^  per  day  as  opposed  to  15  mg  per  day  in  1989  (150).  For  a  discussion  of  other  diffarences.  sec  tlw  1989  NAS  pubhcation  Recommended  Dietary 
Allowances  (133). 
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Table       Avarage  Daily  Nutrient  Intake  as  a  Percentage  of  the  1980  RDAs  Among 
U.S.  Adolescents  Ages  9  to  18. 1977-78* 


Male  F^mate 


\fi  ■■■  ii#     ml  p%  p% 

V909icinan 

nfonv9^Bianan 

(Ms  20) 

(N  -  3,462) 

86% 

91% 

82% 

Protein   

  203 

193 

170 

160 

VKamlTO 

  182 

123 

121 

112 

  166 

121 

143 

134 

Riboflavin  

  171 

149 

118 

111 

Nladn<*   

  150 

122 

118 

111 

  123 

94 

81 

72 

VJtamin  B12  

  191 

205 

142 

148 

  225 

173 

172 

150 

Minerals 

  107 

97 

87 

74 

Iron  

  121 

91 

90 

76 

  97 

80 

115 

103 

  151 

133 

129 

115 

1980  RDAs  (150)  ar«  slmiJar  to  th»  1989  RD^  (153)  \n  many  rospocts.  bat  thw  oro  «om«  dttfwwww.  For 
«xffinplft»  ttM  1 9ao  ROA  for  ffon  was  1 B  mg.,  %vt^  tha  1  ^  RDA  for  tmn  was  1 5  mg*  Sm  toxt  fw*  dtoctissloa 

p«rDont49os  in  tr^  taW9  ar#  bas«d  on  data  f  rom  lh»  as.  Dof>^^ 
Consumption  Survey  (^4). 

^•oommmM  onw^  intake  l«v»{s  ara  fatrals  to  nmt  avarago  noads,  unllka  RDAs  for  othar  nutrfanto,  wHch  ars 

ballaved  to  maat  tha  r)99dM  of  tha  vast  majesty  of  haalthy  tndfvk&ials, 
^RDA  is  for  praformad  r^adn  rathar  than  niadn  aquivalants. 

SOURCE:  Adaptad  from  National  Acadamy^Sdwxsas.Natiwiai  Rasaare^  CotJndft  DlstandhMth:lmptioa^sf{xr 
Rmkfdng  Chronic  DistasB  (Wssh^igton,  DC:  Matbnal  Acadan^  Prass.  1989).  Raprtntad  by 
parmlsslon. 


cents'  diets,  especially  among  females  (122442). 
Females*  iron  needs  are  particularly  high.  In  addi- 
tion, exercise  may  increase  the  need  for  iron  (128), 
and  iron  deficiency  during  physical  training  is  more 
common  in  females  than  males  (see  section  on 
female  adolescent  athletes  below). 

In  1989,  the  NAS  Food  and  Nutrition  Board*s 
Subcommittee  on  the  Tfenth  Edition  of  the  RDAs 
urged  that  special  attention  be  paid  to  calcium 
intakes  throughout  childhood  to  age  25  to  r^uce  the 
risk  of  osteoporosis  later  in  life  (153).  However, 
another  NAS  committee,  the  Committee  on  Diet  and 
Health,  found  that  the  evidence  was  not  sufficient  for 
drawing  conclusions  about  the  influence  of  dietary 
patterns  on  osteoporosis  (152).  As  oRJOsed  to  the 
effects  of  exercise  on  iron  stores,  exercise  increases 
the  retention  of  calcium  in  the  body  (23,98),  as 
measured  by  the  mineral  content  in  bones;  peak  bone 
mineral  density  has  been  found  to  be  enhanced  by 
large  calcium  intakes  and  large  energy  expenditures 
(I02X 

According  to  data  from  other  studies,  levels  of 
vitamin  C,  folic  acid,  thiamin,  and  riboflavin  are  low 


in  some  adolescents  (47,123491 ,228,231,234),  Lev- 
els of  manganese  and  coppo*  are  unknown  because 
food  composition  data  are  incomplete  (152,168). 
Physical  activity  may  deplete  zinc  stores,  but  the 
evidence  is  unclear  (52). 

For  most  U.S.  adolescents,  vitamin  and  mineral 
deficits  are  subclinical  and  do  not  require  profes- 
sional intervention  (59a),  In  the  few  cases  where 
deficiency  is  commonly  observed  (e.g.,  iron  defi- 
ciency in  females),  treatment  with  supplements  may 
be  necessary. 

Inadequate  Dietaiy  Fiber^^ 

Data  on  intakes  of  dietary  fiber  by  U.S.  adoles- 
cents are  incon^lete,  but  some  observei^  have 
suggested  that  intakes  are  probably  lower  than 
recommended  (2,5).  On  the  otho-  hand,  Healthy 
People  2000  noted  that  one  expert  panel  (of  the  Life 
Sciences  Research  Office  cf  the  Fedmtiou  of 
AmCTican  Societies  for  Experimental  Biology)  indi- 
cated that  levels  of  dietary  fiber  ^qqnopriate  for 
adults  may  not « ^  appro{mate  for  children  (no  ages 
specified,  and  w  Healthy  People  2(W0  did  not  make 
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Box  7-D— Healthy  Peopk  2000  Objectives  Pertaining  to  Adolescents'  Physical  Activity  and  Nutrition 

Healthy  People  20(X)  is  tte  Nation's  moa  pixHninent  statement  heaMi  pronK^oi  and  disease  pitvortion 
objectives  for  the  U^.  populatian  (241).  This  report,  publisbed  by  the  U.S.  Depaitmoit  of  Heabh  and  Human 
Services,  coitained  a  numbea-  of  objectives  fw  tiie  year  2000  peitaining  to  »tolesceiits'  niitiitkn  and  physical 
activity  md  fitness.  The  rqx»t  also  provided  ba^Iine  data  when  they  woe  available  (see  below),  bi  additim  to  tfte 
healdi  status,  risk  iedi»:tion,  services,  and  j»Mectic«  objectives  listed  below.  Healthy  People  2000  onimeraied 
(^jectives  for  fasoas»l  needs,  stweillmce  and  data  systems,  md  researdi  (241).  These  I^o-  c^jectives  we«  not 
specific  to  adolescerts,  bM  meetinig  tfwm  would  be  important  to  meeting  the  health  status  objectives  for  adolescents. 

Nutrition  Objectives  for  the  Year  2080 

Health  Status  and  Risk  Reduction  Objectives 

•  Reduce  dietaiy  fat  intake  to  an  av»age  of  30  percent  of  calories  or  less  and  average  saturated  fa  intake  to 
less  than  10  percait  of  calories  among  people  ages  2  and  olcter  {iw  baseline  data  cited  for  adolescents  ot 
children), 

•  Increase  calcium  intake  so  at  least  50  percoit  of  youth  ages  12  through  24  and  50  percent  of  ]»egnant  and 
lactating  women  ccmsume  three  or  more  servings  daily  of  foods  ridi  in  calcium  (no  baseline  data  cited  for 
adolescents). 

•  Decrease  salt  and  sodium  intake  so  at  least  65  percent  of  home  meal  preparm  prepare  foods  without  adding 
salt,  at  least  80  percent  of  people  avoid  using  salt  at  the  table  (baseline:  54  pen»it  of  wonwn  aged  19  thnnigh 
50  who  served  as  the  main  meal  prejarer  did  not  use  salt  in  food  preparaticwi;  no  baseline  data  cited  for 
adolescoits'  use  of  salt). 

Services  and  Protection  Objeaives: 

•  Increase  to  at  least  5.000  bnuid  names'  the  availability  of  pxjccssed  food  products  diat  arc  reduced  in  fat 
and  saturated  fat  (Iraseline:  2,500  items  reduced  in  f«  in  1986). 

•  Increase  to  at  lea^  90  pcrcait  tfie  proportion  of  restaurants  and  institutianal  food  service  operations  that  offer 
identifi^le  low-fat.  tow-calorie  food  chdces,  consistoit  whh  die  Dietary  Guidelines  for  Americans 
(baseline:  about  70  percent  of  fast  food  and  family  restaurant  chains  with  350  or  more  units  had  at  least  one 
low-fu.  tow-calorie  item  on  dieir  menu  in  1989). 

•  Increase  to  at  least  90  percent  the  proportion  of  school  lunch  and  breakfast  services  and  child  care  fixjd 
services  with  menus  that  are  coisistent  widi  die  nutrition  principles  in  the  Dietary  Guidelines  for  Americans 
(baseline  data  available  in  1993). 

•  Increase  to  at  least  75  percoit  the  proportion  of  the  N^ion's  schools  that  provide  nntriti(m  ediKaticm  fiom 
preschool  through  12th  grade,  preferably  as  part  of  quality  school  health  education  (baseline  data  available 
in  1991). 

•  Increase  to  at  least  75  percent  the  proportion  of  primary  care  providers  who  provide  nutrition  assessment 
and  counseling  and/or  referral  to  qualified  nutritionists  or  dietitians  (baseline:  f^ysicians  jMovided  die* 
counseling  for  an  estimated  40  to  50  percent  of  pati«»ts  in  1988).^ 

Physical  Activity  and  Fitness  Objectives  for  the  Year  2000 
Health  Status  and  Risk  Reduction  Objectives: 

•  Irtcrcase  to  at  least  75  percent  the  propcfticm  of  children  and  adolescents  aged  6  thrmigh  17  who  engage  in 
vigorous  i*y  sical  activity  that  prwnotes  the  development  and  maintenance  of  cardiorespiratory  fitness  3  or 
more  days  per  week  fw  20  or  more  minutes  per  occasirai  (baseline:  66  parent  for  y«ith  aged  10  thrxxigh 


•  Reduce  to  no  more  than  15  perceitt  the  proportion  of  people  aged  6  and  older  who  engage  in  no  leisure-time 
physical  activity  (no  baseline  data  available  far  adolescents  or  children). 

•  Incrrase  to  at  least  40  percent  the  proportion  of  peq>]e  aged  6  and  older  who  regularly  perf(»m  jAysical 
activities  that  enhance  and  maintain  muscular  strength,  muscular  endurance,  and  flexibility  (no  baseline  data 
available  for  any  age  group). 

'a  tnand  item  Is  defioed  as  a  paiticiilar  navw  und/ar  size  of  a  specific  biaod  and  is  typicaOy  the  cgnsnnwy  tmit  of  ptBduse  (241 ). 
^Thto  ol>jective  aod  tfie  basefine  data  cited  are  not  specific  to  adoiescenta.  Pot  a  discussira  of  primaiy  care  pnniden'  behavtore  wilb 
ado}esceots,8eecti.  15.  "Major  Issnes  in  ibelJdiivery  of  Primaiy  aod  CtHnprehessive  Sendees  to  Adol^^  IQ. 
^Tbe  soBToe  cited  for  tbis  vahte  was  tin  Natinial  OiUdmi  aod  Youth  Fitwss  Stody  I. 
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Services  ami  Pnmaian  Objectives: 

•  loaease  to  itt  teasi  50  peicent  ite  pn^ponimi  of  chiUrefi  md  odol&cms  in  1^  thiough  12tfi  giiKto  i^ 
I^iticipate  in  daily  schod  jd^^cal  educatioa  (basdfate:  36  percem  in  1984-86). 

•  Incmase  to  at  leas  SO  patent  Uie  pioponira  of  sdiool  jhymcsl  educatkm  dass  time  that  ^mtoots  spend 
bdng  physically  ^ve,  ptimbty  ei^s^ged  in  lifietinie  physical  ac«ivitiK  (baseline:  stutots  Bpmt  an 
estimated  27  p^aaA  cS  class  tin»  being  {diysteally  wtive  fai  1983). 

•  Incimetotf  leastSOpo^mtfiepropGrticmofinri^^ 

patioite  reganllpg  d»  froqaency,  dnratioQ,  type,  and  imm^  of  each  pati«t*s  i^ysk^  ^vity  piactice^ 
(teseline:  jdiyskians  provided  exeactse  cwnseling  for  abrat  30  peicait  of  sedmtaxy  ]»dieots  in  1988). 

•  Increase  conmunity  avail^dlily  and  a 

Combination  Nutrition  and  Pbyslral  Activity  and  Fitness  Objectives  for  the  Yrar  2000 
Health  Status  and  Risk  Reductitm  Objectives: 

•  Reduce  overmright  to  a  jntvatoice  of  no  moie  than  IS  p(»tait  amcmg  adolescoits  ages  12  duoogh  19 
(baseline:  IS  percent  for  atkstescents  ages  12  liuough  19  in  1976-80).^ 

•  Increase  to  at  least  SO  peivent  the  pnqpcmicm  of  ovenraight  pec^le  aged  12  and  older  who  have  iKloiMed 
sound  dietary  pra^kes  combii^  with  regular  {rfiysical  ^vity  to  attain  an  apinopiiate  body  weight  (no 
baseline  provided  for  ^I^cents)* 

^Jhtse  itcomgeoitoiocs  were  not  t>dolcsccm>spcdfic. 

^Tbt  vafatfis  used  &Mesctm  woe  geada^^iedfic  S5th  pocemile  valoes  €g  tbe  1976^  Naticmal  HtsMi  aod  Kolritfam 
Fjigmtnttkm  Swey  (NHANSS  n>  oanccted  fbr  saniple  wiatkHi**  (24|). 

2000:  N^ahnat  Health  Fwmotum  wtd  Disease  Prrvemitm  Objectives,  DHHS  Fub.  No.  CmS)91-5Q213  (Wtflt&q^toa.  DC:  VS. 
Oovemmeot  Priotiog  OBkt^  1991). 


recommendations  on  dietary  fiber  for  children  or 
adolescents  (box  7-D)  (241). 

Excessive  Consumption  of  Fat,  Cholesterol, 
Sodium,  and  Low-Nutrient  Density  Foods 

The  diets  of  most  U.S.  adolescents  in  national 
surveys  fail  to  meet  the  recommendations  of  the 
NAS  report  Diet  and  Health  (see  box  7-C)  because 
they  are  excessive  in  total  fat,  saturated  fat,  choles- 
terol, and  sodium  (46,64.1 1  M53J59.189). 

It  is  not  surprising  to  fmd  that  adolescents'  diets 
are  high  in  fat  and  cholesterol.  NAS  reports  that  food 
patterns  have  changed  significantly  in  the  United 
States  (152).  Between  1909  and  1985  the  percentage 
of  calories  available  in  the  food  supply  from  fats 
increased  from  32  to  43  percent  (152).  NAS  recom- 
mended that  children  over  2  years  old  should 
consume  no  more  than  30  percent  of  calories  in  fat. 
Recent  studies  have  found  that  school  meals  are 
often  very  high  in  fat  (37,70,164),  Fast-food  meals 
or  snacks  consumed  by  adolescents  are  often  high  in 
total  and  saturated  fat,  cholesterol,  sodium,  and 
sugar  (135).  Table  7-6  shows  the  nutritional  values 
of  seven  sample  fast-food  meals. 

Approximately  25  i^rcent  of  total  calories  con- 
sumed by  U.S.  adolescents,  almost  regardless  of 
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Current  data  on  the  food  consumption  patto^ns  and 
nutrttlona!  status  of  U.&  actofssosnts,  e^iecsiafiy 

sut)group$  of  adctoscents  such  as  radal  and  ethnic 
minorities  and  iow-income  adol^oents,  are  limited.  The 
most  reoem  comprehensive  Information  aixnit  what  U.S. 
adolescents  eat  is  from  1977*76.  These  data  suggest  that 

adolesoents'  dMs  contain  sufficient  amounts  (rf  most 
essential  vitamins  and  mlners^s  and  more  than  enough 
protein.  txJt  not  enough  total  catortes,  vitamin     Iron,  and 

caldum.  But  more  recent  Inftn^matton  su^ests  that 

adolescents'  diets  may  be  too  high  In  fat  chotasterol, 
and  sodium. 
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incone,  sex,  or  race  (142),  come  from  high  calorie 
foods  that  are  relatively  low  in  protein,  vitamins,  and 
minerals  ("low  nutrient  density''  foods).  Snacking, 
or  foods  consumed  "outsicte  of  traditional  meals/' 
provides  20  to  35  percent  of  adolescents*  total 
energy  intakes  (46,145,224),  but  several  studies 
show  thai  the  nutrient  density  is  usually  lower  for 
snacks  than  for  meals  (57).  Because  recent  data  are 
not  available,  and  data  finom  the  late  1970s  suggest 
th^  adolescents  generally  consume  sufficient  j^o- 
teins,  vitamins,  and  minerals  (with  the  exception  of 
vitamin  B6,  calcium,  and  iron)  (see  table  7-5),  it  is 
not  clear  how  much  of  a  nutritional  probloii — 
beyond  fat  intake — snacking  represents. 

Low  Levels  of  Physical  Activity 

Like  their  nutritional  needs,  the  physical  abilities 
of  adolescents  differ  from  those  of  younger  children. 
The  changes  th^  occur  with  puberty  involve  not 
only  increased  linear  growth  and  mass  but  also 
physiological  changes  that  improve  physical  and 
athletic  ability.  Hie  onset  of  pubeity  is  associated 
with  an  increase  in  aerobic  and  anaerobic  power  (97) 
and  tolerance  of  exercise  in  the  heat  (13)  and  in  the 
cold  (202). 

As  noted  above,  there  is  considerable  concern 
about  levels  of  physical  activity  among  U.S.  adoles- 
cents on  average  (91a,174a,241).  Detailed,  accurate 
studies  have  not  been  carried  out  to  show  trends  in 
activity  pattmis  or  the  effects  of  age  on  activity 
during  adolescence,  but  low  levels  of  physical 
activity  throughout  adolescence  have  b€«n  dis- 
cerned from  recent  surveys  and  semiquantitative 
measures  of  fitness  (173,182). 

Enrollment  and  participation  in  daily  physical 
education  classes  dwrease  somewhat  in  late  adoles- 
cence. Figure  7- 1 ,  based  on  results  from  the  National 
CMdren  and  Youth  Fitaess  Studies,'^  diows  the 
percentage  of  U.S.  smdents  in  1st  through  12th 
grades  enrolled  in  daily  physical  education  classes  in 
1984-86  (182,183.  241).  Only  about  20  percent  of 
the  time  is  spent  in  moderate  or  vigorous  activity 
during  a  class  (IS). 

Results  from  the  National  Children  and  Youth 
Fitness  Studies  indicate  that  59  percent  of  5th  to  12th 
graders  reported  engaging  in  appropriate  physical 
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Figure  7-1— Percentage  of  U.S.  Students  In 
1st  Through  I2th  Grade  Receiving  Dally  Physical 
Education,  1984-86 
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SOURCE:  U,a  Dttf>Brtm^  Hoftlth  and  Hwnan  SorvieM,  PM\c  HMlth 
S«rvte,Offie«dth9AsststBntS9orataryf6rf^h.  M^mty 
PfioplB 2Q00: NstSon^ HmMi  Pnm^m  mdOfBmasB  Pmrn- 
itofi  O^MMffsv  W«S  Pub,  No,  (P^«)9l^t3  (WMhIngtm, 
DC:  US.  Govtmrmnt  Prtming  Q^km,  1991),  faoMd  oo  thm 
Natkmat  ChUtfren  snd  Youth  Rtiwts  Study  }  (•fwtent*  ^  5th 
thfMjgh  12th  and  tha  Nattonat  Chlldran  and  Vbuth 

FItmm  Study  H  {studants  In  lat  through  4th  grada). 

activity  year  round  (182).^^  Of  the  time  these 
adolescents  spent  in  physical  activity  outside  of 
school  physical  education  classes  (84  paicent  of 
their  average  weekly  minutes  of  participation  in 
physical  activities),  nearly  47  percent  of  students 
reported  engaging  in  appropriate  activities  that 
could  be  carried  over  into  adulthood  (182). 

Results  from  the  National  Children  and  Youth 
Fitness  Studies  also  indicate  that  US.  children  and 
adolescents'  physical  fitness  is  related  to  their 
mothers'  physical  activity  and  inversely  to  flie 
amount  of  time  children  watch  television  (182). 
Studies  of  adults  show  that  adult  women  of  lower 
socioeconomic  status  engage  in  less  fitness-related 
activity  than  women  of  higher  socioeconomic  status 
(68X  and  th^  exercise  levels  are  similar  among 
n>embers  of  the  same  family  (63).  Taken  together, 
these  observmions  suggest  that  low-income  adol^- 
cents  may  be  less  likely  to  be  engaging  in  fitness- 
lelated  activities.  Lower  participation  by  lower 
socioeconomic  status  individuals  may  be  more  a 
matter  of  opportunity  than  inclination;  thus,  schools 
could  play  an  important  role  in  providing  occasions 


"TbeNaticmalChildraaodYottthFitness  Studies  (NC^ 
(NCVFS  n)  (IS2»183;24i).  ^ 

^^Appropriate  physical  activity  was  defined  in  this  siffvey  as  physical  acidify  involving  laq^  muscle  groups  at  an  intensity  icquiripg  60  percent  ot 
greater  of  an  individuates  caidiovasniJar  edacity  engaged  in  al  lea?t  tto^  times  per  week  for  at  Itmi  20  minutes. 
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Table  7-6— Nutritional  Vlituos  of  Seven  Sample  Fast-Food  Meals' 


T«Hi  Vitamin 

Tola  calortes    i^rcentai»  of  RDA 

Me^  fat  from  fat  Approx.     Clwiesterot  Sodium  A  C  Calcium  — — 

Wo.  Sampiemaai  toloriw  (q)  (%}  tspoftat^      (mp)  (mp)  iU  tU  (n^)    Vitamin  A  Vitamin  C  Calcium 

1  Dout^B  Ijurtpr  with  saucfl                      625  40  58  105  880  550  7  255 

mteme                                       410  10  22  35  190  425  3  375 

Ffwch  flies  (regular  size)                     240  15  56  15  120  15  8  10 

Total   1^  85  «  155  1.190  998  18  eW         10  SO  80 

2  CNcken  nujjflets  (6)                            310  20  58  70  700  100  2  15 

Api^  pie                                       280  15  48  5  400  15  10  15 

Cof^  with  cream                            65  5  69  20  15  55  —  40 

TMU                                               8SS  40  $5  9              »  1.115  178  12  70           2  20  9 

3  Fish  sandwicii  Willi  Cheese  and  tartar  sauce .   495  25  45  60  676  145  4  140 

Soda  (12  oz)                                 150  0  0  —  15  —  —  — 

FreiKh  fries                                     240  15  56  13  120  15  8  10 

IMal                                           885  «  58  9             78  881  188  12  180          2  20  19 

4  8eeftacos(2)                                  390  20  46  50  565  915  —  190 

Lotuhfat  irtll!  (8  oz)                             105  2  17  10  125  500  2  300 

lUtI                                             485  22  40  5              88  890  M18  2  490         18  3  81 

5  Sintfe  buroer                                290  13  40  45  435  140  3  60 

Tossed  saiad  with  iow-calorie  dressing           50  1  18  —  445  1.590  40  40 

Lowfat  miilc                                      105  2  17  10  125  S»  2  300 

lllltti                                           445  18  32  Vit            85  1,KB  2.2a»  15  480         28  75  50 

6  Batted  potato  (piain)                           150  Tf*  0  0  5  —  30  20 

Maigarlne  (1  pat)                               35  4  100  0  45  155  0  ~ 

Tossed  salad  with  low-caiofie  dressing            50  1  18  —  445  1,590  40  40 

Low-fat  milk                                      105  2  17  10  125  500  2  300 

IMal                                              340  7  18  Vh             18  820  2^45  n  380         28         120  45 

7  Ctwese  pizza  (1  slice)                           155  5  29  20  455  410  5  145 

Tossed  salad  with  tow-calorie  dressing           50  1  18  —  445  1.590  40  40 

Orange  juice  (8  oz)                           110  0  0  0  0  195  85  20 

Drtal                                           315  8  17  Vlt            28  900  2.198  140  »S         27         288  28 

Apigufosi  shown  r»pf ftsftni  th»  ovarags  nutrwnt  va(u«  for  slmttar  it»ms  oi  more  chains.  Th*  nutrterrt  analyses  ara  thca*  of  Ymtng  at  of.  (258).  Tha  avarago  valuaa  as  {istad  may  davtate  sJiohtty  f  fwr 
vaJuas  puWtshad  as  chain-spedf  fc.  Howevar,  tha  avara^a  valuaa  as  calculatod  appaar  to  ba  falrty  raprasantattva  of  what  aD  chaint  provWa. 
^3n9  taoapoon  of  fat  ts  aqulvalant  to  appreximataty  4.59  of  fat. 
CTrdantrtaatraca. 

SOURCE:  Masaachusatts  Medksal  Sodaty,  Commitloa  onNutrttton.  "Sound^g  Board:  Faist  Food  Fara:  Consumaf  Quidalinas,'  NawEi^iland  Journal  of  hf«dieina321{^^):7SZ-7S6. 1989.  Raprinfad 
tjy  parmisaion 
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for  exercise  by  lower  scxrioeconomic  status  adoles- 
cents. 

A  recent  study  of  the  effects  of  television  on 
children  and  adolescents  shows  that  adoles(^nis 
sp^d  many  hours  outside  of  school  watching 
television — an  average  of  23  hours  per  week  from 
1976  to  1980  (86).  Watching  television  may  affect 
the  amount  of  time  adolescents  spend  engaging  in 
physical  activities.^* 

Obesity  or  Overweight 

Depending  on  the  measurement  used,  the  preva- 
lence of  overweight  and  obesity  in  U.S.  adolescents 
ranges  from  15  to  22  percent  (86^241).^^  Obesity 
may  have  genetic  origins  (26,31^08),  but  it  is  also 
associated  with  diet  and  physical  activity.  The 
family  environment  and  the  community  arc  impor- 
tant in  explaining  obesity  in  children  and  adoles- 
cents { 1^).  Family  involvement  in  active  lifestyles 
and  moderation  in  eating  patterns  is  usually  critical 
in  preventing  and  avoiding  obesity,  C3iildien  in 
obese  families  expend  less  energy  than  those  in  lean 
families,  possibly  because  they  copy  sedentary 
family  lifestyles  (10).  Obese  adolescents  have  lower 
than  usual  levels  of  physical  activity  (21),  and  even 
when  ot)ese  adolescents  are  physically  active,  they 
arc  less  so  than  their  leaner  peers  (30). 

Obesity  in  adolescents  may  be  associated  with 
other  factors,  such  as  socioeconomic  status,  rate  of 
biological  maturity,  or  race.  Famess  and  sedentary 
habits  are  more  common  in  adults  of  lower  socioeco- 
nomic stanis  (78).  Early  maturing  females  tend  to  be 
fatter  and  arc  more  likely  to  become  obese  as  adults 
(79).  Black  female  adolescents  appear  to  be  over- 
weight more  often  than  white  female  adolescents 
(116,117.233).  However,  this  information  may  be 
confounded  in  part  when  considering  that  black 
body  composition  during  adolescence  differs  from 
whites;  black  individuals  have  a  higher  bone  and 


muscle  mass  so  th^  overweight  may  not  always 
mean  overfatness  at  levels  of  tiKxierate  overweight 
The  risk  of  early  obesity  in  Mexican  AiiKrican 
adolescents,  especially  for  the  central  or  trunkal  type 
of  obesity  (hi^ly  associated  with  heait  disease  and 
diabetes  n^Uitus)»  is  extremely  high  (117^36).^* 
Obesity  is  jnevalent  in  some  An^rican  Indian  tribes 
(2(^152),  but  data  cm  obesi^r  in  Amwican  Indian 
adolescents  arc  veiy  limited  (lOa). 

Conclusions  that  many  ^olesoents  arc  ovoweight — 
and  that  fatness  may  be  increasing  among  adoles- 
cents (53^4^5,87)^^— may  seem  inconsistent  with 
fmdings  that  U.S.  adolescents^  energy  intakes  are, 
on  average,  lower  than  recommended.  It  may  be  that 
U.S.  adolescents  are  more  sedentary  than  is  assun^d 
by  N AS  when  formulating  its  recommended  energy 
allowances. 

Conclusions 

Current  national  data  on  the  food  consumption 
patterns  of  U.S.  adolescents  are  limited.  Available 
evidence  suggests  that  many  U.S.  adolescents  do  not 
follow  the  general  dietary  guidelines  set  forth  in 
publications  such  as  the  NAS  report  Diet  and 
Health:  Impiications  for  Reducing  Chronic  Disease 
Risk  (152)  or  in  USDA  and  DHHS^  Nutrition  and 
Your  Health:  Dietary  Guidelines  for  Americans 
(227)  (see  box  7-B).  Specifically,  it  appears  that  U.S. 
adolescents  lend  to  consume  excessive  amounts  of 
fat,  saturated  fat,  cholesterol,  s<Kiium,  and  foods  with 
low  nutrient  density.  Recent  studies  have  found 
school  meals  to  be  very  high  in  fat. 

Available  evidence  from  the  late  1970s  suggests 
that  while  U.S.  adolescents'  diets  generally  provide 
enough  protein,  they  tend  to  be  deficient  in  some 
specific  nutrients  (e.g.,  iron,  calcium,  and  vitamin 
B6)  (152).  This  same  source  suggests,  however,  that, 
on  average,  U.S.  adolescents  consume  more  than 
sufficient  amounts  of  other  vitamins,  minerals,  and 


«*See  ch.  4.  "Schools      Discrttiotmy  Time/*  in  this  volume  for  a  disnwion  of  what  «dolc«cciUs  do  during  their  time  away  from  school. 

««As  noted  earlier,  obesity  and  ovenvctghl  can  be  defined  in  different  ways.  Obesify  cac  be  (fenned  as  BMI  grearw  than  or  eqttal  to  tt«  95tb  pcrceatUe 

of  a  similar  populabon  group  (usually  by  age);  or  it  can  he  defined  as  20  percent  or  more  over  '•twnnal''  weight.  Ovemdghr  can  be  defined  as  BMI 

gnater  than  or  equal  to  il»  85th  percentile  of  a  similar  pcpuJation  group.  Measuring  triceps  skinfolds  is  another  method  of  mcasuriiu  obesity  A  matter 

of  contention,  the  mwhod  used  to  measure  the  ratio  of  body  fat  di>es  affect  prevalence  and  imridence  rates  of  ob«iity  in  a  population  (S6.91 . 1 32.241 ). 

Because  of  t!ur  rate  of  physiological  chaise  and  consequoit  effect  on  fat  distributiwi  patterns  during  childhood  and  adol^coKe.  some  mwurti  may 

ncrtaccuraidy  rdlect  body  fal  in  adolescents.  Also.  «miesnidicsfeferio  "obese  "overweight'*  and  •  obese"  adolescents 

(86). 

»*These  data  have  not  been  corrected  for  socioeconomic  stams  levels,  however*  certain  groups  of  Hispanics  experience  relatively  high  levels  of 
poverty.  For  further  discussion.  «5ce  ch  18.  -Issues  in  the  Delivery  of  Scry  ices  to  Selected  Groups  of  Adolescents/'  in  Vol.  m. 

'^However,  another  «udy  which  used  the  same  data  set  as  mimy  of  these  Mudies 
show  any  secular  mcrcases  in  BMI  in  adolescents  (91 ).  Inconsistent  conclusions  may  be  dw  to  the  different  indices  of  obesity  en^loyed,  and  diffcrenass 
in  ^  distnbuiiom  ami  sample  (tesigns.  However,  no  study  suggests  that  the  prevalence  of  obe^ty  is  decreasing  among  adolescents  (142). 
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protein.  Data  on  average  nutrition  in  conten^poraiy 
VS.  adolescents  will  beccnne  available  in  the 
nud-199(te,  tnit  i^naller  regional  stiklies  are  needed 
to  determine  nutritional  deficiencies  in  some  groups 
of  adolescents. 

Riysical  activity  levels  of  most  adolescents  de- 
cline tfarou^ut  adolescence.  Hie  best  opportunity 
for  physical  activity  for  some  adolescents,  particu- 
larly low  socioeconomic  stcous  i^olescents,  may  be 
during  school  hours.  But  physical  education  classes 
during  school  currently  provide  little  oj^rtunity  for 
actual  physical  activity. 

Available  evidence  suggests  that  from  15  to  22 
percent  of  U.S.  adolescents  are  overweight  or  obese 
(86»241).  Diets  high  in  fats  and  low  levels  of 
physical  ^tivity  are  factcH^,  in  conjunction  with  the 
family  environment  and,  possibly,  genetic  factors. 
U>w*income  adolescents  and  adolescents  in  some 
racial  or  ethnic  groups  are  more  likely  to  be 
overweight  or  obese  than  others. 

CottseQuances  ofAdotescenl  Nulrltion  and 
Fitness  Froblems 

Matautrition,  low  levels  of  physical  activity, 
obesity,  and  other  nutrition  and  fitness  problems 
experienced  by  U.S.  adolescents  have  immediate 
con»quences  (e.g.,  failure  to  grow,  decreased  resis- 
tance to  disease,  lack  of  energy,  obesity)  and  may 
also  have  long-term  consequences.  ITiis  section 
reviews  evidence  for  both  the  immediate  and  long- 
term  consequences  of  nutrition  and  fitness  problems 
during  adolescence. 

Immediate  Consequences  of  Notritional  and 
Fitness  Problems  During  Ailoiescence 

Immediate  Consequences  of  Nutritional  Prob- 
lems— The  biological  functions  of  selected  dietary 
substances  in  humans  were  reviewed  in  box  7-B 
earlier  in  this  chapter.  Insufficient  caloric  intake  can 
lead  to  death  by  starvation  and  insufficient  intake  of 
vitamins  and  minerals  can  lead  to  diseases  such  as 
scurvy  or  pellagra.  Fortunately,  starvation  and  dis- 
eases caused  by  vitamin  and  mineral  deficiencies  are 
rare  in  this  country  (226). 


Adolescents  whose  caloric  infolds  are  too  high 
may  experience  weight  gain,  leading  to  ovmveight 
or  obesity.  Those  whose  caloric  intakes  are  low  may 
experience  weakness,  weight  loss,  physical  inactiv- 
ity, and  less  than  optimal  j^wth  (186).^®  Excessive 
leaimess  is  associate  with  health  |m>bleim  and 
premature  death.  Meal  skipping  is  associated  with 
lower  intidces  of  several  nutrients  on  a  daily  basis. 
Recent  data  suggest  that  5  percent  of  U.S.  adoles* 
cents,  especially  f^ramles,  are  chronic  meal  ski{^>ers 
(142).  This  finding  may  be  cause  for  ccmcm 
because  low  calorie  diets  (e.g.,  undor  1 ,800  calories) 
may  make  it  difficult  to  intake  standards  for 
some  essential  nutrients,  such  as  iron  and  calcium, 
without  suppl^entation.^^ 

As  noted  in  box  7-B,  iron  deficiency  may  result  in 
an^nia,  causing  decreased  physical  ability,  im- 
paired body  ten^)eratuie  i^gulaticn,  lowered  resis** 
tance  to  infection,  and  alterations  in  behavior  and 
intellectual  p^ormani^  (49).  Calcium  intake  and 
absorption  are  necesmy  for  adequate  bone  growth 
during  adolescence  (1S2)«  Zinc  deficieni^  has  not 
been  found  to  in^air  the  cafmctty  for  aerobic 
exercise  in  animals  (128),  but  strength  may  be 
affected  (114). 

Immediate  Consequences  of  Low  Levels  of 
Physical  Activity — During  adolescence,  physical 
activity  can  influence  growth  and  develqmient  of 
skeletal  bone,  muscle,  and  fat  (142).  Health  values 
of  chUdhood  physical  activity  include  relationships 
to  obesity  (s^  below)  and  to  physical  fitness  and 
functional  capacity  (196).  In  adiults,  participation  in 
high^intensity  aerobic  exercise  has  b^n  ^own  to 
improve  self-concept  ( 1 30)  and  this  may  also  be  true 
for  adolescents. 

Immediate  Consequences  of  Obesity — Obesity 
has  immediate  and  delayed  effects  on  social  devel- 
opment and  health  (100,142).  Poor  body  image  and 
a  decreased  sense  of  personal  worth  are  common 
among  obese  adolescents^  especially  if  obesity  dates 
from  childhood  (34^9,175).  Obesity  further  encour- 
ages the  tendency  towards  physical  inactivity  (10,142) 
and  is  associated  with  an  increased  risk  of  hyperten- 
sion and  high  blood  cholesterol  (sec  below)  (20,54, 
71,85,180,246). 


^^A^lesccms  with  the  eating  disorders  anorctta  oervosa  and  bulimia  (discussed  below)  cJipenoKe  weight  toss  and  other  problems  that  pose  iievere 
threats  to  their  health. 

I{tt9.  the  NAS  Food  and  Ntmitt(m  Board  recomineoded  that  individuals;  eat  diets  composed  of  s  variety  of  foods  rather  dian  rely  on 
sopptaDentatlon  or  fbrtiHcatton  (153). 
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Risk  of  Chronic  Diseases  Later  in  Life 

Some  nutritional  and  fitness  behaviors  during 
adolescence,  Aouj^  not  immediately  tfareateoing  to 
the  adolescent  population,  may  be  associirted  with 
dironic  diseases  later  in  life. 

In  a  recent  comprehensive  review  of  the  effects  of 
diet  on  health,  an  NAS  conmiittee  drew  the  follow- 
ing conclusion: 

A  comprehensive  review  of  the  q>idemiologic, 
cUnical,  ;md  laborat<»y  evidence  indicates  that  diet 
influences  the  ri^  of  sevend  majw  chnmic  disea^. 
The  evidence  is  vciy  strrag  for  athoioscleiotic 
cardiovascular  diseases  and  hyperi^ion  md  is 
tiighly  Asggestive  for  ceitain  fomns  of  camrer  (espe- 
cially cancers  of  die  esophagus,  stcmiach,  l^e 
bowel,  breast,  liing«  and  fnostale).  Fimfaenrnm, 
ceitain  dietary  pattmis  predispose  to  dental  cari« 
and  chronic  liver  disea^»  arid  a  positive  energy 
balaiKe  produces  obesity  aiH)  increase  die  risk  of 
non-insuUn-dependent  dial^etes  mellitus.  However, 
the  evidence  is  not  sufficient  for  drawing  ccHictu* 
sions  about  the  influence  of  dietary  patterns  on 
o^e(^xm>sis  and  chnmic  renal  disease  (152). 

The  NAS  committee  also  cautioned  as  follows, 
however: 

Most  chronic  diseases  in  which  nutriticsial  factors 
play  a  role  also  have  genetic  and  c^tt  envsnmmcntal 
deteraiinant$«  tnit  not  all  the  environnmital  risk 
factors  have  been  clearly  characterized  and  su^^i- 
ble  genotypes  usually  have  not  been  identified. 
Fuithemune,  tiie  mechanisms  of  genetic  and  envi- 
ronmental interm:tions  involved  in  disease  are  wi 
fully  understood.  It  is  evident  that  dietary  patterns 
are  important  factors  in  the  etiology  of  several  major 
chronic  diseases  and  that  dietary  modifications  can 
reduce  such  risks.  Nevertheless,  for  most  diseases*  it 
is  yet  possible  to  provide  quantitative  estimates 
of  the  overall  risks  and  benefits  (152). 

It  is  important  to  note  that  the  NAS  committee  did 
not  spwifically  review  the  effects  of  adolescents' 
dietary  patterns  on  health  during  adulthood*  There  is 
in  gen^^  very  little  inform^uion  on  such  effects. 
While  more  research  on  the  impact  of  adolescent 
dietary  patterns  on  adolescents'  immediate  and 
future  health  is  clearly  needed,  the  available  research 
on  diet  and  chronic  disease  suggests  that  adolescents 
might  be  well  advised  to  follow  prudent  dietary 
reccHiunendations  and  should  receive  continuing 
education  about  links  between  diet  and  health  as 
^  «iich  information  becomes  available. 
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Risk  of  Ob^ty — Thou^  most  cbcx  adoles- 
cats  do  not  bc«yme  obese  adults,  it  is  difficult  to 
predict  (exospt  fm  the  most  obese)  who  will  persist 
in  their  cbmty  (2A2y  It  app^^  however,  tibat  the 
risk  of  continued  adult  ob^uQ^  ris^  the  longer  an 
adolescent  remains  obese  (85).  Continued  ol^ty  is 
especially  likely  to  be  associated  with  increased 
ri^  of  lata  hypertension,  high  scrum  cholesterol 
and  coronary  aitay  disease,  adult-onset  diab^es 
n^llitus,  gall  bladder  disease,  an  increase  in  ceitain 
forms  of  cancer,  and  other  medical  problems  (85,1 33, 
237). 

Risk  of  Coronary  Artery  Disease— Comiary 
aitoy  disease  in  adul^  is  highly  associated  with  hi|^ 
cholesterol  levels — paiticularly  high  low-density- 
lipoffotein  (LOL)  levels  iuk!  low  hi]^-density- 
lipoi^otein  (HDL)  levels — {Aysical  inactivity,  and 
high  blood  pressure  (139,206,251).  The  Palhobiol- 
ogical  Determinants  of  Atherosclerosis  in  Youth 
(PDAY)  and  the  Bogalusa  Heart  studies  have 
re^^ently  shown  that  high  LDL  and  low  HDL  levels 
in  adolescence  are  associated  with  arteiy-nanowing 
plaque  (139)  and  that  high  cholesterol  levels  may 
follow  an  adolescent  into  adulthood  (251)* 

Recently,  an  expert  panel  on  blood  cholesterol 
levels  in  childroa  and  adolescents  at  the  National 
Cholesterol  Education  Program  of  the  National 
Instinites  of  Health  suggested  selective  cholesterol 
screening  of  some  children  and  adolescents  (i.e., 
those  who  have  a  family  history  of  premature 
cardiovascular  di^ase  or  at  least  one  parent  with 
high  blood  cholesterol)  (237).  But  in  one  study,  the 
predictive  value  of  the  occurrence  of  high  choles- 
terol in  adolescence  for  hig|i  cholesterol  in  adult- 
hood is  questioned;  of  children  with  cholesterol 
concentn^ons  exceeding  the  75th  percentile,  75 
percent  of  the  females  as  adtilts  and  56  percent  of 
males  as  adults  did  not  qualify  for  intervention  using 
the  National  Cholesterol  Education  Program  criteria 
(118). 

There  is  no  evidence  that  fitness  during  adol^- 
cence  has  a  direct  effect  on  adult  healUi,  but 
establishing  lifetin^  activities  (e.g.,  walking,  run- 
ning, and  cycling)  during  adolescence  may  encour- 
age continued  adult  participation  in  physical  activity 
(196).  Increased  physical  activity  in  adults  has  been 
associated  with  an  overall  decreased  risk  of  coronary 
heart  disease  (22446462463,171,197). 

Risk  of  Diabetes — Diabetes  is  the  most  common 
of  the  serious  metabolic  diseases  (69).  lype  I 
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(insulin-dependent)  diabetes  usually  begins  in  ado- 
lescence, lype  n  (mm-insulin-(jtepaident)  diabetes 
usually  begins  in  middle  life  or  beyond. 

The  develqm^t  of  Type  I  diabetes  occurs  when 
an  environmental  event  (e.g.,  a  viral  infi^rtion) 
triggors  an  autoimmune  reacticm  in  a  genetically 
susceptible  individual  (69). 

The  development  of  Type  n  diabetes  is  less  well 
unde^ood  (69).  The  disease  runs  in  families, 
however,  and  the  typical  patient  is  ovnweighL  As 
noted  above,  an  NAS  committee  concluded  that  a 
positive  en^gy  balance  (i.e.,  too  many  calories) 
produces  obesity  and  thus  increases  the  risk  of  Type 
n  diabetes  (152). 

Risk  of  Cancer — ^Excess  dietaiy  fat  and  low 
intakes  of  plant  foods  and  vitamin  C  are  dietary 
factors  mo^  strongly  linked  to  inoieased  risk  of 
some  cancm^  (152).  Genmlly,  increased  weight 
relative  to  height  is  associated  widi  increased  risk  of 
cancer  (195).  Caloric  expendUure  or  some  other 
factor  associated  with  physical  activity  in  recreation 
or  employment  may  be  associated  with  decreased 
risk  of  some  cancers  (73,76.82,245). 

Ride  of  Osteoporosis — ^Begin  too  Uiin  is  linked 
with  osteoporosis  in  women  and  thinness  is  associ- 
ated with  poor  nutrient  (e.g.,  calcium)  intakes  (226). 
However,  the  relationship  of  dietary  calcium  to 
osteoporosis  is  uncertain  (152,226).  It  does  appear, 
however,  that  higher  intakes  of  calcium  and  iron  by 
won»n,  especially  during  adolescence  and  ^ly 
»lulthood  can  increase  bone  mass  and  delay  the 
onset  of  fracnires  later  in  life.  The  level  of  bone  mass 
achieve  at  skeletal  maturity  (generally  in  the 
mid-twenties)  is  a  major  factor  modifying  the  risk 
for  fractures  (152). 

Conclusions 

The  consequences  of  adolescents'  nutrition  and 
fitness  problems  may  directly  affect  individuals 
during  adolescence  or  later  in  life.  Some  adolescents 
experience  immediate  effects,  such  as  poor  bone 
growth  due  to  calcium  deficiency,  lack  of  energy  due 
to  iron-deficiency  anemia,  impaired  resistance  to 
infection,  ot  obesity  due  to  a  combination  of 
genetics,  diet,  and  sedentary  behavior. 


Little  research  has  been  directed  to«^  the 
effects  of  adolescent  dietary  and  physical  urtivity 
patterns  on  adult  cJutmic  disease,  but  some  evidence 
suggests  tim  die  ultimate  consequemses  of  a  long- 
tram  pattern  of  poor  nutrition  and  low  levds  of 
physical  activity  may  be  life-direatening.  As  a 
consequence,  the  recent  console  document, /f£a£f^ 
People  2000^  made  the  recomn^dations  shown  in 
box  7-D. 

Adolescents  With  Particular  Nutritional  and 
Fitness  Problems 

Some  adoles(^ts  ha^  special  nutritional  and 
fimess  problem.  As  discussed  below,  actolescents 
who  are  pregnant  or  lactating  need  intjeased  energy 
intakes  and  other  nutrients.  Adolescent  athletes  also 
have  q)ecial  nutritional  needs  and  wl^equent  prob- 
lems. CMber  adolescoite  with  special  needs  include 
adolesonts  with  eating  disorders  such  as  anorexia 
and  bulimia  and  adolescents  with  s«ious  chronic 
physical  or  mental  conditions  ani  disabilities  who 
nmy  have  eidier  difficulty  making  proper  nutritional 
choice,  decreased  mobility,  or  decreased  access  to 
facilities  that  ]m)vide  exercise  assistance. 

Pregnant  Adolescents^^ 

The  diets  of  pregnam  younger  adolescents  are 
often  deficient  in  energy,  calcium,  and  iron.  Special 
problems  with  nutritional  iixq}lications  include  ges- 
tational di^ibetes,  pregnancy-induced  hypertension, 
inadequate  prepregnancy  weight,  inadequate  weight 
gain  during  pregnancy,  and  iron-deficiency  anemia 
(24). 

Anemia  during  pregnancy  is  associated  with 
premature  delivery,  low  birth  weight,  and  fetal  death 
(80,148).  The  Centers  for  Disease  Control's  (CDC) 
1987  Pregnancy  Nutrition  Sunreillance  System  gath- 
ered hematologic  data  (which  define  anemia)  on 
63,709  low-income  pregnant  women  from  ages  15  to 
39  (230).  CDC  found  that  die  prevalence  of  anemia 
during  the  third  trimester  of  pregnancy  was  higho'  in 
pregnant  adolescents  (ages  15  to  19)  dian  in  odier 
age  groups,  and  for  all  age  groups,  black  women  had 
a  higher  prevalence  than  white  women  (sec  figure 
7-2). 


»Av8iloWc  evidence  from  epjitenlologic  aod  animal  research  suggests  thai  a  Wgb  fat  intake  it  associated  with  ioocased  risk  of  csoocra  of  the  colon. 
|WStfltc.aiHjbrcart{152).Vjtaniii»Cniay  protect  «gaiijastor.achcam:cr(152).NASfoii^ 
CI 

^    2«Fof  further  discus&ton,  sec  ch.  10.  ''Pregnancy  and  P&rtntiiig:  Pnrvemioo  aod  Services*"  in  this  volume. 
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FiQuro  7*2 — Prevalence  of  Anemia  Among  U^.  Women 
During  the  Third  Trimester  of  Pregnancy, 
by  Race  and  Age,  1987» 
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«Da!a  ar»  1987  data  trom  1h«  Csntars  for  Dlssasa  Contrc^'s  Pregnancy 
Nulfftlon  SurvalMaiw*  Systam. 

SOURCE:  U.S.  DBpartnwit  of  H»aHh  and  Human  SwvteBS,  Pu«ic  H«alth 
S«rvic«  C«otefS  for  DiMas»  Contnol,  "Anawla  Dufbg  Prog- 
fMincy  bi  Low-lnconw  Wbmen,  UnUad  aatM,  1987,"  Mortfkfty 
and  Uottallty  WtoeWy  Report  39(5)  :73-76,  F*b.  9, 1990. 

According  to  the  CDC  study,  there  is  some 
evidence  that  participation  in  public  nutrition  pro- 
grams (e.g.,  the  Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children  (WIC)^)  may 
inqnove  iron  nutrition  status  and  reduce  the  preva- 
lence of  anemia  in  all  age  groups  of  low-income 
pregnant  women  {setf  figure  7-3).  The  WIC  program 
focuses  on  low-income  pregnant  and  lactating  women 
and  on  children  under  age  5.  Only  3  percent  of  those 
participating  in  WIC  are  pregnant,  breastfeeding,  or 
postpartum  females  under  age  18.-' 

Adolescent  Athletes 

Participating  in  activities  that  require  a  certain 
weight  or  body  type  may  in  some  cases  lead 
adolescents  to  engage  in  unhealthfiil  behaviors.  For 
example,  activities  that  require  thiimess  for  either 
aesthetic  or  performance  purposes  (e.g.,  wrestling, 
gymnastics,  dance)  may  cause  adolescents  to  be- 
come undernourished,  bulimic,  anorexic,  or  amen- 
orrheic  (females),  and  affect  testosterone  levels 
(males)  (136).  Activities  that  require  greater  body 
mass  may  lead  adolescents  to  use  steroids  or  become 
susceptible  to  fraudulent  health  food  claims  (29,66). 


Figure  7-3— i^evalenoe  of  Anen^  Among  U.S.  Women 
During  the  Third  Trimester  ot  Pregnancy,  by  Race  and 
Trimester  of  Enrollment  In  Public  HMlth  and  Mutrttlon 
Programs,  1987* 
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Third 


li  White 


Black 


^Data  af»  1987  <to1a  from  th«  Cwrters  for  Disftasa  Control's  Pregnancy 
Nutrition  Sury^nano»  Systwn. 

KJURCE:  U.S.  D^r^wmt  tA  Haatth  and  Human  Sw  vtoas,  PuWIc  HMllh 
S»fvte»,  Cantws  for  Ksaaw  Contwrf.  "AhotIb  Durtna  Pr»9- 
nancy  bi  Um-Uwrm  Wbman,  UnHad  Satw.  1987."  UottMitf 
and  ¥ormty  Weakly         TO{5):73-78.  Fab.  9, 1990. 

It  is  not  clear  to  what  extent  coaches  or  physical 
education  teachers  currently  work  with  adolescents 
so  that  they  avoid  unhealthful  practices  and  obtain 
adequate  levels  of  essential  energy  and  nutrients. 

Female  Athletes — Female  athletes  may  become 
amenonheic,  which  can  be  detrimental  to  bone 
health;  consequently  these  females  can  experience  a 
higher  prevalence  of  scoliosis  (249)  and  stress 
fracnires  (17,121).  They  are  abo  inclined  toward 
vegetarianism  (201),  resulting  in  weight  loss,  and 
excessively  low-fat  fiber-rich  diets  which  increase 
fecal  loss  of  estrogens  and  reduce  circulating  estro- 
gens (84,94).  The  quality  of  their  diet  itself  could 
help  induce  amenorrhea  by  altering  reproductive 
hormone  levels.  Female  athletes,  more  than  males, 
are  also  likely  to  be  iron  deficient  (158,178). 

Male  Athletes — Surveys  of  adolescents  attend- 
ing high  school  show  an  increasing  consumption  of 
illegal  anabolic  steroids^  to  increase  muscle  mass 
and  strength  for  athletic  competition  (29).  The  use  of 
anabolic  steroids  in  adult  strength-trained  athletes 
affects  blood  lipid  profiles;  there  is  a  55-percent 
decline  in  HDL-cholesterol  and  a  25-percent  in- 


I2S«  the  sccUon  bdow  on  F«Jcnd  prognuns  pcmining  to  adolesce,  nutrition 
sec  ch  10  ••P^gnancy  and  Parcntiiig:  Pi^attioVand  Scviccs."  in  this  volume  for  discussion  of  Federal  programs  avallabte  to  prtgnanl  adotescents. 
»S«e  ch.  19.  'TtK  Role  of  Federal  Agencies  in  Adolescent  Health.  '  in  Vol.  ID  for  more  discussion  of  Ftdcnd  agencies'  emfdusis  on  adolescems. 
2«Thc  Aoli-Dreg  Abuse  Act  of  1988  (Public  Law  10W90)  made  un^provcd  use  of  anabolic  steroids  Ulegal. 
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Photo  cmifi:  Koffm^  Cfis$ 

Participate  in  actlWtles  that  rec^ire  a  carton  ^gt)t  or 
body  type  may  In  sorm  cashes  lead  adolesoents  to  engage 
In  unhealthftif  behaviors  such  as  having  dl^  that  are 
too  low  In  essential  nutrients. 

crease  in  total  cholesteroL  indicating  a  possible 
higher  ri^  for  cardiovascular  disease  (95,250). 
These  drugs  also  impair  the  n^taboUsm  of  glucose 
(41,83)  and  favor  net  accretion  of  bcxiy  protein, 
especially  as  muscle  mass  (66).  Immolate  effects 
such  as  acne,  baldness,  reduced  libido,  bueast 
growth,  impaired  sexual  function  (257),  and  affec- 
tive and  psychotic  symptoms  (170)  may  present 
more  persuasive  arguments  against  their  use  by 
adolescent  males  as  opposed  to  the  more  long-term 
effects  such  ^  cardiovascular  disease. 

Adolescents  have  much  higher  rates  of  sports 
injuries  than  younger  children  (75,179).^  Older 
adolescents  (ages  16  to  19)  experience  more  sports 
injuries  requiring  treatment  than  do  other  age  groups 


(50).  Overall,  acceding  to  one  survey  of  adoles- 
cents, males  experirac^  tte  most  (almost  75  pCTcent) 
Imports-related  injuries  (129).  Feniales,  however, 
experience  more  injuries  related  to  specific  activities 
and  sports  than  males  participating  in  die  same 
activity  OT  sport  at  a  similar  rate  (9,169).  Aroording 
to  Bar-Or,  adolescent  athletes  and  their  coadies 
should  be  warned  of  the  risk  for  low  bone  mineral 
^ores  (irrespective  of  calcium  intake),  fractures,  and 
hypothermia  or  hyperthemiia  while  exercising  in 
cold  or  hot  temperatures  (16).  The  American  Acad- 
emy of  Pediatrics  Committee  on  Sprats  Medicine 
and  Conunittee  on  School  Health  recommends  that 
all  coaches  ^cmld  be  certified  (4).  Only  16  percoit 
of  high  schools  nationwide  have  a  certified  athletic 
trainer  or  comparable  professional  on  staff  (42). 

Aiiolescents  With  Eating  Disorders 

Two  serious  eating  disorders  that  afflict  U.S. 
adol^ents  are  anorexia  nervosa  and  bulimia.  Ano- 
rexia n^osa  is  a  mental  disorder  characterized  by 
an  intense  fear  of  booming  obese  and  a  refusal  to 
eat,  leading  to  a  significant  weight  loss  (at  least  25 
percent  of  body  weight)  (6).  Bulimia  is  a  mental 
disorder  characterized  by  a  compulsicm  to  binge  and 
then  purge  the  body  by  self-induced  vomiting  or  use 
of  laxatives  (6)*  Adolescents  with  bulimia,  most  of 
whom  are  females,  may  experience  weight  fluctua- 
tions of  more  than  10  pounds. 

Anorexia  nervosa  and  btilimia  present  serious 
threats  to  adolescents'  physical  health,  including 
dehydration,  homional  imbalance,  and  deletion  of 
important  minerals  (1 1,25,77,92,99,106,1 12).  With- 
out treatment,  including  psychological  counseling, 
medical  treatment,  and  dietetic  advice,  some  adoles- 
cents with  anorexia  may  die.  Bulimia  can  have 
serious  consequences  for  adolescents'  later  physical 
development, 

Oie  recent  survey  suggests  that  the  prevalence  of 
anorexia  among  U.S-  females  ages  15  to  19  is  0,5 
percent  (126).  The  prevalence  of  bulimia  in  the  U.S. 
population  is  estimated  to  be  2  percent  (143). 
Adolescents  with  anorexia  nervosa  or  bulimia  need 
psychological  counseling  and  medical  txeatment. 
Adults  who  teach,  coach,  or  train  adolescents  should 
recognize  signs  of  the  eating  disorders  in  their 
charges  and  refer  those  at  risk  for  treatment  Student 
health  services  in  schools  should  similarly  be  able  to 
a^ist  students  with  these  {problems. 


^See  ch.  5«  "Accidcnlal  lajuries:  Prevemkm  and  Sovices/*  is  this  votume. 
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Table  7-7--Exampi(»  of  Ctircmic  Diseases  and  Conditions  Witti  NuMtion  and  FItoiess 
Implications  Aimi^  US.  Children  A|pes  0  to  20, 1080 

PrevalonoB  pBT 
1,000  chfhhan  ages 

Dteentef  Ote  20  years  Nutritton  and  fitness  Inyllcattons 

Arthritis ,   2^  FsecSf^  cSfftadltes,  critesity,  dtet-drug  inter* 

act^ts,  moMtlty  Wtibtted.  possibly  sdtered 
gioivth 

Asthma    38.00  Mobility  may  be  bMbtted 

Central  nenms  system  injury , , .      2.1S  Fsedtns  and  mobility  difficulties 

Cerebral  palsy   aSO  Fsedlngandm^iQttydlfftoultles 

Chronic  renal  falltffe   0.08  TTm^9euticdi8lsrequfred,w&ffittngandd^yed 

Qfowth  oomnwi 

Ciefl  lip  or  palate   1.50  f=eed^d]fftoulHesif  f^repabed 

Congenital  h(^  disease   7.00  Th^^EVOutic  diets  m^  be  required  If  severe, 

mcribUity  ctffsctedi  dtet-drue  Interactions, 

growtt)  relardatton 

Cystic  flbrt^   0.20  Tlisrapeutlc  diets  needed.  (S^-dnigtnteractions, 

growth  retardation 

Diabetes  memtus   1.80  T})srapeidiotfiel8neededl<8el^nigint^actior^ 

praE^  groivtti  rstanbttan,  ei^cise  must 
t)e  planned 

Down's  syndrome   1.10  FeedinscDfftottftiM  if  severe,  obesity,  en>wth 

retardation 

Lsuitemia    0.11  Anorsxia  at  some  staffs,  diet-drug  bitera^iOTs, 

growth  retardatton 

Memat  retardatton   ^.00  Feedlr^  difftotillm  If  severe*  obedty,  emacia- 

tion,  ^owth  retafdatim 

Muscular  dystrophy   0.06  %>eoial  forms  and  rmites  (rf  feeding  required, 

diet-drug  interactions,  feeding  and  mc^nty 
diffiouWes,  growtti  rstardatkm 

Spina  bifida   0.40  Therapeutic  diets  rsqutrad,  obesity,  moUlity 

problems 

Phenytketomjria   0.10  TTmapeutlc dtots required, j^owth retardation 

Biind^ss   0.60  Feeding  difficulties,  ob^Jty,  mobility  probtems 

SOURCE:  Adaf^edfmm  S.L  Qof1m^arKmS«^ppeftftoid*  t^hmnieGitfkfimd  DftwdartiPravatmctfandlmpact,'* 

Adolascents  With  Chronic  Conditions  and  Physical  allow  independent  exercise  (194).  There  are  limited 

Disabilities  c^)poitunities  for  adolescents  with  physical  and 

developmental  disabilities  to  engage  in  fitness- 
Serious  chronic  conditions  and  disabilities  often  related  activities,  although  there  is  considerable 
have  nutritional  or  fitne^wnsequenw^  evidence  that  such  activity  would  benefit  such 
cents  (see  table  7-7)/^  Chrome  conditions  and  adolescents  (160), 
disabilities  th^  are  indirectly  associated  with  hy- 
poactivity  (abnormally  low  levels  of  activity)  in-  i,t    •  • 

elude  massive  obesity,  asthma,  diabetes,  blindness.  Nutation  counsehng  and  mterventions  can  help 

Down^s  syndrome,  and  mental  retardation  of  other  mmmuze  or  ehmmate  preventable  causes  of  poor 

types  (14,194,199^09),  growth.  Unfortunately,  schools  and  school  food 

services  often  lack  technical  skills  or  money  to 

Adolescent^  with  disabilities  that  preclude  walk-  inq)lement  sp^al  healtht  food^  and  educational 

ing  tend  to  be  fatter  and  less  active  than  normal  services  often  needed  by  disabled  adole»:ents  (93). 

adolescents.  Low  physical  activity  may  explain  the  'Hie  role  of  nutrition  could  be  stressed  in  die  care  of 

lower  aerobic  ability  and  greater  fatness  found  in  disabled  and  chronically  ill  adolescents  by,  for 

blind  adolescec^  (194).  Although  near  normal  example,  including  a  nutritionist  on  the  healUi  care 

aerobic  fitness  cm  be  achieved,  most  blind  adoles-  team  or  emphasizing  nutrition  in  physical  training 

cents  lack  sighted  guides  and  adequate  facilities  to  programs. 


^^Sec  cb*  6,  *  'Oiroiiic  ftiysical  ninessfs:  Prevention  and  Services,' '  in  this  volume  for  a  discussion  of  Ihe  difficulties  faced  by  many  adolescents  wilb 
serious  chronic  conditions  and  disabilities. 
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TVplcaOyt  physical  fitms8  Opportune 
adotosoents  with  physical  dlsaUUtiss  are  nmltad 
aaity  adotosoants  at  the  KOTtudcy  School  for  tt^ 
Daaf  betong  to  a  soco9r  taam. 

Phen^'lketonuria — ^nienyBcetcmuiia  is  a  genetic 
dtsordOT  of  amino  acid  n^taibolism  that  is  charact^- 
ized  by  the  inability  to  metabolize  the  amino  acid 
phenylalanine  (156^19),  Although  no  abnoraiali- 
ties  are  apparent  at  burth»  blood  levels  of  phenylalan- 
ine rise  nqndly  after  protein  feedings  are  begtm,  and 
if  diagnosis  and  dietary  treatment  is  not  begun 
within  30  days  of  birth,  severe  n^tal  retardation 
will  result  (181). 

Phenylalanine-restricted  diets  are  known  to  en- 
hance normal  intellectual  development  in  children 
with  phenylketonuria^  Studies  suggest  that  continua- 
tion of  such  th^^utic  diets  throughout  adoles- 
cence could  maintain  a  child's  intellectual  achieve- 
ment (38424), 

Juvenile-Onset  Diabetes — As  noted  earlier,  there 
are  two  major  types  of  diabetes.  Type  I  (insulin- 
dependent)  diabetes  typically  has  its  onset  in  child- 
hood or  adolescence.  Age  14  is  the  peak  age  for 
incidence  of  disease  (69), 

Insulin  is  required  for  treatment  of  all  type  I 
patients  (69).  In  addition*  adolescents  with  type  I 
diabetes  must  follow  a  specified  dietary  regimen. 
Therapeutic  diets,  in  conjunction  with  exercise  and 
drog  therapy,  control  some  of  the  con^lications  of 
type  I  diabetes  (such  as  insulin  shock,  diabetic 
ketoacidosis*  coma*  and  hypoglycmic  reactions) 
(74).  In  adolescents,  as  well  as  adults,  dietary 
cooperation  is  sometimes  enhanced  if  the  patient  is 
occasionally  allowed  a  special  treat  (e.g.,  a  dessert 
ordinarily  forbidden)  with  the  imderstanding  that 
o 
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resunq)ti(»i  of  ttw  diet  will  begin  the  next  day  (69). 
Studies  suggest  diat  overweight  diabetic  adolescents 
covld  in(qm)ve  flieir  caibohydrate  metabolism  by 
exercising  regularly  (144*17^. 

Adolescents  With  Mental  Retardation  or 
Developmentel  DisaliilNles 

Mental  retardation  may  be  associated  with  sec- 
ondary nralnutrition,  due  to  difficulties  in  f 
to  inadequate  care  (12)*  Thus»  die  nutriticmal  status 
of  mratally  r^arded  adolesced,  living  both  in  and 
outside  of  institutions,  is  of  ccmcem.  According  to 
teacl^TS  and  pairats,  partidpaticm  of  mentally 
retarded  adolescoits  in  physical  fitness  programs 
has  good  p^chological  effects  (199). 

Emotionally  III  Adolescents 

Some  emotional  disorders,  or  their  tre^ments, 
have  nutritional  in^Ucatiosis  (e.g.,  son^  antidepres- 
sant drugs  can  affect  the  appetite).  Nutritional 
guidance  could  be  integrated  inte  settings  for  n^tal 
heahfa  services  provision.  In  adults,  participaticm  in 
high-intensity  aerobic  exercise  has  been  shown  to 
inqnove  self-concept  (130)  and  reduce  dqmession 
(213).  The  possibility  that  aerobic  exercise  could  be 
a  beneficial  addition  to  programs  for  troubled 
adolescrats  ^uld  be  expl(»ed 

Conclusions 

certain  populations  of  adolescents  have  special 
nutritional  and  fitness  needs  which  may  require 
attffltion  by  the  adolescents  themselves,  tibeir  fami- 
lies*  and  the  professionals  around  them.  Heightened 
awareness  of  the  in[qx>rtance  of  mdrition  aiKl  fitness 
to  the  overaU  health  of  these  adolescents  (e.g., 
through  nutrition  education  or  phjrsical  education 
for  the  adolescents,  or  training  programs  fen*  family 
and  i^fessionals)  and  providing  opportunities  to 
achieve  nutrition  and  fimess  goals  (e.g.«  food  pro- 
grams or  access  to  i^ysical  activity  facilities)  could 
help  alleviate  or  prevent  some  problems  experienced 
by  these  adolescents. 

Prevention  and  Treatment  of  Nutrition 
and  Fitness  Prolilems 

Adolescents'  NuMtfonal  Choices 

The  National  Adolescent  Student  Health  Survey 
in  1987  found  that  37  perc^t  of  8th  and  lOtfa  graders 
ate  breakfast  every  day  (the  survey  period  was  the 
"previous  wwk*'),  51  percent  ate  lunch  every  day. 
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and  68  percent  ate  dinner  every  day  (7).  In  contrast, 
16  percent  never  ate  breakfa^  during  the  {^t  week, 
6  pCTceni  never  ate  lunch,  and  1  percent  never  ale 
dimm*  Finales  ate  fewer  meals  in  a  we^  than 
males,  and  10th  grade  females  ate  few^  meals  than 
8th  grade  females.  The  suivey  fomid  that  most  (89 
percent)  of  the  surveyed  8th  and  10th  grade  students 
who  reported  eating  breakfast  ate  their  hreakfast  at 
home,  though  some  (7  percent)  ate  Bt  school  (7). 
Tho%  who  ate  hinch,  however,  typically  obtained  it 
at  school  (72  percent  v.  19  peicent  t^ging  lunch 
finom  home).  Fewer  l(Hh  graito^  than  8th  grad^ 
tat>ught  lunch  £rom  hon^  (13  percent  v.  19  percent) 
though  more  me  lunch  someplace  other  than  at 
school  (13  percent  v.  4  percent). 

The  National  Adolescent  Student  Health  Survey 
also  showed  that  most  8th  and  10th  grade  students 
snack  (only  12  percent  ate  no  snacks  the  day  before), 
and  finlher,  that  most  (61  percent)  of  the  snacks 
consumed  w^ '  *  junk  food* '  (chips,  soda,  candy,  ice 
oeam,  or  cake)  raih^  than  nutritious  ^acks  (fruits, 
vegetal^Ies,  nuts,  juice,  milk,  yogurt,  or  cheese)  (7). 
Male  and  female  snacking  behaviors  were  about  the 
same* 

As  adolescents  grow  older,  conq)eting  demands 
on  their  interests  and  energy  and  potent  social  forces 
(including  peer  pressures^  busy  schedules,  and  sports 
concerns)  rise  in  inqxntance  (1 19,125,136,198,204, 
253),  while  ibe  importance  that  adolescents  attach  to 
nutrition  may  decline  (125).  In  one  study,  45  perc^t 
of  junior  high  school  students  felt  that  nutrition  is 
''veiy  iropoitant^"'  as  conq^r^  with  36  peicent  of 
senior  high  school  students  (125).  Int^stingly, 
nutrition  decreased  in  importance  at  the  same  time 
that  perceived  control  over  nutritional  choices  in- 
creased. Fifty-six  percent  of  junior  high  school 
students  reported  that  they  themselves  have  the  most 
influence  over  what  they  eat,  as  compared  with  74 
percent  of  senior  high  school  students  (125). 

Adolescents  sometimes  emphasize  factors  other 
than  health  or  nutrition  in  making  food  choices  (44). 
For  example,  weight  was  of  great  concern  among 
adolescents  surveyed  in  1989*  especially  females; 
nearly  half  of  all  11th  and  12th  grade  smdents 
surveyed  had  b^n  on  a  diet  at  least  once,  and  the 
vast  majority  who  had  dieted  did  so  for  cosmetic 
rather  than  health  reasons  (125).  Societal  stresses  on 
the  cosmetic  aspects  of  fitness  are  extreme  and  lead 
some  adolescents  to  attempt  to  control  weight  and 
appear  fit  by  restrictive  (and  potentially  harmful) 
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dieting  (34)  rather  than  by  a  omibination  of  diet  and 
physical  activity.  Increasingly,  female  adolescents 
are  concerned  about  their  weight  at  youngs  ages 
(113). 

Influencing  Adole^ants"  HuMtlonal  Choices 

Health  Education 

In  1985,  only  12  States  had  mandated  nutriticm  as 
a  core  content  area  in  school  health  educaticm  (241). 
But,  of  the  80  percent  of  8th  and  10th  graders 
surveyed  in  1987  who  had  at  least  cme  health 
education  class,  74  permit  had  received  nutritional 
instructicm  in  that  class  (7);  this  finding  suggests  diat 
there  is  substantial  dissemination  of  at  l^t  son^ 
nutrition  infcsination.  In  addition,  c^nmunity-based 
progmms  can  reach  targeted  adolescent  populatioiis 
(e.g.,  pregnant  adolescents  not  in  school).  USDA*s 
Food  and  Nutrition  Service  has  prepared  nutrition 
advice  and  infomuuion,  which  is  available  for 
groups  with  special  nutriticmdl  needs  (222).  Food 
and  nutrition-related  ^rvic^s  in  rural  areas  could  be 
e>^anded  and  links  with  ahmly  existing  services 
could  be  explored  (e.g.,  the  Coc^xnative  Extension 
Service  of  USDA  has  offices  in  almost  every  county 
which  is  suf^xmed  by  a  State  office)  (222).  State 
health  departments  provide  nutrition  education  ma- 
terials, nutrition  counseling,  and  nutrition  consulta- 
tion to  targeted  populations  and  to  programs  devel- 
c^>ed  for  them. 

But  inCTeasing  knowledge  about  proper  nutrition 
alone  does  not  necessarily  in^>rove  eating  habits. 
Although  67  percent  of  1  Idi  and  12th  grade  students 
reiK)rted  that  ^turated  fat  and  cholesterol  should  not 
be  eaten  in  excess,  this  knowledge  had  only  a  slight 
influence  on  consumption  of  foods  high  in  these 
constituents  (125).  Tbt  mann^  in  which  the  infor- 
mation is  presented  may  influence  its  impact.  For 
example,  adolescents  regard  nutrition  education 
curricula  that  neglect  food  prefa:ences  and  other 
motivational  factiH^  as  bcning  and  im^lcvant  (33). 
Other  school-based  health  promotion  activities  have 
been  eff^tive,  however.  For  example,  one  school- 
based  approach  resulted  in  the  short-term  reduction 
of  cardiovascular  disease  risk  factors  in  lOth  graders 
by  modifying  diet  and  exercise  (1 10), 

Marketing  science  experts  r^gnize  that  adoles- 
ccnts  have  special  wants,  and  they  tailor  a^>eal$  to 
the  youth  market  to  meet  them  (81).  AppropriiUe 
motivation  and  modifications  in  the  ^ial  environ- 
ment help  to  persuade  adolescents  and  adults  to  give 
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more  priority  to  healthful  foixi  choices  when  they 
decide  what  to  eat  (253). 

Food  Labels 

Data  from  the  National  Adolescent  Student 
Health  Survey  in  1987  suggest  that  adolescents  in 
the  8th  and  10th  grades  are  able  to  apply  basic  skills 
in  solving  nutrition-related  consumer  problems  but 
lack  certain  sp^ialized  consume:  information  which 
would  permit  them  to  make  wise  food  choices  (7). 
Riithw,  only  27  parent  had  previously  nreeivcd  any 
ideation  or  instniction  during  school  in  interpret- 
ing food  labels.  Hie  current  national  debate  on  the 
content  of  food  labek  (108449)  highlights  the 
importance  of  information  in  making  informed 
nutritional  choices.  In  addition  to  r^conmiending 
Federal  regulations  regarding  nutrition  labeling,  a 
recent  Instimte  of  Medicine  report  calls  for  regula- 
tions that  would  require  fast-food  restaurants  to 
]m>vide  nutrition  information  to  consumers  (149). 

Menus  in  Schools  and  Institutions 

Many  schools  incorporate  the  principles  of  USDA 
and  DHHS'  Dietary  Guidelines  for  Americans  (227) 
in  their  meal  planning  (241).  Nevcalheless,  it  has 
been  reported  that  school  meals  are  high  in  fat 
(37J0J64).  Modifying  school  menus  appears  to 
command  some  public  support  (216).  Chie  study 
successfully  altered  the  diets  of  students  by  modify- 
ing the  menu  and  the  way  foods  were  prepared  (the 
polyunsaturated-to*saturated  fat  ratio  of  the  diet  of 
students  who  woe  served  fat-modiiied  diets  in- 
creased significantiy)  (61). 

Low-income  adolescents  in  participating  schools 
can  r^eive  breakfast  and  lunch  at  school  free  or  at 
a  reduced  price  (see  section  below  on  Federal 
programs).  USDA  prepares  recipes  for  schools  to 
use  in  planning  tiieir  meals.  Evaluations  of  these 
meal  programs  have  shown  that  they  have  a  positive 
overall  effect  on  the  nutritional  intake  of  the 
participants  (216),  although  as  noted  above,  they 
may  be  high  in  fat. 

Conclusions 

Nutrition  education,  either  as  a  component  of 
school  health  education  curricula  or  more  targeted 
outreach  programs,  is  available  from  a  number  of 
sources  and  most  adolescents  aiq)ear  to  receive  some 
nutrition  education,  at  least  while  they  are  in  school. 
There  is  littie  infonnation  about  the  effect  of 
nutrition  education  on  adolescent  dietary  behaviors, 
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though  some  studies  show  that  th^  are  effective 
intervrations.  Plroviding  nutritional  foods  in  meals 
inovi(fed  by  schools  may  |xnovide  as  much  benefit  to 
adolescents  as  nutrition  education  does. 

Influencing  Molmeats'  Physical 
Acti^fy  Levels 

Physical  Education  in  Schools 

As  no^  above,  students  attend  i^ysical  educa- 
tion classes  in  decreasing  numbers  throu^out 
adolescence.  Furtha«  these  classes  do  not  {novide 
much  oj^Kvtunity  for  physical  activity  (20  percent 
of  class  time)  (13).  The  en^hasis  in  physical 
education  classes  is  on  con^titive  sprats  rather 
than  on  activities  and  skills  that  can  be  more  easily 
carried  over  to  lata-  years  (e  g,,  swimming,  tennis, 
and  cycling)  (13,196).  Although  there  is  little 
adolescent  specie  information  on  the  effect  of  not 
particq»ting  in  so-called  "lifetime"  physical  activ- 
ity during  adolesc^ce,  then  is  a  general  c(msensus 
that  adolescents  could  benefit  firom  additional  {Aysi- 
cal  activity  (e.g.,  3,241). 

Community  Facilities  for  Physical  Activities 

Several  observers  have  suggested  that  every 
adolescent  should  have  access  to  public  facilities 
and  ccmununity  programs  that  encourage  safe, 
beneficial,  enjoyable  physical  a-nivity  (177,184). 
Many  adiUts  believe  that  greater  availability  of 
exercise  facilities  would  help  th«n  become  more 
involved  in  regular  exercise  (241).  Tb  OTA's 
knowledge,  adolescents  have  not  been  asked  about 
dieir  recreational  needs  or  prefbences.  A  1986 
survey  of  municipal  and  county  park  and  recreation 
departments  found  that  the  average  number  of 
citizens  per  managed  acre  was  well  within  the 
standards  set  by  the  National  R^^ieation  and  I^k 
Association  (138).  But  the  numbers  of  trails  (for 
hiking,  jogging,  bicycling,  or  cross-countiy  skiing), 
pools,  tennis  couits,  and  basketball  courts  per  citizen 
are  below  those  suggested  by  the  National  Recrea> 
tion  and  Park  Association  (138),  and  the  DHHS 
publication  Healthy  People  2000  recommends  that 
communities  establish  additional  opportunities  for 
engagmg  in  physical  activity  (box  7-D)  (241). 

Conclusions 

Of^portunities  for  adolescents  to  participate  safely 
in  physical  activity  are  hanqiered  by  the  current 
construction  of  school  physical  education  classes, 
the  lack  of  certified  physical  education  teachers  and 
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Some  observers  ooncerr^  about  ^lescent  tmaWh  have 

noted  that  of^)ortunitle&  tor  physical  actMty  during 
adolescenoe  tend  to  emp^stee  competitive  sports  (top) 
rather  than  actlvfttes  and  skins  that  can  be  more  easily 
carried  over  to  later  years  (bottom). 


coaches,  and  the  lack  of  community  facilities  for 
physical  activity. 

Intenmntlons  To  Prevent  or  Reduce 
Aitolescent  Obesity 

The  effectiveness  of  specific  treatment  interven- 
tions to  help  obese  adolescents  appears  to  be 
dependent  on  a  multiple  ^>proach  that  includes  diet, 
exercise^  behavioml  techniques,  and  the  support  of 
families,  communities,  or  peers  (93a,97a,247).  Fur- 
ther, some  intCTventions  to  prevent  obesity  take  an 
environmentally  based  approach  n^ant  to  narrow 
the  range  of  adolescents'  food  choices  (61,97a). 

PowCTftil  predictors  of  success  in  fitness  and 
obesity  control  include  afterschool  activities  of 
adolescents  Bt  hon^  and  in  the  community  (165). 
When  parents  and  children  participate  in  obesity 
control  programs  together  and  incoiporate  all  pro- 
gram elements  (e.g.,  behavior  modification  prac- 
tices), they  can  be  fairly  effective  (28).  An  example 
of  a  family-based  program  is  Shapedown,  which 
involves  behavior  modification,  physical  activity, 
modest  reduction  in  food  intake,  and  attention  to  the 
families*  and  adolescents*  views  of  themselves 
(141a). 

Clinical  treatment  of  obesity  has  been  found  to  be 
effective  when  it  includes  the  traditional  emphasis 
on  increased  physical  activity  with  modest  decrees 
in  energy  inputs  combined  with  behavioral  tech- 
niques (62),  including  self-monitoring  diet  and 
exercise,  control  of  stimuli  that  precede  eating,  and 
reward  of  desirable  behavioi^. 

One  review  of  various  treatment  schemes  for 
pediatric  obesity  suggests  that  the  most  effective 
school-based  programs  include  exercise,  nutrition, 
and  behavior  modification  (248).  Five  elements  arc 
important  for  school-based  programs:  physical  edu- 
cation programs,  classroom  education,  the  school 
lunchroom,  the  school  health  office,  and  liaison  with 
home  and  commimity  programs.  Obese  adolescents 
need  help  in  setting  realistic  targets  for  fatness  and 
weight  loss  (57^9,97a).  Support  programs  using 
younger  and  older  peers,  with  finequent  rcinfwce- 
ment  of  progress  from  teachers,  physical  education 
instructors,  school  nurses,  and  others  are  also 
important  (207) 
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Major  Federal  Programs  Related  to 
Nutrition  and  Fitness 

Department  of  Agriculture 

USD  A  is  die  Fedeial  agency  witih  major  responsi- 
bility fm  Fedoal  autritional  programs,  including  the 
coll^on  of  dataoQ  tq)ic»  listed  in  box  7-A  and  the 
provision  of  food  services  for  low-income  people* 

USDA*s  Human  Nutriticm  formation  S^ice 
conducts  ami  inteipiets  iqipliedr^earch  in  food  and 
nutrition*  Its  req>onsib^ities  include  HKinitoring 
food  and  nutrient  content  of  An^om  diets,  assess- 
ing dietary  status  and  trends  in  food  consumption, 
understai^ing  food  choice  mfluences,  maintaining 
the  national  nutrient  data  \mk  on  the  nutrient 
contodt  of  foods,  and  develc^ing  information  and 
techniqiies  for  making  infomed  food  choices. 

USDA*s  Food  and  Nutrition  Service  administers 
the  FMeral  Food  Stamp  Program  and  Child  Nutri- 
tion Programs  (including  Natiimal  School  Lunch 
and  Breakfast  Programs,  the  Summer  Food  Service 
Rrogram,  the  Special  Su|^lemental  Food  Program 
for  Women,  Infants,  and  Children^  and  the  Qiild 
Care  Food  Program)* 

The  Food  Stmtp  Program  is  a  program  that 
provides  low-income  individuals  and  families  with 
children  with  noncash  transfers  which  can  be  used 
only  for  food.  Eligibility  is  based  on  family  income. 
The  axTOunt  of  the  benefit  for  each  family  is 
calculated  based  on  a  number  of  family-dependent 
factors  (e.g.,  work  and  child  care  expmses)  and  on 
the  cost  of  the  Thrifty  Food  V\m  (based  on  an 
inexpensive,  but  nutritionally  sound  diet).  For  those 
participating,  the  program  has  been  associated  with 
significant  inqnx)vements  in  dietaiy  intake  (217). 
But,  according  to  USDA's  1977-78  Nationwide 
Food  Consumption  Survey,^  only  12  percent  of 
low-income  households  spending  at  the  full  food 
stan^  allotment  obtained  100  percent  of  their 
recommended  dietary  allowances,  and  only  a  third 
obtained  at  least  80  percent  (217). 

Adolescents  ages  15  to  17  make  up  34  percent  of 
the  participants  in  the  Food  Stamp  Ftogram,  but  all 


eli^ble  ^olescents  may  not  benefit.  In  1979,  less 
than  60  pm^rat  of  all  poor  households  participated 
in  the  Food  Staxnp  Ingram  (216). 

Other  fcKxl  programs  directly  affecting  adol^- 
cents  are  the  Sdiool  Breakfast  and  Sdiool  Lunch 
programs,  which  provide  nmak  for  low*incoii» 
school  diildrai  free  ox  at  a  reduced  price  dcfmuUng 
on  family  imxnm.  Tto  programs  have  bean  shown 
to  increase  the  ammmt  of  food  omsumed  by 
partic^ants,  as  a  siq^l^nent  for  family  xneals  ladi^ 
than  as  a  substitute  (216).  A  1981  USDA  study 
found  that  students  fnm  famili^  qualifying  for  free 
OT  reduced-price  meals  were  dq>endent  on  fte 
National  School  Lunch  Program  for  between  34  and 
49  percrat  of  their  daily  nutrient  intake  (217). 

Forty-three  peimit  of  individuals  in  die  National 
School  Lunch  Program  and  24  percent  in  the  School 
Breakfast  Program  are  adolescents  ages  13  to  18« 
(see  table  7-8),  In  1983»  92  percent  of  all  elementary 
and  secondary  schools  participated  in  the  National 
School  Lunch  Program  (214),  but  the  School  Break- 
fast Program  was  available  in  only  about  a  third  of 
all  schools  (215).  Schools  that  partic^ate  in  die 
School  Breakfa^  Program  are  genoully  locate  in 
low-income  areas  (215). 

Department  of  Healtti  and 
Human  Services 

Within  DHHS,  nutrition  research  and  monitoring 
are  principally  conducted  by  two  Public  Health 
Service  agencies:  the  Centers  for  Disease  Control 
and  the  Naticmal  Institutes  of  Healdi  (see  below). 
These  make  up  the  Department's  major  effort  related 
to  the  nutrition  of  adolescents.  Other  nutrition- 
related  services  are  provide  to  adolescents  by  tbe 
Bureau  of  Maternal  and  Child  Health  in  the  Health 
Resource  and  Services  Administration  of  DHHS,^ 
by  the  Indian  Health  Service*  and  by  tl^  Office  of 
Human  Development  Service.  Hie  Office  of  the 
Assistant  Secretary  for  Health  compiles  DHHS' 
Health  Objectives  for  the  Year  2000  (found  in  the 
recent  DHHS  publication.  Healthy  People  2000), 
which  include  nutrition-  and  physical  activity- 
related  policy  objectives  (box  7-D). 
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^Data  frcnn  tbc  t987-S8  Nationwkk  Pood  C(msitm|Kioii  Sitrvey  were  not  available  as  of  mid^l99l . 

^'The  Biireao  of  Maternal  an!  Oiild  Heaitb  piovi^ 
seivkes.  Also,  foods  for  traioi^g  paUlc  healtb  nntritionists  and  research  and  program  devekqnnent  projects  are  disscminatod  ttiroiigh  tbt  special 
programs  of  regional  and  national  sig^cstXKC  (SFRASS)  program. 

ErJc  q  ^  BEST  COPY  AVAIUBL^ 
  C-^  i 


11-2^  •  Adolescent  Health— Wlume  II:  Background  and  the  Effectiveness  of  Selxted  Prevention  and  Treatment  Servkxs 


Tobfe  T'S— Particfpatlon  in  the  National  School  Brralcfast  and  National  SchMi  Lunch  Progrents, 

1983-84  School  Year 
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Centers  for  Disease  Control 

CDC  works  to  promote  sound  nutritional  habits 
through  comprehensive  school  health  programs. 
CDC's  efforts  include:  1)  building  consensus  re- 
garding priority  nutrition  intmention  issues  for  the 
purpose  of  developing  national  guidelines;  2)  col- 
laborating with  USDA  to  ensure  that  these  guide- 
lines incoiporate  the  perspective  of  the  Nutrition 
Education  and  Training  Ftogram  and  National 
School  Lunch  and  Breakfast  Pkograim;  and  3) 
reviewing  State  policies  relevant  to  nutrition  inter- 
vention in  schools  and  to  school  breakfast  and  lunch 
programs. 

In  addition*  as  no^  mlier,  CDC  is  (teveloping  the 
Youth  Risk  Behavior  Surveillance  System  (YRBSS) 
to  monitor  trends  in  the  prevalence  of  priority  risk 
behaviors  among  youth  at  the  national  and  State 
levels  (see  box  7-A).  CDC  also  supported  the  1987 
National  Adolescent  Student  Health  Survey  (7).  The 
National  Center  for  Health  Statistics  in  CDC  con- 
ducts the  National  Health  and  Nutrition  Examina- 
tion Survey  (NHANES)  and  the  National  Health 
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Interview  Survey  (NHIS)  (see  box  7'A),  which 
collect  nutrition  and  health  data  on  adolescents. 

National  Institutes  of  Health 

National  Hearty  Lung,  and  BloiNi  Institute 
(NHLBI>— In  April  1991,  NHLBI  issued  the  Panel 
Chaft  Report  of  the  National  Cholesterol  Education 
Program^  which  called  for  all  Americans  over  2 
years  of  age  to  adofrt  a  low  saturated  fat,  bw 
choksterol  diet.  Also,  NHLBI  is  conducting  a 
multicenter  nnK>nitoring  project  to  compare  risk 
factors,  such  as  hyperiipidonia  and  blood  pressure, 
in  black  and  white  adotescent  females* 

National  Cancer  Institute  (NCI)— NQ  is  sup- 
porting, tibrough  a  collaboration  between  NCI  and 
the  Anbmcan  Cancer  Society,  a  school-based  nutri- 
tion education  project  to  improve  adolescent  health, 
A  curriculum  for  intermediate  and  secondary  school 
students  is  being  pilot  tested  in  four  regions.  A 
companion  manual  for  food  service  im>vidm  is  also 
being  tested  as  an  aid  in  making  school  lunch 
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programs  consistrat  wilh  USDA  and  DHHS'  Die- 
tary Guidelines  far  Americans  (227). 

Conclusions  and  Policy  Implications 

Conchiskms  about  U.S.  adolescents'  nutritioiial 
and  fitn^  ^atus  ait  difficult  to  draw  for  sevraal 
reasons.  Cmrait  national  data  on  U.S.  adolescents* 
nutrition  and  fitness  are  not  available.  Research  on 
nutrition  and  on  fitness  is  han^wed  by  inconsistent 
outcome  measures  and  odicf  methodological  prob- 
lems (225). 

Extrapolating  from  available  information,  OTA 
concludes  that  the  most  jwcvalem  nimitional  prob- 
lems among  today's  adolescents  are  ovcrwci^l  or 
obesity,  iron  deficiency  anemia,  and  eating  dia>r- 
ders.  Obesity  is  oftei  associated  with  low  levels  of 
jdiysical  activity  and  poOT  self  esteem.  (H)cse 
adolescents  may  be  at  increased  risk  of  heart  disease, 
hypertension,  diabetes  (particularly  if  obesity  is 
continued  during  adulthood)  and  certain  cancers. 
For  female  adolescents,  especially  female  athletes 
and  females  who  ate  pregnant,  iron  deficiency 
anemia  is  a  particular  problmi,  because  it  decreases 
physical  ability,  resistance  to  infection,  and  intellec- 
tual pcfforaaance.  During  pregnancy,  anemia  can 
also  affect  the  health  status  of  the  fetus  (low 
birthweight,  premature  delivery,  and  fetal  death). 
Calcium,  another  mineral  often  deficient  in  adoles- 
cent diets,  is  in^nmant  for  achieving  peak  bone 
growth.  Female  adolescents  with  anorexia  nervosa 
or  bulimia  are  at  great  risk  of  experiencing  health 
imibl^ns  and  even  death. 

Some  evidence  suggests  that  the  diets  of  Ameri- 
can adolescents  are  high  in  fat  and  sodium.  High-fat 
diets  can  contribute  to  obesity  in  the  short  term,  and, 
if  such  diets  persist,  to  the  occurrence  of  some 
cancers  (e.g.,  colon  and  breast),  coronary  hewt 
disease,  and  non-insulin-dependent  diabetes  later  in 
life  (152).  Some  adolescents  with  physical  disabili- 
ties or  chronic  diseases  (e.g.,  diabetes)  require 
special  attention  to  nwct  their  nutritional  and  physi- 
cal activity  needs.  Sonw  diseases  and  medications 
can  affect  the  absorption  of  nutrients,  and  son»e- 
times,  therapeutic  diets  can  help  control  diseases 
(e.g.,  diabetes).  The  availability  of  special  health, 
food,  and  education  services  in  schools  and  school 
food  services  for  these  adolescents  is  often  limited. 

U.S.  adolescents'  ability  to  make  good  nutritional 
choices  and  decisions  about  physical  activity  for 
themselves  may  be  influenced  by  the  information 
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Ntery  often,  aditosoents  have  llttteoontmlovw  the  food 
awaltebte  to  them.  Cwigress  couW  support  eHorts  to 
provkte  titter  nuMSonai  ehoioes  to  BiMesow^ 

provided  to  adolescents  (or  lack  of  it)  about  the 
foods  they  eat  and  the  effects  of  lAysical  activity. 
Nutritional  information  about  school  menus  and  fast 
food  meals  may  not  be  routinely  available  to 
adolescents  (althou^  sooTie  fast  food  restaurants 
make  or  plan  to  make  nutritional  infcmnation  more 
accessible  at  point  of  purchase).  Many  health 
education  classes  include  nutrition  education  as  a 
component,  but  it  is  not  clear  that  Aesc  classes  alone 
significantly  influence  the  eating  habits  of  adoles- 
cents. Some  evidence  su^ests  ttiax  education  curric- 
ula that  take  adolescoits*  pieferences  into  account 
may  be  better  received  than  curricula  that  do  not. 
Most  adolescents  get  breakfast  and  hmch  fixwn  home 
or  school,  so  food  choices  (at  least  for  these  two 
meals)  may  be  dq)endent  on  whoever  buys  the 
groceries  or  plans  the  mmus.  There  have  been 
several  calls  to  in^ve  the  nutritional  content  of 
school  (37)  and  "fast  food"  (27a)  meals. 

Access  to  fitneis-promoting  activities  is  app^- 
enlly  a  problem  for  adolescents.  EnroUmeni  in 
physical  education  classes  declines  somewhat  dur- 
ing the  adolescent  years;  in  any  event,  school-based 
physical  education  classes  appear  to  provide  little 
opportunity  for  actual  physical  activity. 

For  adolescents  in  goieral,  there  is  little  informa- 
tion about  the  specific  benefits  of  physical  activity; 
for  exan^jlc,  there  is  no  research  to  suggest  that 
physical  activity  during  adolescence  leads  to  contin- 
ued activity  as  an  adult.  It  is  clear,  however,  that 
increased  physical  activity  could  help  overweight 
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adolescents  reduce  their  weight  and  thereby  reduce 
the  immediate  psychological  consequences  of  obe- 
sity and  the  potratial  risk  of  future  chronic  diseases. 

Specific  policy  options  regarding  adolescents' 
nutrition,  physical  activity,  and  physical  fitness  are 
listed  in  Volume  I. 
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DENTAL  AND  ORAL  HEALTH  PROBLEMS: 
PREVENTION  AND  SERVICES 


Introduction 

For  the  last  three  decades,  dentistry  has  eni^a- 
sized  population-wide  public  oral  health  measures  to 
jmevent  dental  caries  (e.g.,  fluoridation  of  water 
supplies)  and  the  treatment  of  dental  caries^  in 
younger  children,  assuming  that  early  interventions 
would  achieve  the  best  short-  and  long-tom  effects 
(4).  This  en^hasis  has  clearly  proved  successful*  In 
the  last  20  years,  the  prevalence  of  dental  caries  in 
all  age  groups,  including  adole»:ents  ages  10 
through  18,  has  declined  dramatically  (97), 

As  a  consequence  of  the  success  of  preventive 
measures  in  reducing  dental  caries  and  of  dentistry's 
focus  on  the  treatment  of  dental  caries  in  younger 
children,  however,  many  aspects  of  the  dental  and 
oral  health  of  adolescents  have  been  neglected  (1). 
Traditionally,  many  dental  professionals  have  tend^ 
to  regard  adolescence  as  a  quiescent  period  with  few 
dental  needs,  a  continuation  of  childhood  in  which 
earlieir  dental  intervention  carried  the  patient  to 
adulthood  in  good  oral  health  (20).  In  fact,  however, 
adolescence  is  a  unique  time,  in  terms  of  dental 
considerations,  during  which: 

•  dental  caries  rates  increase  from  childhood 
(18); 

•  the  first  signs  of  periodontal  disease^  occur 
(20); 

•  up  to  a  third  of  facial  growth  occurs  (during  a 
relatively  short  growth  spurt)  (34);  and 

•  most  orthodontic^  therapy  occurs. 

Furthermore,  the  transition  from  childhood  to 
consenting  adulthood  and  responsibility  for  care, 
along  with  issues  such  as  <tifferences  in  dental 
disease  patterns  and  care-s^king  behaviors  of 
specific  groups  of  adolescents,  and  unmet  dental 
treatment  needs,  make  adolescence  a  pivotal  period 
with  respect  to  dental  and  oral  health. 


This  chaptCT  covers  several  tc^ics  pertaining  to 
the  oral  health  of  U.S.  adole^ents,  beginning  with 
physiologic  and  anatomic  changes  that  affect  ado- 
lescents^ teeth  and  related  structures  and  the  peva- 
lence  of  major  dental  problems  in  10-  to  18-year- 
olds."^  It  also  identifies  a  number  of  factors  that  are 
£^CK:iated  with  adolescent  dental  health  problems. 
Preveidon  of  dmtal  and  oral  health  problems  is 
addressed,  along  with  the  dental  service  delivery 
system.  Finally ^  the  Federal  Government's  role  in 
oral  health  is  discussed,  and  conclusions  and  policy 
implications  are  presented. 

Background  on  Adolescents' 
Dental  and  Oral  Health 

Biological  Factors  Wat  Affect  Attolescents' 
Dental  ami  Oral  Health 

Puberty  is  the  initiation  of  adolescence,  and 
several  of  the  physical  developmental  changes  that 
characterize  puberty  are  mirrored  in  a  person's  oral 
cavity  (mouth).  From  the  standpoint  of  oral  health, 
three  types  of  changes  during  adolescence  are 
particularly  important: 

•  the  transition  from  primary  to  permanent  teeth, 

•  skeletal  growth,  and 

•  hormonal  change. 

The  first  few  years  of  adolescence  are  a  dynamic 
time  in  temis  of  dratition  (teeth).  Between  the  ages 
of  10  and  12,  a  person's  entire  set  of  pritnary  teeth 
has  been  replaced  with  permanent  successors,  sec- 
ond or  12-year-old  molars  have  eropted,  and  only  the 
third  molars  remain  to  develop  and  erupt  (27).  By 
ages  12  or  13,  an  tndividuars  permanent  teeth  are 
usually  stable. 

Skeletal  growth  during  adolescence  has  implica- 
tions for  orthodontic  treatment.  The  face  grows 


^Dental  caries  can  be  dcfmed  as  the  localized,  progressive  decay  of  a  toolh,  staiting  on  Uie  surface  and,  if  uoticatcd.  e^ctczidt^g  to  tbc  inner  tooth 
chamber  and  resulting  in  tnfectioa 

^Ptriadomal  dtseast  h  any  disease  of  the  its&M^  surrounding  ibt  teeth.  Tte  two  most  prevalent  periodontal  diseases  art  gingivitis  (itrflamroafion 
confuied  to  the  gums)  and  pcriodonnsis  (inflamination  of  both  the  gum  and  the  other  supponxQg  stnictures  of  the  teeth). 

^Onhodamics  is  the  arca  of  dentistry  concerned  with  the  bke  and  how  teeth  mesh  together. 

^For  the  purpose  of  this  Report^  OTA  has  focused  on  adolescents  ages  10  througji  18.  Data  p^taining  to  deotal  health  are  not  readily  available  for 
this  age  group.  For  that  reason,  some  of  the  data  cited  in  this  chapter  do  not  conform  preeisdy  to  this  age  grouping. 
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significaiitly  during  adolescence,  con^leting  almost 
all  of  the  veitical  growth  that  affects  tooth  positi(Hi, 
facial  contour,  and  space  available  for  teeth  (66). 
Orthodontic  treatment  must  take  skeletal  growth 
into  account  during  this  p^od.^ 

Hormonal  dmnges  seem  to  affect  the  su$cq>tibil- 
ity  of  adolescents  to  gingival  problems  (74)  (e.g.« 
because  hormones  interact  with  local  initating 
factors  such  as  plaque  and  calculus^).  Like  oth^ 
aspects  of  adoles(^ts'  dental  health,  however,  the 
relationship  between  hormonal  changes  and  gingi- 
val problems  is  poorly  understood. 

TreiHfs  In  Itw  IncMence  and  Prevalence  of 
Adolescents'  Dental  and  Oral  Health  Problems 

The  major  dental  diseases  and  conditions  affect- 
ing adolescents  (indeed,  all  age  groups)  are  dental 
caries,  periodontal  disease,  and  malocclusion*  These 
three  i^blems  and  various  indexes  used  to  measure 
the  extent  of  these  problems  are  discussed  in  box 
8.A. 

Over  the  last  three  decades,  adolescents  have 
experienced  some  dramatic  changes  in  dental  dis- 
ease patterns — the  most  impressive  of  which  is  the 
drop  in  prevalence  of  dental  caries  during  the  last  20 
years.^  Malocclusion  has  also  undergone  a  transition 
in  recent  decades,  from  a  condition  caused  to  a 
significant  degree  by  premature  tooth  loss  due  to 
dental  caries  and  subsequent  crowding  of  teeth  to  a 
condition  that  is  largely  inherited  (la). 

Dental  Caries 

For  most  U.S.  adolescents,  the  situation  with 
respect  to  dental  caries  seems  to  have  changed 
significantly  for  the  beuer  in  recent  years.  Data 
collected  among  U.S.  school  children  by  the  Na- 


tional Institute  of  Dental  Research  (NIDR)  in  the 
U.S.  Depanment  of  Health  and  Human  Sovices 
(DHHS)  suggest  that  the  (rovalence  of  dental  caries 
as  ineasured  by  the  DMFS  index^  has  diminish- 
ing among  10-  to  17-yearK)ld$  (see  figure  8-1).  AlsOt 
they  suggest  that  the  percentage  of  caries-free 
adolescents  has  been  inoeasing  (see  figure  8-l)» 

Although  the  prevalence  of  dental  caries  still 
remains  higher  among  adolescents  than  among 
younger  childrra,  data  from  the  NE>R  surveys 
shown  in  figure  8-2  indictte  that  10-  to  17-year-old 
school  diildren  in  this  country  experknced  a  20-  to 
40-percent  decline  in  the  prevalence  of  dental  caries 
from  1980  to  1987  (97), 

The  data  frt:)m  the  NIDR  surveys  of  U.S.  school 
children  conducted  in  1979-80  and  1986-87  suggest 
that  dental  caries  of  permanent  teeth  is  slowly,  but 
consi^ently,  decreasing  in  the  U«S.  adolesctmt 
popul^on  as  a  whole*  Despite  the  overall  inq^rove- 
ments,  however,  it  is  important  to  note  that  dental 
caries  remains  a  significant  dental  problem  for 
certain  groups  of  adolescents.^ 

Figure  8-3  shows  data  from  the  NIDR  surveys  that 
compare  white  and  nonwhite  adolescents  with 
respect  to  the  distribution  of  components  of  age- 
specific  mean  DMFT  scores.  In  both  surveys, 
the  D  component  of  the  DMFT  index  (decayed  teeth) 
accounted  for  a  higher  percentage  of  age-specific 
mean  DMFT  among  nonwlute  adolescrats  than 
among  white  adolescents.  This  means  that  nonwhite 
adolescents  had  a  higher  percentage  of  untreated 
caries  than  white  adolescents.  The  M  con^x^nent  of 
the  DMFT  index  (missing  t^th)  accounted  for  a 
larger  and  far  more  riq)idly  increasing  percentage  of 
mean  DMFT  among  nonwhite  adolescents  ages  10 


H^ofortunatcly.  no  precise  predtctor  of  facial  grcmlb  exists,  and  white  such  growth  cim  be  tracked  and  extremes  i(kntified«  the  developiiieot  of  useful 
toob  to  help  plot  as  ado^escott's  fiiml  oittKMtonlic  status  ttmains  elusive  (19). 

^Plaque  is  a  soft  deposit  of  bacteria  and  other  materials  on  the  surface  of  a  tooth.  Caiculus  is  a  hard  deposit  of  calcium  f^iosphate  and  carhooate  widi 
organic  matter  oo  the  surfaces  of  the  teeth 

'The  main  (tola  sourcea  OlA  used  to  describe  trends  in  the  prevalence  of  dental  caries  in  ^lolesccnts  arc  national  surveys  of  school  children  performed 
by  or  for  the  Fed^  Government — e.g.,  National  Institute  of  Dental  Researdi:  Nationat  Caries  Program,  The  Prevalence  of  Dental  CarUs  in  United 
States  Schooi  Children,  1979-^  and  Oral  Health  of  US.  Children:  The  National  Sury  ey  cf  Dental  Caries  in  US,  School  Children,  19$^^  (94,97). 
Tbesedatasourpes  have  limitations  described  in  box  S-B.  One  of  tte  primary  timitatiotts  i$thatmitionalsurveydma(ton0f  adequately  portray  the  caries 
experiexm  of  particular  subgroups  of  adotc^ents  with  tmique  circunBtances  or  ri^.  such  as  poor  or  dialed  adolescents  or  adolescents  who  do  not 
atiei^  school. 

*Tbe  DMFS  index  and  the  DMFT  index  are  used  lo  measure  the  prevalence  of  denial  caries  and  are  desctitsed  in  bo%  8- A , 
*Sce  the  foDowing  section  on  •'Factors  Associated  With  Adolescents'  Dental  and  Qml  Health  Pioblcms.'* 
»^TTie  DMFT  index  is  described  in  box  8-A. 

I'lliese  survey  datadifferenttateonty  between  whiteand  nonwhite  popiikti  See  box  S-Bf<»>furtheTdiscussiopof  the  limitationsof  Federal  sources 
of  data  on  dental  and  oral  health. 


Chapter  8— Dental  and  Oral  Health  Problems:  Prevention  and  Services  •  U-233 


BoxS'A—Ov^rview  of  Three  S^ntaiProbtems:  DentalCarieSp  Periodontal  Dtssase,  ami  Malocclusion 

Three  twpr  dcmal  diseases  gnd  condiHoDS  affect  adoteceats:  dental  c»ies,  fcdodoeial  disease,  and 
makxcIu^DiL  These  probtems,  and  indexes  comnKmfy  used  to  mea^ue  ibe  prevalence  or  other  aspect  of  Aese 
pnAteffls*  are  debited  bdow. 

Dental  Caries— Dental  caries  is  the  focalized,  jmsn^sive  <tocay  of  a  tooth,  b^iiming  on  toodi*9  outer 
oiamel  smfdcc  ami,  if  1^  mtieated,  exuinding  to  the  inner  tocrth  chsonher.  Dental  cartes  is  a  cooditioo  to  wbkh 
individuals  of  all  age  giXH^  and  laoes  are  suscef^ihle,  but  the  rate  of  dental  cartes  is  high^  among  adolescents 


Far  more  is  kmywn  today  abmit  deittal  cartes  than  e^  a         ago.  Ba^aU 
cmdttioo  riiat  mpiires  a  cmiUratten  of  a  susceptibte  Inist,  caiioge^  ba^eiia,  mi  a  diet  high  in  caibc4iydrates; 
over  an  extaidtol  period  of  time  (uaiaily  at  leaa  several  mc«ths),  ti^  acid  pnxfaic»d  by  lacterial  m^abolism  lewis 
to  the  decateifUation  of  the  toodt 

One  especially  vifiilent  form  of  offi^  diat  afiiects  a  small  portkm  of  aitetescei^  is  rampam  caries.  Rm^ssA 
caii^  invdlves  ext«sive  breakdown  (tf  muMl  and  dentin,  and         pattiosi&  It  itevastates  the  dentidoo  and 
creates  pahi.  This  lajddl^  piQgiesi^  omfitira  cm  occur  hi  hidividoals  wUi  or  without  a  signifteant  history  ot 
dental  cartes,  N<^  all  patiems^^  experience  hi^  caries  activity  expei^^ 
rampant  caries  pitts  Oose  patiems      tl»  condtticm  in  tte  hi^  caries  activity  group. 

The  DMFT  and  DMFS  Indexes:  Tvmhi6txt^mcoami^^ 
One  of  diese,  the  DMFT  index,  iwasures  the  average  mmdm:  pcx  person  m  a  specified  pc^wlation  of  Decayed 
permanent  teedi  hi  need  of  a  filUng  or  extraction,  Missfaig  pem^nent  teeth  tiiat  ham  been  removed  as  a  lesolt  of 
caries,  and  Filled  pemianent  teeih.  The  od^  index^  the  DMFS  indoi,  measures  die  average  nundier  per  person  in 
a  iqiecified  pc^Hdatira  of  Decayed  permanott  tootti  suifoces,  Kfiissing  permanem  teedi,  asoA  Hlled  (or  itstored) 
Surfaces  of  petmaimtt  *ftetlL  l^e  DMFS  index  is  a  some^di^  tnore  so^itive  mei^ure  of  the  prevate^  of  <tental 
caries,  because  it  identifies  caries  <msevmlsitoofe^  tooth.  The  techniqi»  of  cxarnt^ 
and  die  DMFF  index  is  described  in  a  variety  of  lefereocM  (79,97)*  Sometiims,  die  sepamc  oompraents  of  die 
DNO'T  or  DNIFS  hi<tex  aie  used  as  a  mea^vc  of  servke  utiliztf  ion  (e.gM  the 
treatn^t  of  decayed  teeth,  and  tte  M  coisqxmait  may  raggest 

(ie.,  a  high  M  component  suggests  that  teeth  were  extracted  as  a  result  of  umreated  decay). 

Tr^oimmr:  Tl^  treatn»att  for  doital  Cfflies  vari»,  depending  cm 
in  its  mildest  form  afieos  cmty  the  tooth 's  enrnml  and  causes  tesiods  ditf  may  not  require  treatment,  d<»ital  cartes 
th^  piogr^ses  b^cm!  die  toodi*s  enamel  to  the  inner  tooth  may  cause  lesicms  diat  neces^tate  a  filling  (a  dental 
r^ioratim,  jmlpal^  therapy,  or  oren  removal  of  the  toodi.  The  focus  in  diis  chapt^  is  <hi  carious  lesions  reqpiiring 
treatnwnL 

Feriodcmtal  Disease — ^PmotkHttal  disease  includes  several  diseases  of  the  tissue  ^irrounding  and  supporting 
the  teeth  (76),  The  two  most  prevalent  periodmtal  diseases  are  gingivitis  and  periodontitis.  CHngivitis,  by  far  die 
TSK>st  commcm,  is  inflammaticm  of  the  gingiva  (gum)  only;  and  is  by  itself  retetively  innocucHis.  Periodontitis  is 
inflammation  of  both  the  gums  aid  odm  siq>poiting  structures  of  die  teeth  (e.g. ,  die  ouict  tmie  of  the  tooth  socket, 
the  outer  layer  of  the  root  of  the  tooAi,  and  die  soft  tiswes  diat  attadi  these  structures  to  one  another).  Utilike 
gingivitis,  poriodcmtttis  is  as^idMed  widi  the  destruction  a  Um  <tf  d»  suppcnting  struOur^  of  the  teeth. 
Periodcmrit^  does  noi  develop  in  die  absence  cf  gingivitis,  but  gingivitis  does  not  always  lead  to  periodcmtitis. 
B^teiial  infectioi  is  an  essential  factor  in  ho6k  gingivitis  ami  periodratitis  (76). 

Periodontal  disease  is  more  commcm  and  mem  sevm  amcmg  ^lults  than  aiiK«ig  adolescents*  Periochmtal 
problems  are  generally  fewer  and  less  severe  than  dental  cari^  im)blans  waxmg  adolescents,  rarely  leading  to  to(rth 
loss  during  diis  age  period  Nevertheless,  affc>tescents  are  affect  a  varieQr  of  acide  mA  dmmte  poiodontal 
im^tems,  ranging  from  mUd  gfaigtvitis  tofirank  periockmtal  disease.  Qi^  dmaiic  periodontal  cooditim  peculiar  to 
adolescence  is  localized  juvenile  periodontitis^  whkh  causes  d^  loss  of  alveolar  \xmt  supporting  permanent  teedi 
and  tl^  weakenfaig  of  the  dentition.  Tbra^  to  be  caused  by  the  organism  Haemophilus  (Actinobadllus) 
acdnomycetemcamitans^  or  a  combination  of  c^anisms,  localized  juvenile  p^iodontitis  is  insidious  and  is 
necessarily  present  with  inflanimadon  as  is  gingival  di!»we.  It  occurs  in  a  small  percoitage  of  actolesoenis. 


^I>eatal  }ndp  is  Oxc  soft  sensitive  tissoe  dxat  fills  the  dsonbcr  of  the  toodt 
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BoxS^^vervkw  ofThne  Dental  ProNems:DentalCaries,  PeriodottUaDisease,md  Malocclusion^ 

CottHnued 

usually  euly  (».  llie  aj])ufi(^  gingival  tissm  <tf  a  pei^ 
so  the  amdMon  is  often  missed  or  diagnosed  late  in  hs  course. 

The  Simpl0edOnil  Hygiene  Imiex(OHl-S}:  The  Om-Sk  a  vaasareaiatslti^^ 
witfi  a  low  score  dencKii®  good  oral  hygiene.  Good  oral  hy^eiw  can  ioqaove  p«riod«ital  bealtfi  (76). 

Periodontal  HeaUh  Measurer.  Hw  periodontal  Iwaldi  of  14-  to  n-year-<rfd  sdiool  diildien  in  1986-87  was 
a^^»d  using  tw>  meannes— gbgival  bleeding  i^on  probing  and  pr  iodontal  attacfanKnt  loss  (il423>7). 
Bleeding  gums  are  goi^y  the  result  ctf  mikt  gingivitis.  Periodontal  attadunent  loss  is  a  measorement  of 
periodontal  d»tnictioa---dte  loss  or  d^mctira  of  the  nii^xm^  stnic^^ 

spaces  or  podn«s  anmiNl  the  teeih.  llie^  pockets  are  oKasuml  in  miOinMten  using  a  *  'peiiodonta]  psobe"  (97). 

Treamten/:  Unconq>licated  gingivitis  is  usually  easy  to  treat  with  n«iM^^ 
(76).  Daily  plai;pie  removal  h  «nsid«ed  q}timally  comhtdve  to  gingival  beaUi.  Tte  treatment  of  more  serious 
periodcxital  disease  may  invohre  periotkaial  augeiy  w  nrasuigk^  m^faods  such  as  Ote  "Keyes  technique"  (7Q. 

Maloocheion— Malocdnaon  is  the  malpositiming  of  maxiUaiy  (uj^  jaw  brae)  md  maoditwlar  (lower  jaw 
bcHie)  teeA,  a  condition  diat  cm  have  both  esthetic,  fimcdimal,  and  emotiimal  implications  (1).  TTiere  is  no  clear 
relaticHi^  between  malocclusioo  and  either  poiodoital  diKase,  dysfunctksn  rf  the  ten^Nxomandibular  jomt,  or 
other  oral  problems. 

Malocchision  is  laigcly  due  to  genetic  factors,  although  individuals  who  eiiperience  prranature  primary  tooth 
loss  due  to  dental  caries  taay  later  e^cperience  oithodonttc  pnAlems  as  a  result  In  its  minor  and  even  modexate 
manifieistati(»is.  malocclusiim  sddcan  creates  pain  and  is  rarely  disfiguihig.  In  its  more  severe  ftwm,  malocdudon 
causes  fum^nal  imblems  in  clawing,  nray  predispose  (M)e  to  periodontal  ccmditicm  (d^ 
b^wem  teeth),  and  can  create  ^gnificant  enKittoml  jm^Iems  (due  to  dimini^ed  self-confidence  and  self-^eem) 
(I)' 

Treatment.  Many  malocclusims  of  a  minor  variety  cm  be  prevoit^  uiteree]»ed.  <x  ommed  by  the 
supervisicm  of  a  dentin  and  iHx>visi(Hi  of  q»ace  maintenance  apptiances  or  minor  oilhochntic  treatntmt  The 
comectioa  of  more  majOT  roalocchisions  typically  requires  m^or  orthodositic  treatment 

Orthodontic  Treatment  Priority  Index  (TPI):  Determining  the  prevaloKC  mi  severity  of  malocclusion  is  a 
complicated  pnjcedure  and  is,  ultimatefy,  aibjective.  Surv^  data  reflect  tt»  judgment  of  onhodontists  who  have 
examined  patients  and  a  variety  of  lecoids,  incbding  radiographs  and  models  of  terth.  Firom  this  hifomiation.  a 
scwe,  fx  orthodontic  TPI,  is  determined.  The  oithochmtic  TPI  score  is  a  scc»e  langhtg  from  0  (mnrnal  o«iusioa) 
to  10  (vay  severe  occlusitm,  wfth  tieatn^  manlatQiy ).  A  TPI  score  of  4  to  6  is  coosideied  a  definite  malocchislcHi . 
but  treatment  is  tiective. 

SOURCES:  OfBce  at  'ftdmology  Assessment.  1991 .  based  cm  Oie  fDltowiog  souices:  Aimiean  Acsdenqr  of  IVdistric  Dentislxy,  "GoiilsUiies 
for  XJoitat  fiMltb  of  die  Aikdeseeot,"  Qik»SP,  EU  May  1986:  M.  Bhtf,  "ftriodomal  Atttdonem  Lpss  io  14-  to  17-Year-OU  U.S. 
School  Oilkireo."  Ftagnm  and  Ahstia^  Amerfean  AssocbOicm  for  F&bUc  Kealdi  Deotiitiy,  I^vember  Ij^,  M.  BhU  md  J 
Bnmeffle.  "Gimgival  Statos  on4-  fo  17-YeaM>td  VS.  Sdiool  adUren,"  Jtmnta!  ttflfmal  Re^nfi  <»:955.  JFmie  1989;  VS. 
Coi^resi.  Omcc  of  Ib^ioiogy  AMeaamcnt.  Perif^mtat  Disea^:  Asses^  ffte  ^S^eeivatest  and  Costs  <A  Oe  Keyts 
TicMqtte--HetMlMawti^Ctm&adyK,  01A-BP-H-9(Wadliiigttffi.DC:  UJ5.  Govemmcm  FlMg  0£&9e.  hby  IWI):  VS. 
I>1wtiDcid  of  ReatA.  Edocatioa,  md  Wdfine.  Pbl^ 

FiUatTiak  Among  Cimm,  DHBWPab.  No.  {HSM)7M«n  (Wnbiasioa,  DG  VS.  Qtrmmm  Kti^  Office,  kagon  1972): 
and  U.S.  Dqpaitmenl  of  Hcalfli  and  Hmnao  Scrrlceg,  Puhifc  Health  Sovfce,  NtHonal  Instttola  of  Healtli.  Nsiiooal  Institute  of 
tteJtal  Resesrch.  Ond  Hadth  efUS.  CUttbm  •  7%f  Nalhmd  Smyey  ofDemal  Caries  in  US.  ScA«rf  CMt^vn,  1986^.  NIH  P8b. 
No.  89-2247  (Waildqgtim.  DC:  VS.  Oovemmenl  fiiatas  Of^  SeptemlMr  1989). 


to  17  than  among  their  white  counterparts.  This 
means  that  nonwhite  adolescents  lost  more  teeth  to 
caries  than  white  adolescents.  Finally,  the  F  compo- 
nent of  the  DMFT  index  (filled  teeth)  represents  a 
greater  percentage  of  the  DNfFT  index  for  white 
adolescents  ages  10  to  17  than  for  nonwhite  adoles- 
cents. This  means  that  more  decayed  teeth  of  white 


adolescents  are  filled  than  decayed  teeth  of  nonwhite 
adolescents. 

T^ble  8-1  shows  differences  in  selected  dental 
treatment  needs  due  to  caries  for  white  and  nonwhite 
10-  and  I7-year-oIds  in  1979-80.  In  every  category, 
the  needs  of  nonwhite  adolescents  exceeded  those  of 
white  adolescents.  The  racial  disparity  in  treatment 
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Figure  8-1— Caiios-Fred  Individuals  and  M^n  DAIFS  Scores  Among  U.S.  School  Children 

Ages  10  to  17, 1979^  and  1986^7* 
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*Th«  data  shown  in  this  f Igurs  are  from  two  national  sdwoi-b3s«d  survsys  conductsd  bf  th«  National  Instttuta  of  Dmtal  fUs»arch  in  1 979^  and  1966^7. 
^^^9  DMFS  Max  ni»ann«s  th«  m»an  numbw  p«r  parson  of  D«oay«d  p«rman«tt  tooth  surtecas,  MIsBin^  pamnansnt  tMth,  and  FiDad  Sw^aoas  of  parmanant 
taath. 

SOURCE  Offloa  of  Technology  Assassmani,  1991.  tasad  on  the  fonowtng:  1979-80  data:  U.S.  Dapartmanl  ot  Haalth  and  Hrnnan  SarvloaB.  PUblle  Health 
Sarvica,  National  instttutas  ot  HaaHN,  Natiomy  tnstltula  of  Dental  Rasaarch,  Natkmsi  Cariaa  Pmgrmn,  Ttm  AwvaSwice  of  Dantal  CartM  In  Ibrttad 
Stat9S  Scttooiamwj.  1979^,  NIH  Put>.  No.  82-2245  (Washington.  tZ.'  i.S.  Qownmwit  Printing  OTtlea,  198^.  1986-87  data:  U.S.  Dapartmant 
of  ftoaHh  and  hfaiman  Sarvicat,  Putriic  Health  Swlca.  Natkmal  InstK-i*  .<  of  Health,  fitethinal  tnatltuta  of  Dental  Rasaarch,  Ontf  HaaMt  ot  U.S. 
Ctm»n:7rwNa»na}$urvpyc>fO»italCi>riv9inV.S.  Seho<riCfta<t»n.  rs^-«7:  NIH  Pub.  No.  89-2247  {Waehlnglon.  DC:  U.S.Oovarnmant  Printing 
Offica,  Septemtw  1989). 
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(signified  by  bleeding  gums  upon  probing),  very  few 
have  more  serious  problems  (e  g.,  periodontal  at- 
tachment loss  of  more  than  2  mm).  Older  studies  also 
suggest  that  many  school  children  need  moderate 
gingival  treatment  and  improved  oral  hygiene  (62,63^ 
95), 

According  to  the  NIDR  1986-87  school-based 
survey,  nonwhite  adolescents  ages  14  to  17  tended 
to  have  slightly  worse  f^riodontal  health  than  white 
adolescents  (see  figure  8-4).  The  percentage  of 
nonwhite  adolescents  with  periodontal  attachment 
loss  greatly  exceeded  the  percentage  of  white 
adolescents  with  periodontal  attachment  loss. 

Localized  juvenile  periodontitis  (see  box  8-A) 
affects  an  estimated  OA  to  2 J  percent  of  U.S. 
adolescents  (69).  If  untreated,  the  condition  can 
cause  significant  periodontal  destmction,  including 
bone  and  tooth  loss. 

iVtatoccluslon^^ 

A  review  of  available  data  on  malocclusion  found 
that  the  condition  tends  to  worsen  in  adolescence 
(57).  Crowding  increases,  some  orthodontic  prob- 

^^Rampam  caries  is  a  rapidly  progresstog  fonn  of  dental  canes  which  by  deftnilion  involves  enteasiive  bfealufown  of  enamel  and  deotiQ,  and  pulpal 
pathosis,  and  can  occur  in  patients  with  or  without  a  significant  caries  history. 

^•^Box  S-A  dtKCUssefi  malocclusion,  along  with  its  tn*atmem  and  measurcmenl.  Preventive  services  are  discussed  in  a  later  section. 


needs  was  more  pronounced  among  H-year-olds 
than  among  10-year-olds. 

While  major  school-based  studies  show  an  overall 
decrease  in  caries  prevalence,  other  smaller  shidies 
point  to  a  changing  pattern  and  distribution  of  dental 
caries*  Though  uncommon^  rampant  caries^^  affects 
a  small  portion  of  adolescents,  devastating  the 
dentition  and  creating  pain.  Perhaps  as  many  as 
one-fifth  of  school  children  get  as  much  as  half  of  the 
dental  caries  in  the  population  (35).  Studies  of  naval 
recruits,  many  of  whom  are  older  adolescents,  show 
similar  findings — 5  percent  of  those  individuals 
account  for  38  percent  of  new  caries  (44).  Although 
the  caries-active  group  is  small,  it  represents  a  group 
which  seems  resistant  to  most  preventive  measures 
that  benefit  the  population  in  general. 

Periotfonlai  Disease 

National  representative  data  from  NIDR's  school- 
based  surveys  paint  a  generally  positive  picture  of 
periodontal  health  for  most  American  adolescents 
ages  14  to  17  (12.95).  Although  many  school 
children  do  experience  some  gingival  inflammation 
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Figun  0-2"-P9rcentaf^  D9crrosa  From  19M  to  1987 
In  Cartos  n^imionoe  Airong  U.S*  School  Children 
AgosSto  17* 

50  y  "    ■  •  •  • 
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^Th9  data  aham  in  this  figm  ara  from  two  nattonal  adrooMiaied  survays 
oonxkKitmS  by  tha  Nattonal  tnstftuta  of  Dantal  Rasaaich  tn  1979^  and 

SOURCE:  OHioa  of  TaohnotogyAaiaaamam.  199l,ba9adonthaft^wfr^: 
197M0da1a:  U.S.  OafMrtmarrtof  »Mth  and  ^^^nan  Sarvicas. 
Putflc  Haaith  Sarvtoa.  Natlona)  InMitutat  of  Haafth,  ftoUona) 
Irrttttuta  of  Dantal  Rasaarah,  AMona/  Car^  Froffmn,  Thm 

1979^,  mi  Ptjlb,  Mo.  fi2-2245  (WuMn^  DC:  U.a  Gomn- 
mant  Pitnting  Offloa.  1082).  data:  U.S.  Dapartmant  of 

Haafth  and  ^ttman  Sarvioat,  PuWb  Haalth  Sarv)oa«  National 
fnstftutat  ^  Haalth.  Nat^al  insula  of  Oantat  Raaaaroh.  CM 
H«a/!f»of  US.  C6A^:7h#MaSdnaf5^^ 

Scfwjt  Chmwi.  19^7,  NtH       No,  89-2247  (W^ 
mgton,  DC:  U.S.  Oo^PwmM  PrUii^  Offtoa,  Saptamb^  1989). 

lems  worsen,  and  others  become  apparent  later  in 
adolescence.  Estimates  of  malocclusion  in  the  ado- 
lescent population  available  from  the  National 
Center  on  Health  Statistics  in  DHHS  are  based  on 
national  data  from  1970  (81). 

TW)le  8-2  shows  data  from  1970  on  the  average 
orthodontic  Treatment  Priority  Index  score  for  VS. 
adolescents  ages  12  to  17  by  sex  and  race.'^  White 
male  adolescents  had  the  hi^est  Treatment  I^ority 
Index  score  <5.2),  and  black  male  adolescents  had 
t)^  lowest  (4.6).  These  scores  fall  into  a  range  in 
which  there  is  a  definite  malocclusion  but  treatment 
is  elective. 

Table  8-3  shows  a  breakdown  of  the  orthodontic 
Treatment  Priority  Index  scores  for  all  U.S.  adoles- 
cents ages  12  to  17  in  1970.  About  13  to  16  percent 


(about  3.6  million  adolenents  in  1970^')  h^  severe 
to  veiy  sevCTe  nmlocclusion. 

Factors  Associated  Witti  Aitolescents' 
Dental  and  Oral  Healtli  Prolriems 

Federal  sources  of  data  on  the  dental  health 
problms  of  adolescoits  incline  national  surveys  by 
NIDR,  as  well  as  odier  national  surveys  conducted 
by  various  agencies  in  DHHS  (see  box  8-B).  These 
nmional  surveys,  as  a  whole,  have  yielded  limited 
information  about  subgroups  of  the  population. 
Available  data  cm  racial  diff^oimc^  in  dentsd  disease 
(mtteras,  for  example,  differentiate  only  between 
whites  and  nonwhites.  The  national  surveys  are  not 
designed  to  explain  why  racial  differences  in  dental 
disease  pattmis  may  occur  by,  for  example,  also 
collecting  inform^on  on  family  income  level  or 
insurance  status.  R^,  family  income,  ami  insur- 
ance  status,  along  with  education,  age,  sex,  and 
pCTceived  need,  have  been  shown  to  be  d^frelaled 
with  the  use  of  dental  services  (31,82),  and  ccmse- 
quently  associated  with  dental  disease  patterns* 
Also,  past  history  of  dental  disease,  oral  hygiene 
behaviors,  and  diet  may  affect  dental  disease  pat- 
terns. 

Adolescents  in  certain  racial  and  ethnic  minority 
groups,  disable  adolescents,  and  adolescents  in 
institutions  seem  to  experience  greater  dental  dis- 
ease than  other  adolescents.  But  the  data  on  these 
groups  of  adolescents  are  very  limited,  reflecting  the 
national  data's  descriptiveness,  and  are  shallow  in 
terms  of  explaining  differences  in  disease  patterns 
and  use  of  dratal  services.  Despite  the  limitations  of 
the  data  and  the  possibility  of  misinterpretation,  it  is 
important  to  imderstand  that,  for  whatever  the 
reasons,  some  adolescents  have  a  greater  need  for 
dental  care  than  others.  Understanding  the  reasons  is 
important  for  designing  interventions  appro{mate 
for  those  adolescents. 

AdoiescBnts  in  Racial  and  Ethnic  Minority  Groups^^ 

Data  from  the  1979-80  NIDR  survey  of  school 
children  suggest  that  nonwhite  adolescents  in  this 
country  experience  more  itnmet  need  for  dental 


^*Tbc  arthodonnc  Treatmtm  Priority  index  is  described  m  bo*  S- A. 

I'Basod  OD  U.S.  r>epaitmeist  of  Commme.  Boreau  of  the  Census,  estimates  of  the  U.S.  reaklents  as  of  My  I.  1989.  the  oqutvalcm  numb^  of 
adotcscems  age  12  to  i  7  cnncntly  affected  by  scvctc  or  very  severe  malocctusion  wouM  l>e  between  2.6  and  3-2  millsoo. 

^^ome  sources  of  data  on  dental  liealth  separate  differattetlink  or  ^  groups  so  thi^  the  car^prevokiice  or  other  ospocts  of  oral  healtli 

arenioiedosefy  rotated  to  that  group.  In  most  cases,  however,  miiiority  groups  arc  lamped  together  with  vaHoos  titles  si^  as '*mln^itto'*<»^'*bUicki 
and  olflim.**  The  data  below  descrit)e  scmie  mhiority  grt»tps  studied  in  more  detail, 
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bcatment  than  their  white  peers  (see  table  8-1).'^ 
Because  of  these  needs,  nonwhite  adolescents  expe- 
rience undesirable  effects  firom  dental  conditions— 
i^trictcd-activity  days,'^  bed-disability  days,''  and 
lost  school  days— to  a  greater  degree  than  their 
white  peers  do  (88). 

In  1986-87,  according  to  NIDR,  22  percent  of 
10-year-olds  needed  restoration  (filling)  of  perma- 
nent teeth  (94).  For  white  10-year-olds,  the  figure 
was  slightly  under  19  percent;  for  nonwhite  10-year- 
olds,  though,  the  percentage  was  over  32  percent. 
The  neal  for  restoration  of  pennanent  teeth  changes 
through  adolescence.  In  1986-87,  over  12  percent  of 
all  17-year-olds  needed  restorations — 8  percent  of 
white  17-year-olds  and  29  percent  of  nonwhite 
17-year-olds  (97). 


hi  1983-84,  the  Indian  Health  Service  in  the 
Public  Health  Service  of  DHHS  conducted  a  study 
of  Indian  children  on  reservations  and  in  other  areas 
served  by  the  Indian  Health  Service  and  found  that, 
overall,  American  Indian  children  have  twice  the 
amount  of  dental  caries  as  the  national  average  (90). 
The  mean  DMFT  score  for  13-  to  19-ycar-olds 
ranged  from  a  low  of  9.4  in  Southwestern  Indians  to 
a  hi^^  of  12.7  in  those  from  the  Northwest.  The  F 
(filled  teeth)  component  of  the  DMFT,  an  indicator 
of  treated  caries,  ranged  fiiom  50  to  77  pcix»nt  (i.e., 
that  half  to  three-quarters  of  decayed  teeth  were 
filled). 

A  study  in  Colorado  showed  that  children  of 
migrant  workers  between  ages  11  and  15  had  a 
DMFS  rating  of  5.87,  exceeding  the  DMFS  rate  of 


disease  levels  (ban  tlKwe  with  high  Kcoltoraltoo  smnis)  (45aX 

URestricud-ccdvity  <4iy*  are  diys  on  which  a  peison's  activity  is  restricfed  by  llfacss  or  tojmy. 
toy  «iiy*  are  days  on  which  a  i«son  spc«l8 
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1W>|0  8-l-S©locted  Dontal  Treatment  Nsotte  of  White  and  ftonwhtte  Adolescents 

10  and  17, 1979W 
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Figure  S^Perlodontal  Health  Status  of  U.S.  School  Children  Ages  14  to  17,  by  Gender  and  Race,  l  M«^7 
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the  general  U.S.  population  of  that  age  (16).  A  study 
in  Minnesota  showed  that  by  age  13,  73  percent  of 
the  occlusal  (biting)  surfaces  of  migrant  children's 
first  permanent  molars  were  decayed,  missing,  or 
filled  (24).  A  study  in  Michigan  showed  that  migrant 
children  5-  to  14-years-old  had  consistently  higher 
DMFS  scores  than  other  nonraigrant  children  (104). 
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Figure  8-5  shows  the  gingival  treatment  needs  of 
white  and  nonwhite  U.S.  adolescents  ages  10  to  17 
in  1979-80  using  a  scoring  system  from  0  (low  need) 
to  4  (high  need).  The  percentages  of  adolescents  who 
hsA  moderate  or  serious  gingival  problems  (or  were 
not  scored)  were  generally  higher  among  nonwhite 
than  among  white  adolescents. 
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Data  from  the  Indian  Health  Service  study  show 
that  by  the  end  of  adolescence,  two  out  of  five  young 
American  Indian  patients  have  destructive  periodon- 
tal disease  with  bone  loss  (90).  Six  out  of  ten 
American  Indian  children  ages  19  and  under  have 
gum  disease. 

Data  from  NIDR  suggest  that  only  a  small 
percentage  of  U.S.  children  receive  orthodontic  care 
(95),  In  1979-80,  about  25  percent  of  17-year-olds 
had  ever  received  any  orthodontic  treatment  but 
black  adolescents  were  far  less  likely  to  have 
received  it  (4  percent  of  black  adolescents  had  ever 
received  orthodontic  treatment)  than  white  adoles- 
cent (27  percent  had  ever  receive  orthodontic 
treatment)  (95),  Although  it  appears  that  malocclu- 
sion occurs  consistently  across  races  (see  table  8-2), 
the  treatment  of  orthodontic  problems  does  not  seem 
to  reflect  the  distribution  of  this  problem. 

In  1987,  restricted-activity  days  due  to  acute 
dental  conditions  averaged  1.5  days  per  100  persons 
per  year  for  U.S.  children  5  to  17  years  of  age  (88). 
In  1987,  black  children  under  age  18  had  sli^tly 
more  restricted-activity  days  than  whites  of  the  same 
age  (6,9  days  per  100  persons  for  black  children  v. 
5.6  days  per  100  persons  for  white  children). 

Black  children  imder  age  18  in  this  country  suffer 
more  bed-disability  days  due  to  acute  dental  condi- 
tions than  whites.  In  1987»  black  children  under  age 
18  had  4.3  bed-^Jisability  days  per  100  persons  per 
year  due  to  acute  dental  conditions,  while  white 
children  under  age  18  had  only  1.4  bed-disability 
days  (88). 

Black  children  ages  5  to  17  in  this  country 
experience  almost  four  limes  as  many  school  days 
lost  due  to  acute  dental  conditions  as  whites  do.  In 
1987,  black  children  ages  5  to  17  lost  3.9  school  days 
per  100  persons  per  year  due  to  acute  dental 
conditions,  while  white  children  lost  10  school  day 
per  100  persons  per  year  (88).  The  impact  of  acute 
dental  conditions  as  compared  to  other  acute  condi- 
tions on  school  performance  or  work  is  not  known. 


"ftble  8-2— MalPCClu3lon  Among  US,  Adolescents 
Ages  12  to  17,  by  Bscs  and  Gender,  1970 


Orthodonttc  Treatment 
Pttority  Index  (TPI)  soore* 

White  Black 


(years)  Mate    Femate    Male  Female 


12   5.2  5.6  4.1  4.9 

13     5.2  5.0  4.2  5.6 

14   5.1  4.7  4.8  6.1 

15   5.5  AM  5.0  4.9 

16   4.9  4.6  5.3  5.0 

17   5.4  4,8  4.5  3-9 

For  group   $2  4,9  4.6  5.1 


*Th»or1hodDnticTreafrTTWTtPrtwtty  hxtex  (TPI)  wore  Is  a  scxw  rtingtng 
from  0  (normal  oodusion)  to  10  (vwy  sovaro  maloocHi$lon  wfth  trMlmont 
mandoiofy);  a  TP)  sooraof  4-6  moonsklafBd  a  daftnlta  makMdusion,  but 
treatment  Is  alectfva. 

SOURCE:  U.S.  D«par«7wnt  of  Hoallh.  &^tion.  and  Welfare.  PuMic 
HoaHh  Sarvioa«  NatMxral  Cantar  for  Kaatth  Satisfies.  An  As- 

D>CWPub.  Ho.  {HRA)77-1644  (Washington.  DC:  U.S.  Qovam- 
mant  Prtnling  Offlct,  F^jruary  1977). 

Data  from  the  National  Health  Examination 
Survey  of  the  late  1960s  suggest  that  white  U.S. 
adolescents  ages  12  through  17  tend  to  have  slightly 
better  oral  hygiene  as  measured  by  the  Simplified 
Oral  Hygiene  Index  than  black  adolescents  (see  table 
although  both  blacks'  and  whites'  scores 
were  representative  of  relatively  good  oral  hygiene* 
The  racial  differences  may  reflect  p^sonal  oral 
hygiene  behaviors  which  may  be  related  to  access  to 
care,  patient  education,  or  other  factors. 

Adolescents  With  Disabilities^^ 

A  reliable  picture  of  the  dental  health  of  U.S. 
adolescents  with  disabilities  is  unavailable.  Adoles- 
cents with  disabilities  (and  disabled  people  of  oAer 
ages)  have  not  been  well-evaluated  for  dental  caries. 
Most  studies  of  dental  caries  among  disabled  people 
have  been  small  in  scale  and  have  used  a  variety  of 
indices.  The  lack  of  data,  variety  of  indices,  and 
inadequate  control  of  variables  in  many  studies 
make  conclusions  about  the  extent  to  which  dental 
caries  affects  disabled  adolescents  difficult  to  draw. 
The  discussion  that  follows  draws  on  the  few  good 
studies  that  are  available. 


senile  Simplified  Orul  Hygiene  Index,  as  noted  in  box  8*  A,  is  a  measure  of  oml  cieanlim;ss  and  plaque  control  A  low  score  indicates  good  oral  bygiose. 

As  discussed  in  cb.  6,  "Chronic  Phystcal  Illness:  Prevcjjtion  ai>d  Smices."  in  this  voliune.  the  term  disat>led  is  usod  in  many  ways.  In  1982.  OTA 
distinguished  between  a  disability  (i.e.,  a  Imilai  ability  or  inability  to  perform  oat  or  morr  \mk  life  functions — at  a  ieve!  consider^  '^typical")  and 
a  handicap  (i.e.*  an  inability  to  perform  one  or  more  life  functions-^.g.,  working — at  a  **cyp»c!tl**  level  because  of  the  interactioit  of  the  individual's 
disability  with  the  phystcal  and  social  envimomems)  (77).  The  terms  handicapped  and  dis«h!ed  have  not  been  used  consistently  in  studies  df  dental 
disease,  and  the  national  dental  surveys  described  earlier  did  not  break  down  the  study  san^les  into  disabled  and  nondi&abled.  Ihe  discossioo  hcte  uses 
tenn  disabled  as  the  general  term  for  bodi  disabled  ami  handicapped  adolescents. 
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"Dsble  8-3— Distribution  of  Malocclusion  Among  U.S.  Adolescents  Ages  12  to  17,  by  ftoce  and  Gender,  1970 


PeroOTt  with  orthodomto  Treatmsnt 
 Priority  tndex  soore  

WWteaitdMac*  WWte  Bteck 

Tpi  score  Both      Mate    Femstfe        Botti      Male     f=emate        Both      Male  Femste 

0.  normal  ocduston   ItO  ioi  11^2          IDS  ioi  ioT          UJ  14^ 

l^^irtfwmaloochisten   34.8  34.0  35.8          34.5  33.6  35.7          36.9  36.4  37.3 

44 .  ddAilta  matoodt^on   25.2  25.7  24.6          25.8  26,0  21.0  23.3  18.8 

7-9 -sewe  malocclusion   13.0  1^8  lao          13.0  12.7  13JZ          12.2  13,5  11.0 

10  «  very  severe  malooduslon   I&O  16.7      15,4  16.7  17.5      14.9  15^  11.8  18.6 

SOWCE:  U.S.  Dopartnwit  of  Health.  Edbcattavi*  arxf  WeNire.  Publk:  Hoalth  Service,  Netimii  Conterfc^  Health  ^t^rtka,  AnA^^9rmntofth0OpcMon 
of  9^  T00th  of  Youff^  1Z'17  Y^ms,  0>€W  Piil>.  No.  <HR>^77-ie44  (VltehfngtDn.  OC:  U.S  Oomnfnent  Ptintlng  (Xfkm.  Febmary  1977). 


Using  data  drawn  from  more  than  20«000 disabled 
patients  in  1984^  Nowak  demonstrated  a  mean 
DMFT  score  among  13-  to  17-year-old  disabled 
^olescents  of  6.0;  this  compared  to  a  DMFT  score 
of  6.3  for  an  analogous  age  cohort  in  the  general 
population  (58).  The  breakdown  of  the  DMFT  score 
for  11-  to  IS-year-oId  disabled  adolescents  (1.18 
(D),  2.48  (M),  and  2.09  (F))  suggests  that  disabled 
adolescents  are  receiving  treatment  for  dental  cari^ 
but  continue  to  have  dental  caries  that  ingress  to 
tooth  loss. 

A  review  of  the  literature  by  Tfcsini  shows  that 
periodontal  conditions  are  a  significantly  greater 
concern  for  disabled  adolescents  than  is  caries  (75). 
The  probable  reason  is  that  the  prevention  of 
periodontal  diseases  involves  good  oral  hygiene 
practices  which  may  be  given  low  priority  by  those 
csffing  for  disabled  persons  or  require  a  dexterity 
some  disabled  persons  may  not  have. 

Disabled  adolescents  who  are  unable  to  engage  in 
a  major  activity  (i.e.,  attend  school)  tend  to  visit  the 
dentist  at  a  rate  similar  to  the  rate  among  other 
underserved  groups  (87).  In  1986,  only  54.4  percent 
of  seriously  disabled  adolescents  between  the  ages 
of  12  and  17  had  at  least  an  annual  dental  visit  (87). 
Disabled  adolescents  with  less  disability  or  limita- 
tion did  only  slightly  better.  In  1986, 62.2  percent  of 
less  seriously  disabled  adolescents  between  the  ages 
of  12  and  17  had  ai  least  an  annual  dental  visit  (87). 
Disabled  adolescents'  infrequent  dental  visits  may 
be  related  to  a  variety  of  factors,  including  preoccu- 


pation with  their  disabling  condition  (26),  inability 
to  find  a  dentist  (70),  or  financing^  (33). 

Adolescents  in  Juvenile  Justice  Facilities 

Small  studies  have  shown  that  adolescents  ages 
13  through  16  who  are  in  juvenile  justice  facilities 
had  more  dental  decay  (as  well  as  poorer  nutritional 
stmus,  and  more  vision  and  hearing  impairments) 
than  adolescents  finom  similar  communities  who  had 
never  been  in  juvenile  justice  facilities  (64).  It  is  not 
clear,  howevw,  what  the  denta^  status  of  these 
adolescents  was  prior  to  entering  juvenile  justice 
facilities.^^ 

Adolescents  With  Certain  Behaviors  or  Conditions 

A  variety  of  behaviors  and  conditions  affect 
adolescents'  oral  health — behaviors  that  include 
ignoring  personal  dental  hygiene  practices,  using 
alcohol  and  other  substances,  using  oral  contracep- 
tives, using  less  tobacco  or  smoking  ciga- 
rettes, participating  in  athletics  (and  experiencing 
related  injuries),  and  conditions  that  include  bulimia 
nervosa,^  pregnancy,  and  sextially  transmitted  dis- 
eases (see  table  8-5).  Some  of  these  behaviors  and 
conditions  occur  infrequently  but  result  in  long-term 
damage  to  oral  structures  when  they  occur.  Others 
occur  more  firequently  but  have  minor  or  reversible 
effects. 

Prevention  of  Adolescents'  Dental 
and  Oral  Health  Problems 

The  major  dental  and  oral  health  problen^  faced 
by  adolescents  in  the  United  States — i.e.,  dental 


22Forlitftfacr  discttssion  of  floaiKriog  i^ues  in  dental  care,  see:  (he  discussion  below;  cb.  16,  "Financial  Access  to  Health  Services,'*  in  Vol.  m.  and 
VS.  Congress  Office  of  Tfedmology  Assessmem.  Children's  Dental  Services  Under  the  Medicaid  PrQgram  (78). 

25For  further  discttssic©  of  the  Iwalth  needs  of  a(telc«^  13.  "Delinquency:  Ptevcmionaod  Scjvicca."  inthii 

vobmie. 

^Bulimia  nervosa  is  a  severe  eating  disoidcr  characterized  hy  a  compulsiim  to  hinge  and  then  purge  the  body  by  self-induced  vomiting  or  use  of 
^  Uoatives.  For  a  further  discussion,  see  ck  7,  "Nutrition  and  Fimess  Prolricxns:  Fkrmition  and  Services."  in  diis  volume. 
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Box  S-B-^edena  Sounes  ^Data  on  AMeseents*  Dental  end  Oral  Beam 

Sev«il  oooiponeiiis  of  Ihe  Pablic  Herilh 
con«^  dtta  en  adolctsccntu'  dental  and  onl  beaMi: 
NalloiMl  InslHiitij  of  Dwiirf  Reseundi  ^ 
-i^aionatl>fmf  Carta  Prevate^ 

needs,  liy  age  ami  iKc  (wWte  lad  a»iriite).  fflrf  gfa^ 
^-^^^(^DintalCaries  in  US.  SdioolCmdrm:  i«ftM7:  *«»<»DM5  ^^^ISl!** 
{^*te  and  noowhite).  and  gpogniWc  laalfaB.  iirf 

Natioiial  Center  tor  Health  Statetks>C«^  , 
-NakmatHeamimervkwSiayey(mS),mnBat.dm<nvma^ 
wddace;  ac«te  dentd  condilioiB  and  assodalcd  le^^ 
days  W  agp  and  gender,  and  face  airf  iBBify  facome.  Usoa^^ 
cl4tea.Tltel982aiivcyipchrfcdaPte?qttiyeC^ 
visitThe  1985  survey  imduded  a  special  Health  Pwraiotkn  and  Disease  ft 

--^SSTXoBd  Nutrtdcn  Exandnatim  Survey  (NHANES)  lU.  2988^:  date  cotected  from 
q,y«ffi<yntt{t^  fl«      as  fmm  jAyaical  and  oral  coramtngtions.  Data  crilection  wfll  span  mm  ^^^^^^ 
1994  and  wffl  include  pcwops  2  nMdiis  old  »id<tfder.T1»detaalcooyo^ 
of  cari^  pexiodootal  stetus,  tooth  loss.  soft-tissi»  lesions,  maloccbiskn,  aial  toolh  tranma 
National  Center  for  Health  Services  Research  (now  Agency  for  Health  Care  Poltey  and  Researdi) 

—Nalonal Mediaa  Care  ExprntOtare Survey  (NBiCESh  1977,  wadNatioml MaBcal ExpemBOffeSwvey 

(]VM£Si./987:  data  on  dotal  expendttumoMlittfli^^ 
Sewal  amhras  favolved  fa  (faotal  «|iidemfotogy  and  lesean^ 
Federal  data  cotteedtm  prvffoms  may  not  provide  accurate  projectUms  of  dentd  and  oral  be<Mt  need  within 

white  and  noowfaite  childm  and  fadude  only  diose  ciiUdi^ 

may  yield  inftfBMiion  abort  aggregate  trends  but  is  likfity  to  mask  the  discw 

SOURCE:  (XBcc  of  "ftdBioIogy  Assessmotf,  1991. 


caries,  periodontal  disease,  and  malocclusion— are 
often  preventable  conditions.  Effective  preventive 
measures  involve  water  fluoridation  and  other  pre- 
ventive efforts  at  the  community  level,  the  services 
of  dental  professionals,  and  personal  dental  hygiene 
practices. 

Pmentive  Intenentions  for  Major 
Dental  Health  Problems 

Prevention  of  Dental  Caries 

Etentol  caries,  the  major  dental  infectious  disease 
problem  for  adolescents,  can  be  prevented  in  the 
following  ways: 

•  by  increasing  the  resistance  of  the  teeth  via  the 
use  of  fluoride  and  dental  (occlusal)  sealants,^^ 


•  by  reducing  or  interfering  with  the  caries- 
producing  microorganisms  in  contact  with  the 
teeth  through  the  use  of  fluoride  and  oral 
hygiene  procedures,  and 

♦  by  altoing  a  pei^on's  oral  environment  through 
dietary  interventions  (36), 

Fluoride — Fluoride  has  been  key  in  the  overall 
reductions  in  dental  caries  among  adolescents. 
According  to  the  American  Academy  of  Pediatric 
Dentistry,  adolescents  can  benefit  from  fluoride 
throughout  their  teenage  years  and  into  early  adult- 
hood (la).  The  benefit  of  incorporating  fluoride  into 
the  developing  enamel  of  permanent  teeth  ends 
around  age  14  (or  at  the  time  of  the  eruption  of  the 
second  permanent  molars)  (36),  but  the  benefits  of 
remineralization  and  the  antimicrobial  activity  of 
fluoride  continue  beyond  that  age  (la).  These 


25£>entalsealamaicihmcos!htgsof^^^    maiciial  placed  oo  Uieocchtsal  (dicwin^  mfacwjof  fx^stcrior  teeth  to  prevent  tbc  dcciunttlatkm  of  food 

ERIC 


^l/emai  icamms  arc  loiu  w^wii^a  w»  j/ijmuw  ummw  mm  i^*—*-^-**  — —  >  — %^  — 

x-^-bfifiamllwtcTiainfltepitsandfissurttof  the^  ^ 
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Flguro  8-5— Oingival  Treatment  Needs  of  White  and 
Nonwhite  U.S.  Adolescents  Ages  10  to  17, 197»^ 

Percent  of 
iiKUviduals 
with  score 

100% 


75% 
60% 
25% -i 
0% 


10 


11 


O  0-1 


3-4  or  no\  acored 


NOTE:  W  -  Whft«;  NW  m  NonwhJta 

SeoHng  CHtaHa:  0  -  f  ro«  of  dte^aso;  1  or  2  •  n»octo  minor  trMtmont: 
3  •  mod«rBt«  pfDbtom;  4  ■  di$0aM  wtU     mporid  to  8«tt<£ira. 

SOURCE:  U.S.  0»partm«nt  of  Hwillh  and  Human  Sorvk)»s.  PuWk:  H©afth 
S«rvtoo.  Nattonoi  bstm/lM  of  f^h.  Nattonal  In$]f!(it9  of  Dental 

19T^  NW  Pub.  No.  S3-2246  (WtoWngton.  DC:  U.S.  Govern. 
m«nt  Printing  0«to©.  Dacttmbar  1«^). 

benefits  can  be  obtained  through  water  fluorida- 
tion«^  through  fluoride  that  is  topically  a{^Iied  by  a 
dental  professional,  or  through  the  use  of  fluoride 
rinses  or  fluoride-containing  toothpaste  (la). 

Water  fluoridation  programs  have  been  demon- 
strated effective  in  reducing  caries  in  several  studies, 
resulting  in  a  20-  to  40-percent  reduction  in  caries 
(9,13,14,23;Z5,47^0^8).^  As  of  1988,  nearly  two- 
thirds  (61  percent)  of  the  U.S.  popmlation  serv^  by 
public  water  supplies  had  access  to  fluoridated 
drinking  water  (84a).  The  Federal  Government  has 
[»x>vid^  assistance  for  water  fluoridation  jrograms 
through  grants  to  States  and  also  through  technical 
assistance,  health  education,  and  other  methods.  Hie 
Dental  Disease  Prevention  Activity  of  the  Centere 
for  Disease  Control  in  the  Public  Health  Service  of 
DHHS  has  been  responsible  for  the  Federal  Govern- 
ment's water  fluoridation  effort  since  1978  (22). 


1U>ie  S-4— Oral  Hygiene  /Unong  U.S.  Adolescents 
Ages  12  to  17  ss  Itteasured  by  the  Simplified 
Oral  Hygiene  tmfex  (OHt-S),  1966-1970 

Age  (years)  OH^S  score* 

12   0.94 

13   0.92 

14    0.90 

15   0.87 

16  ,   0.tf6 

17   0.82 

White  Bteck 

12-17   0.82  1.34 

^rhaSlmp}ifMOrafHy9(»n«fnd9x(OH^S)isamoasurBoforB)o^ 
ami  plaqua  oontrot-  A  h^h  noona  Mfoataa  poor  oral  hygtena. 

SOURCE:  U.S.  Dapartmont  of  Haalth,  Education,  and  Walfarv.  Publte 
Haalth  S«rv)c».  National  C«mar  for  Haatth  Statiattos,  Oaf 
Hygisna  Among  ybutha  12-  f  7  Yms,  DHEW  Pul>.  No.  (HRA)76- 
1 633  (Washington.  OC:  U.S.  Qxrmrwiwrti  Pmng  Off  te«,  1978). 

In  70  clinical  trials  of  inx)fessionally  appli^ 
topical  fluoride,  caries  was  reduced  by  an  average  of 
30  percent  (66),  A  recent  OTA  study  that  sampled 
seven  Stale  Medicaid  programs  found  that  profes- 
sionally applied  topical  fluoride  was  a  covered 
dental  benefit  for  adolescents  in  six  of  seven 
programs  (78).2»  limitations  in  State  leporting 
requirements  to  the  Federal  Government  preclude  a 
determination  of  how  many  Medicaid-eligible  ado- 
lescents actually  had  fluoride  topically  applied  by  a 
dental  professional.  The  American  Dental  Associa- 
tion has  suggested  the  inclusion  of  professionally 
applied  topical  fluoride  in  a  model  dental  health 
insurance  l^neflt  (3)* 

Nonprofessionally  applied  topical  fluoride,  such 
as  that  contained  in  fluoride  toothpastes  or  mouth 
rinses,  is  also  effective  in  reducing  dental  caries. 
School  fluoride  rinse  programs  have  been  ^own  to 
reduce  the  prevalence  of  dental  caries  among  partic- 
ipating school  children  from  16  to  56  percent  (17), 
although  there  is  some  evidence  that  those  children 
in  nonfluoridated  communities  may  experience  giealer 
benefit  (67a).  Approximately  10  percent  of  VS. 
school  children  ages  5  to  17  have  access  to  school 
fluoride  rinse  programs  (87). 

Dental  Sealants — ^According  to  the  Sealant  Task 
Force  of  the  Massachusetts  PubUc  Health  Depart- 


^Rocently»  cosccms  have  been  raised  aboat  the  carcmogenictty  of  sodium  fluoride  (the  fhtoride  compound  amunonly  sttpptemeafed  in  community 
water  sipplto).  In  1990,  the  National  Ibxicotogy  PtDgram  at  due  Naticml  Institutes  of  Health  issued  preliminary  results  of  a  atudy  on  the  cardmgcnlcity 
of  sodium  Ouoride  in  rats  and  mice  that  showed  only  equivocal  evidence  of  carcinogenicity  in  male  rats  (9S).  After  considering  the  wetj^  of  the  evidence 
on  sodimn  fluoride;  the  Public  Health  Service's  stated  policy  is  to  continue  ^propriate  support  for  the  use  of  fluorides  for  the  prevention  of  dental  decay 

mi 

^^Tbe  low-end  caries  rediKrtion  found  in  some  snidies  may  reflect  the  fact  tital  control  subjects  were  exposed  to  fluoride  in  forms  other  than  in  drtnldpg 
water  (e.g.,  fluoride  toothpaste). 

2*Sec  the  following  section  for  details  of  ilie  Medtciiid  program  and  dental  services. 
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TaWe  8-5— Behaviors  and  Conditions  Wth  Potmtlal  Effacte  on  Adoiascents' 

Dental  and  Haatth 


B^mvior/oondftion  PotMlal  ^fects  on  dental  and  oral  health 


C^uette  smoMng  Sht^l-term  i^s  causes  muooscd  charts,  staling  of  teeth. 

Long-term  use  rwtits  In  Increased  oral  canoer  rl^  p^toAmtal 
disuse* 

SmokiMeBs  tobaooo  uso ....... ,  .Same  as  for  oigaietle  smoWnQ. 

Alcohol  and  drug  use  Sh(Hi-l»rm  use  compltoates  drug  ac&nMstratlm  by  dentists  and<»n 

cause  urvsual  office  behavtors,  damat  fie^ect  ^  addicted  patients. 
Long-term  u$b  Is  related  to  oral  cano^. 

Participation  In  athletics  Traumatic  b^lurtes  to  teeth  and  Javvs. 

Oral  contracepltve  use  PeftodmHal  disease  from  htmnonal  ohanj^;  bicrrased  risk  of  dry 

socket  after  tooth  extraction. 

Contiltfwfs: 

BdHnla   ^PsrkKkmtal  problefns  and  aoW  destmctlon  of  terth  from  vomiang. 
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RsUs.  St  a!,  (ads.)  (Phtala^ihia.  m:  W.a  Saundm  C^.,  1908).  Rsprfritad  by  pamntobn. 


n^t,  a  combination  of  fluoride  and  dental  sealants 
is  the  most  effective  preventive  approach  to  reducing 
doital  caries  (13^6).  The  National  Preventive  Den- 
tistry Dcnnonstration  Pkogran^  similarly  found  that 
a  program  combining  flu(»ide,  sealants,  and  dental 
health  education^  had  greater  benefit  than  did 
programs  with  few»  {mvendve  techniques  both  in 
communities  with  fluoridated  water  and  communi- 
ties wiAout  it  (10). 

In  1983,  the  National  Institutes  of  Health  held  a 
consensus  conference  on  dental  sealants,  and  the 
consensus  de  velc^nnent  group  leconmiended  the  use 
of  sealants  for  the  prevention  of  dental  caries  (91). 

I>espite  such  recommendations,  in  1986,  fewer 
than  10  percent  of  U.S*  adolescents  had  dental 
sealants  (101)*  Wious  factors,  including  {^acti- 
timier  attitudes,  low  public  awareness,  low  priority 
for  dental  health,  and  cost,  have  limited  the  avail- 
ability of  sealants  to  adolescents  (100). 

The  Bureau  of  Maternal  and  Child  Health  and 
Resources  Development  within  the  Health  Re- 
sources and  Services  Administration  of  DHHS  has 
funded  dental  sealant  programs  through  competi- 


tively awarded  funding  for  its  special  projects  of 
regional  and  national  significance  (SPRANS)  (8). 
State  agencks  are  utilizmg  Federal  ftmds  to  initiate 
sealant  progrEuns  in  various  parts  of  die  country  (71)* 
The  Naticmal  In^tes  of  Health  and  the  Center  for 
Disease  Ccmtrurs  Dental  Disease  Pteventicm  Activ- 
ity effort  to  ^icourage  the  use  of  sealante  continues 
in  this  regard  widi  grants  to  States  and  public 
awareness  programs  (21).  On  the  other  hand,  die 
American  Dental  Association  reputed  in  1988  diat 
only  22  State  Medicaid  programs  (including  die 
District  of  Columbia)  cov^ed  dental  sealants,  and  at 
least  one  State  recently  discontinued  sealants  from 
its  program  (2).^^ 

Personal  Oral  Hygiene — Some  studies  show 
that  meticulous  oral  hygiene  (i.e.,  including  prophy- 
laxis (cleaning)  by  a  dental  professional)  can  virtu- 
ally eliminate  dental  caries  (5,6,7).  To  OTA*s 
knowledge,  however,  there  are  no  clinical  trials  diat 
show  what  effects  toothbrushing  without  fluoride 
toothpaste  or  flossing  has  on  dental  caries  (36). 

Other  Dietary  Measures — Restricting  sugary 
foods  in  the  diet  has  significantly  reduced  dratal 


^'The  Natlooal  l^revciitive  Deoiistf^ 

and  was  fia»tcd  by  the  Robert  Wood  Jc^mson  Fbimd^rL  The  program  sfxannod  4  ytars  and  inctuded  scix)oi  chUdr^i  from  10  communities  Broand  ibe 
cotmtiy  (67a>. 

''Demal  health  educattoo  is  discussed  in  a  sq^inOe  sectkm  below. 

^Hi  should  be  tioted  thol  sotneModicftid  dental  nlantbeDelits  are  Umited  in  scq»e,  allowing  only  limited  ^hcadcm  of  seal^ts  <e«g..  w  t^lam 
per  tooth  par  lifetime)  or  fiUowing  Bealants  <Kily 

for  children  ^ges  12  and  undo^),    for  limitod  popuIatiaEis  (e.g..  for  develqnnei^&Ily  disahlod  diildren  only)  (7B). 
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caries  in  clinical  trials  (41,42).  Hiis  approach  has 
less  ]m>nouiiced  efiects  on  dratal  caries  ^»dten 
sugar^estricted  diets  are  not  carefully  controlled 
(68,96). 

Prevention  of  Periodontal  Disease 

The  prevention  of  periodont^  disease  requires 
good  pesr^mal  oral  hygioie  habits,  including  blush- 
ing and  flossing^  to  renK>ve  plaque  from  all  teeth 
surfaces  (43^2,73),  Personal  oral  hygiene  is  also 
inq)ortant  because  gingivitis  can  1^  reversed 
throu^  personal  plaque  control*  B»iodontitis  is  a 
much  more  sevm  disease  state  and  usually  requires 
professional  treatment  to  prevent  progres»on,  but 
personal  oral  hygiene  must  be  practiced  as  well  (76). 

In  addition  to  personal  hygiene  n^asures,  {Hophy- 
laxis  (cleaning)  by  a  dental  professional  at  least  once 
a  year  is  generally  recommended  to  prevent  perio- 
dontal diseases  (37).  The  American  Dental  Associa- 
tion has  suggested  the  inclusion  of  prophylaxis  by  a 
dental  professional  in  a  model  dental  health  insur- 
ance benefit  (3). 

Most  of  the  seven  State  Medicaid  programs 
sampled  in  a  recent  OTA  study  covered  dental 
prophylaxis  for  adolescents  at  least  annually  (one 
program  limited  the  benefit  to  children  imder  age  1 2) 
(78). 

Prevention  of  Malocclusion 

Hie  genetic  basis  of  much  of  malocx:lusion  in 
adolescents  makes  it  unpreventable  (la).  As  noted 
earlier,  however,  malocclusion  is  sometimes  caused 
by  the  premature  loss  of  primary  teeth  due  to  dental 
caries.  The  timely  use  of  spac^-maintaining  i^li- 
ances  effectively  prevents  the  shift  of  teeth  that 
results  £rom  the  premature  loss  of  primary  teeth  (37). 
The  American  Dental  Association  has  recommended 
the  inclusion  of  space  maintainers  as  part  of  a  model 
dental  health  insurance  benefit  (3). 

In  its  shidy  of  seven  State  Medicaid  programs 
mentioned  previously,  OTA  found  that  all  seven 
programs  Ibnit  coverage  of  space  maintains  for 
adolescents  (78). 

Dentai  Health  Ettucation  and  Behaviors 
Dental  Health  Education 

The  benefits  of  dental  health  education  for  adoles- 
cents are  hard  to  assess.  Although  such  education 
^  may  tend  to  increase  knowledge  (102),  its  lasting 
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effect  on  attitudes  and  behaviors  BppCBTs  tess 
significant  (28).  Recent  data  suggest  diat  adoles- 
cents have  positive  attitudes  towwd  dental  l]^di» 
and  that  dieir  attitudes  imfaove  widi  educatkm  and 
result  in  better  behaviors  (102).  There  is  some 
indication  diat  concerns  about  self-image  and 
pearance  can  tmccmrage  good  oral  health  behaviors 
for  adolesc^ts  (1,5344)* 

A  primary  locus  for  recd]A  of  doital  health 
education  is  during  die  d^ital  visit  (30),  aldiough  die 
effectiven^  of  education  in  diis  setting  is  un- 
known. This  locus  i^esents  an  obvious  problem  fm 
adolescoits  widiout  fiequent  access  to  professional 
denml  care.  Health  care  provido^  odier  dian  dentists 
may  have  potential  for  eidi^  providing  oral  health 
information  or  providing  refeirals  to  dental  profes- 
sionals. 

School  health  education  programs  are  another 
locus  for  adolescents'  receipt  of  oral  hygiene  infor- 
mation, but  bealdi  edu(^on  programs  are  not 
consistent  across  schools  and  generally  provide  little 
emphasis  on  older  adolescents,  who  are  at  higher 
risk  (30).  Son^  evidence  suggests  the  positive  value 
of  th^  inograms  if  both  i^rents  and  children  are 
involved,  but  many  i»x>grams  have  been  found  to  be 
in^i^uate  because  diey  fail  to  involve  the  parents 
(59). 

There  is  no  central  rqx>sitory  of  oral  health 
educational  materials  (29),  aldiough  such  a  reposi- 
tory might  inject  a  cotisistent  element  into  schools- 
based  programs  and  crffice**  or  clinic-based  educa- 
tional materials.  Further,  adequate  evaluations  of 
educational  programs  and  intmictions  are  scarce^ 
specifically  in  relation  to  adolescents. 

Adolescents'  Knowledge  of  and  Attitudes  Toward 
Dental  Health 

Although  there  is  no  similar  information  for 
adolescents,  data  frcsn  DHHS  national  surveys 
suggest  tfiat  young  adults  (ages  18  to  29)  know  as 
much  as  or  mcne  than  older  adults  about  the  benefits 
of  fluoride,  die  positive  effects  of  brushing  and 
flossing  on  periodontal  health,  and  the  anticaries 
benefit  of  sealants  (83),  Higho-  income  and  educa- 
tion levels  of  these  young  adults  were  associated 
with  a  greater  knowledge  of  these  prevrative  boie- 
fits.  Racial  differences  in  young  adults'  knowledge 
are  small  (sugg^ting  that  many  have  been  ^posed 
to  preventive  informadonX  but  nonwhites  do  ^pear 
to  know  less  about  sealants  than  do  whites* 
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A  small  study  of  adolescents  in  Minneapolis 
found  that  almost  75  percent  of  the  predominantly 
white  adolescents  sampled  had  a  regular  dentist  (54). 
Nii«ty  percent  said  they  brushed  their  teeth  daily» 
and  80  percent  felt  tooth  decay  was  a  serious 
problem.  Eighty-four  percent  believed  that  caries 
was  preventable,  though  few  knew  much  about 
jneventive  meAods.  A  study  of  inner-city,  laigely 
blade  adolescents  found  that  study  participants  were 
9>od  at  assessing  their  overall  oial  health,  but  they 
were  not  as  good  at  assessing  their  gingival  health 
status  when  compared  with  a  dentist's  ass^sment 
(15). 

Adolescents'  responsibilities  in  health  care- 
s^king  change  over  the  course  of  adolescence. 
During  the  first  pan  of  adolescence,  an  adolescent 
typically  depends  on  a  parent  or  legal  guaidian  for 
the  initiation  of  health  care  visits;  at  the  end  of 
adolescence,  decisions  about  care-s^king  are  in- 
creasingly likely  to  be  a  personal  decision.  Utiliza- 
tion of  dental  care  parallels  this  change;  dental  visits 
drop  off  in  the  transition  between  adolescence  and 
young  adulthood  (83).  Meanwhile,  the  acute  mani- 
festations of  dental  conditions  consistently  inciease 
in  the  early  adult  period  (87). 

Interventions  and  Services  for  tlie 
Treatment  of  Adolescents'  Dental 
and  Oral  Health  Problems 

Intenfentions  for  the  Treatment  of  Adofescents' 
Dental  Healtti  Protilems 

The  usual  therapies  for  dental  caries  include 
fillings  (restorations),  pulpal  therapy,  and,  some- 
times, removal  of  the  affected  tooth  (see  box  S-A). 
Therapies  for  periodontal  disease  include  plaque 
removal,  in  the  case  of  unconq>licated  gingivitis,  and 
various  surgical  and  nonsurgical  tre^ents,  in  the 
case  of  more  serious  periodontal  disease.  The 
treatment  of  malocclusion  depends  on  its  severity. 
Minor  malocclusions  can  often  be  corrected  by 
space-maintaining  appliances  or  minor  orthodontic 
treatment.  Major  malocclusions  may  require  major 
orthodontic  treatmem.  Few,  if  any,  efforts  have  been 
made  to  trace  the  effects  of  specific  interventions  for 
the  treatment  of  dental  health  problems  from  adoles- 
cence into  adulthood. 


Ttie  Dentat  Sentce  Deltveiy  System 

Access  to  services  in  the  U.S.  doital  care  service 
delivery  system  is  stnmgly  infhienced  by  d»  Ability 
of  patients  to  pay  for  services.  Famity  in«Hne  is 
directly  associated  with  adolescents'  utilization  of 
dental  care  (39.87).  Most  oral  health  services  are 
provided  in  private  practices,  which  represent  85 
percent  of  dentists  (45),  and  are  provided  to  middle- 
and  upper-income  patioits  (40).  The  likelihood  that 
an  adolescent  has  had  a  dental  visit  within  the  last 
year  increases  with  family  income  (see  figure  8-6). 
The  likelihood  also  increases  with  private  dental 
insuraiK*.  About  four  of  five  12-  to  17-year-olds 
with  private  dental  inairance  make  at  least  annual 
visits  to  die  dentist,  while  only  about  three  of  five 
without  private  dmtal  insurance  make  such  visits 
(87).  Hie  private  dental  insurance  status  of  adoles- 
cents in  various  categories  (gender,  race/ethnicity, 
family  income,  activity  limitation)  is  shown  in  table 
8-6.  Many  adolescents  from  low-income  families 
rely  on  public  clinics  or  public  insurance  or  both. 
Many  public  dental  programs  are  federally  spon- 
sored (Me  below),  but  State  and  local  governments 
are  also  active  in  providing  d«ital  health  education 
and  services  o  adolescents  from  low-income  fami- 
lies.32  The  size  and  scope  of  both  State  and  local 
dental  programs  vary  considerably.  Local  dental 
programs  are  more  likely  to  provide  clinical  soviet 
than  State  dental  programs  (46).  In  a  recent  survey 
of  local  dental  health  agencies,  109  of  127  local 
health  agencies  that  provide  for  clinical  services  (80 
percent  of  survey  respondents)  provided  them  to 
adolescents  (51).  The  clinical  con^nrats  were 
genmlly  limited  to  preventive,  emergency,  and 
basic  restorative  sovices.  Some  local  health  agen- 
cies providing  dental  ^ucation  programs  targeted 
junior  high  (52  of  125  agencies)  or  high  school  (34 
of  125  agencies)  shidrats,  but  twice  as  many  (104  of 
125  agencies)  targeted  elementaiy  school  studoits. 

Federal  Programs  Pertaining  to 
Adolescents'  Dental  and  Oral  Health 

DHHS  is  the  primary  locus  of  Federal  dental  and 
oral  health  programs.  Several  DHHS  agencies  are 
involved  in  dental  and  oral  health  programs: 

•  the  Public  Health  Service,  which  includes  die 
National  Institute  of  Dental  Research  (NIDR) 
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Figure  8-&— Percents^  of  U.S.  Adolesc«it8 
Agos  12  to  17  WKh  a  Dontat  VIstt  In  the  Yisar, 
by  Family  Income,"  1986 
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OFamlly  Inooma  uraa  adlustsKl  tor  i«mlly  »IZ9. 

S0UFK:E:  U.S.  Dspartnwnt  of  Hwdth  and  f*jman  Sarvloas,  Public  Hsalth 
S«vte»,C«itsf»fwa»w«»Contirt.Nrtlon«IC«ntw*wH«»Jth 
StaMfttea.  Ua»  of  DmM  Stmkm  and  Dental  tMth,  198$, 
DHHS  Pub.  No.  (PHS)e8-15M  {WasNnflton.  DC:  U.S.  OovBrrv 
nwnt  Printfrig  OHk»,  Octobw  1988). 

of  the  National  Institutes  of  Health;  the  Health 
Resources  and  Services  Administration,  which 
provides  dental  care  through  its  National 
Health  Service  Corps;  the  Indian  Health  Serv- 
ice; and  various  other  Public  Health  Service 
agencies  (e.g..  Centers  for  Disease  Control); 
and 

•  the  Health  Care  Financing  Administration, 
which  adnunisters  the  Medicare  and  Medicaid 
programs. 

In  fiscal  year  1988,  as  shown  in  figure  8-7,  these 
DHHS  agencies  spent  nearly  $580  million  on  oral 
and  dental  health  (32).  Almost  4  percent  of  total 
M^caid  expenditures  for  adolescents  ages  10  to  18 
was  spent  on  dental  services  in  fiscal  year  1988 
(82a). 

An  Interim  Study  CSroup  on  Dental  Activities 
appointed  by  DHHS  in  1987  found  that  a  focus  for 
dental  and  oral  health  activities  within  DHHS  was 
lacking  (45).  That  study  group  suggested  that  a 
central  focus  for  oral  health  activities  should  be 
located  within  the  Public  Health  Service  at  the 
Office  of  the  Assistant  Secretary  for  Health  and 
should  be  advised  by  a  formally  chartered  committee 
(45). 


labte  s-6— Mvate  Dental  Inmrance  Status  of 
U.S.  Adolescents  Ages  12  to  17,  by  >6rious 
Demosrephie  Categories,  1986* 

Peroent  Pwwrt 

with  'Without 
private  (tfivate 
dental  dental 

Demograj^lc  category   Insurance  Insurance 

Males   -WO*  ^^'^ 

Fowaies   *2Jt  53.3 

WNtes    50.3% 

Blacks   30.2  65.2 

Mspante   g| 

Mexkan-Amwlcan   w.8  sfte 

Other  Hispanic   33  0  ^1.7 

Family  Income:  ^  „ 

under  $10.000   10.6%  M.5% 

$10,000-$19,999   28-3  fj.g 

$20.000-$34,999    50.5  48.6 

$35,000  Of  more   63.1  33.8 

Unabte  to  engi^  In  msyor  activity^..     26.0%  74.0% 

•TotolB  do  rx^  cqtml  100  Aw  to  tmknown  covarag*. 

t>DisabM. 

SOURCE:  U.S.  Dwwtiwnt  of  Mwitth  and  Human  Swirtoaa.  PmWIc  Hwlth 
S«vfe«.C«tfsr»torDto«M»Ocintr<ri,fWlonalCaritarterHaallh 
StBttstln.  Usa  of  Dwitef  Santeaa  and  Dantal  «wt»>,  1988, 
OHHSPUb.  No.  (PMS)88-1593  (WtesNngton,  DC:  U.S.  Qowm- 
manl  Printtng  OWos,  Oetobar  1988). 

Public  Haatth  Service 

The  Public  Health  Service  has  many  responsibili- 
ties for  the  Nation's  oral  health,  including  research 
on  oral  health  problems,  support  of  community 
fluoridation  efforts,  and  support  for  the  direct 
provision  of  services. 

NIDR,  one  of  the  National  Institutes  of  Health,  is 
the  primary  agency  supporting  Federal  research  on 
oral  health— the  causes,  prevention,  diagnosis,  and 
treatment  of  oral  and  dental  diseases  and  conditions. 
The  limitations  of  national  surveys  conducted  by 
NIDR  were  discussed  previously. 

The  Federal  Government's  watra-  fluoridation 
activities,  as  mentioned  laeviously,  are  overseen  by 
the  Centers  for  Disease  Contiors  Dental  Disease 
Prevention  Activity.  Water  fluwidation  [programs 
have  been  shown  effective  in  reducing  dental  caries, 
but  ahnost  one-third  of  the  U.S.  population  served 
by  public  water  supplies  lacks  access  to  fluoridated 
water  (67a). 

In  September  1989,  the  Bureau  of  Maternal  and 
Child  Health  and  Resources  Development  within  the 
Health  Resources  and  Services  Administration  of 
the  Public  Health  Service  sponsored  a  Workshop  on 
the  Oral  Health  of  Mothers  and  Children  (72).  A  full 
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Figure  8-7-4^ntal  emt  Oral  Health  Expendtturas  by 
the  U.8.  Departmant  of  Health  artd  Human  Services, 
Fiecal  Year  1908 
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report  containing  the  workshop  participants*  recom- 
n^dations  should  be  issued  soon  on  issues  that 
include  oral  health  policy  ♦  integration  and  collabora- 
tion, oJvocacy,  resources  for  oral  health,  oral  health 
education  and  promotion,  oral  health  status,  contrib- 
uting factors,  oral  health  standards,  documentation 
and  evaluation,  and  research. 

Direct  dental  services  are  provided  through  ap- 
pxMunmiely  300  community  health  centers  and 
migrant  health  programs  that  receive  Federal  grants 
under  section  330  of  the  Public  Health  Service  Act. 
Section  330  grants  go  to  public  and  private  nonprofit 
organizations  that  provide  primaiy  health  care  to 
populations  or  areas  that  are  ''medically  under- 
sorved/'  Abnost  all  Public  Health  Service  National 
Health  Service  Corps  personnel  are  assigned  to 
communis  health  centers  and  migrant  health  pro- 
grams. At  least  121,000  adolescents  received  dental 
care  in  these  centers  in  1989  (55). 

Another  direct  dental  service  program  in  the 
purview  of  the  Public  Health  Service  is  the  Indian 
Health  Service,  which  has  the  responsibility  for 


providing  care  to  American  Indians  and  Alaska 
Natives. 

Heantt  Care  Financiiw  Administration 

Though  the  Public  Health  Servk^  supports  vari- 
ous dental  and  oral  healdi  activities,  the  Medicaid 
program  adminis^i^  at  the  level  by  the 

Health  Care  Bnandng  Administration  is  the  largest 
source  of  public  expemiitures  ft^  oral  health  services 
for  children  and  adolescents. 

While  Medicaid  {rovides  public  health  insurance 
for  low-income  people  of  all  ages,  its  Early  and  Peri- 
odic Screening,  Diagnosis,  and  Treatn^nt  (EPSDT) 
program  is  specifically  intended  to  serve  children 
under  age  1 8  (or  age  2 1)  and  is  the  program  through 
which  most  children  under  Medicaid  receive  d^ital 
care.^^  Further,  Medicaid  eligibility  does  not  trans- 
late into  utilization  of  services.  In  1988,  46  States 
and  the  District  of  Columbia  reported  that  of  over  9 
million  Medicaid  recipients  under  age  18  who  where 
eligible  for  denml  services,  only  26  percent  had  a 
dental  smdce  of  some  kind  performed  (2).  In  New 
Jersey,  for  example,  only  alwjut  one-thin)  of  15-  to 
20-year*olds  who  were  covoed  by  Medicaid  re- 
ceived dental  services  in  fiscal  year  1988. 

As  of  a  separate  study,  OTA  recently 
surveyed  the  Medicaid/EPSDT  dental  programs  in 
seven  States  regarding  their  coverage  of  selected 
preventive  and  ther^utic  services  (78).  The  survey 
found  that  some  of  the  seven  State  programs  did  not 
provide  a  minimal  dental  benefit  p^kage,  choosing 
not  to  cover  certain  procedures,  such  as  sealants, 
despite  the  Health  Care  Financing  Administration's 
instructions  to  the  contrary.  The  study  also  identified 
several  barriers  within  the  Medicaid  program  that 
block  access  to  services,  including  structural  aspects 
of  the  program,  low  provider  participation,  low  fees 
and  othCT  reimbuxsemmt  issues,  and  burdensome 
paperwork. 

Conclusions  and  Policy  Implications 

In  general,  available  national  data  on  the  U.S. 
adolescent  school  population  from  NIDR  show  a 
remarkable  decline  in  the  prevalence  of  dental  caries 
since  1979-80.  Unfortunately,  the  data  from  these 
surveys  do  not  provide  much  infomtation  about 
specific  subgroups  of  adolescents.  They  do  show, 
however,  that  white  adolescents  have  far  fewer 
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decayed  teeth  than  nonwhite  adolescents,  fewer 
missing  teeth  due  to  decay,  and  more  restc»^ 
({deviously  decayed  but  treated)  teeth.  Other  smaller 
studies  confirm  this  obsovation  within  specific 
groups  of  adolescents,  including  the  chilcben  of 
migrant  woii&ers  and  Andean  Indians.  Also,  there 
is  some  evidence  to  suggest  that  adolescents  with 
disabilities  and  adolescents  in  juvenile  justice  focili- 
tiro  have  pooia-  dental  health  than  the  adolescent 
population  as  a  whole.  Otho^  actolescents  not  repre- 
sented in  the  data  are  those  who  do  not  attend  school, 
since  the  national  surveys  are  school-based.  Over- 
swipling  of  specific  populations  in  national  surveys 
OT  conducting  occasional  i^»ecial  surveys  may  rec- 
tify this  gap  in  infcmnation. 

Another  limitation  of  the  natiraal  data  on  dental 
caries  is  that  they  do  not  provide  information  on 
possible  confounding  factors.  Such  factors  might 
especially  include  income  level  and  insurance  status^ 
but  adolescents'  perceived  need  of  dental  care,  past 
history  of  dental  disease,  oral  hygiene  behaviors, 
aiKi  diet  may  also  be  relevant.  Mere  information  on 
whether  these  factors  may  confound  data  on  the 
prevalence  of  dental  caries  among  racial  or  ethnic 
minOTity  groups  is  necessary  to  further  define  the 
ai^arent  differwces  between  national  white  and 
nonwhite  prevalence  rates  and  to  design  appn^riate 
interventions. 

The  most  recent  data  on  periodontal  disease  in 
adolescents  (1986-87)  from  NIDR  do  not  suggest 
sev(^  periodontal  problems  in  most  ^lescents, 
but  rather,  fairly  widespread  mild  gingival  condi- 
tions. Nonwhite  adolescents  tended  to  experience 
more  gingival  and  periodontal  problems  than  white 
adolescents. 

Malocclusion^  another  dental  problem  for  some 
adolescents,  has  not  b^n  studied  or  analyzed 
recently.  0]A  data  (1970)  suggest  that  malocclusion 
is  a  problem  that  requires  treatment  for  nearly  30 
pawnt  of  adolescents.  In  1979-80,  about  25  percent 
of  17-year-olds  had  ever  received  any  ordiodontic 
treatment,  but  black  adolescents  were  far  less  likely 
to  have  received  it  (96  percent  of  black  adolescents 
had  never  received  orthodontic  treatment)  than 
white  adolescents  (73  percent  had  never  received 
ortho(k)ntic  treaimem),  diough  there  do  not  quarto 
be  great  differences  in  the  occurrence  of  severe 
malocclusion  conditions  (8 1 ).  An  additional  compli- 
cation, besides  the  lack  of  recent  data,  is  that  the 
measurement  tool  used  to  assess  the  severity  of 


malocclusion  is  subjective,  rendering  alMiolute  con- 
clusions bas^  on  the  available  data  questionable* 

Conclusions  about  die  prevalence  of  die^  dental 
|m>blems  me  limited  by  ^  data,  but  it  is  clear  diat 
there  are  di^aepancies  in  the  oonsrence  of  these 
(tental  probtons  among  gnmps  of  adolescents. 
Interestingly,  there  are  also  discr^ancies  amcmg 
adolesc^ts  in  their  ao^ess  to  doital  services;  doi^ 
insurance  and  income  are  primary  factors  iufhioic- 
ing  an  adolescait*s  dental  visit  within  the  past  year. 
Adolescents  from  low-income  families  Bie  die  least 
likely  to  have  private  dental  insurmce  and  are  also 
the  least  likely  to  have  visited  a  doitist  widiin  the 
last  year.  Similarly,  white  adolncrats  are  more 
likely  than  nonwhite  adolescrats  to  Imve  private 
dental  insurance  and  are  more  likely  than  black 
adolescoits  to  have  had  a  dental  visit.  There  is  no 
direct  evidence  to  suggest  that  adolescents  who 
suffer  the  worst  dental  problems  have  the  least 
access  to  dental  services,  but  the  possibility  that  this 
may  be  the  case  would  seem  to  warrant  furth^ 
studies  of  certain  groiq>s  of  adolescents. 

Publicly  fonded  dental  programs  may  not  be 
accessible  to  all  low-income  adolescents;  of  ovor  9 
million  Medicaid  recipients  under  age  18  who  were 
eligible  for  dental  slices,  <mfy  26  pocent  had  a 
dratal  service  of  some  kiml  pofonmd.  One  way 
publicly  funded  dental  programs  could  become  more 
accessible  is  if  more  dentists  would  treat  low- 
incon^  adolescents — reimbursement  rates,  program 
administration,  and  program  structure  appear  to  be 
barriers  to  dentists*  participation  in  the  Medicaid 
program. 

Since  the  visit  to  a  denti^  is  a  prima^  locus  for 
dental  health  education,  lo^-income  adolescents 
may  have  less  access  to  dental  health  education  than 
oth^  adolescents.  It  is  at  least  conceivable  that  in- 
creasing low-incon»  adolescents*  oral  health  aware- 
ness might  spur  their  dental  care-seeldng  b^viors, 
thereby  in^m)ving  their  effective  access  to  dental 
services. 

Ibpic^  fluoride,  ^alants,  {nt^pbylaxis  (teeth  ctean- 
ing  by  dental  professionals),  restorations,  and  space 
maintenance  the  primary  preventive  or  therq)eu- 
tic  treatm^ts  for  most  adolescents'  dental  probtems 
(not  including  extraction).  Unfortunately,  not  all 
publicly  funded  dental  programs  offer  these  primary 
sorices  or  the  services  are  offbr^  on  a  limit^  basis . 
Thus,  many  low-income  adolesc^ts  lack  access  to 
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c^tain  dental  treatments  that  could  reduce  or 
prevent  their  dratal  diseases. 

Beskles  professi<fflal  s^vices,  personal  oral  hy- 
giene plays  a  significant  role  in  dental  health  (e.g., 
peiwnal  plaque  omtrol  can  reverse  gingivitis  and 
self-i^lication  of  fluoricfe  can  l^Ip  jsevcnt  caries). 
Adotesc^its  are  held  responsible  for  their  personal 
faygtero  behaviors,  but  it  is  not  clear  that  di^  are 
provided  with  adequate  infonnaticni.  The  effective- 
ness of  healdi  education  programs  can  be  n^asured 
in  t^ms  of  changes  in  attitudes  oc  bdiaviors  or, 
preferably,  in  terms  of  changes  in  the  rate  of  disease. 

Schools  and  (tental  offices  and  clinics  are  immary 
sites  for  dental  health  education.  A  central  repository 
of  dental  health  education  matmals — e.g.,  within 
the  Public  Health  Service--couId  improve  the 
likelihood  of  consists  information  and  improve  the 
chances  for  coordinated  educational  activities. 

Dentists  should  also  be  included  in  dental  educa- 
tional activities,  lb  treat  adolescents  effectively, 
dentists  probably  could  benefit  from  materials 
intended  to  make  them  nK>re  aware  of  adolescent- 
qiecific  dental  conditions  (e.g.,  localized  juvenile 
periodontitis)  and  adolescent-specific  needs  (e.g., 
fOT  infomiation  on  the  effects  of  behaviors  such  as 
smokeless  tobacco). 
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Chapter  9 

AIDS  AND  OTHER  SEXUALLY  TRANSMIHED  DISEASES: 

PREVENTION  AND  SERVICES 


introduction 

Within  the  past  decade,  acquired  immunodefi- 
ciency syndrome  (AIDS)  has  emerged  as  a  major 
national  health  problem.  Although  human  immu- 
nodeficiency virus  (HIV)— the  virus  associated  with 
AIDS— is  transmitted  from  an  infected  individual  to 
another  individual  through  methods  that  include  the 
sharing  of  intravenous  (IV)  drug  needles,  one  of  the 
primary  routes  is  throu^  sexual  intercourse.  For  this 
reason.  AIDS  is  often  characterized  as  a  sexually 
transmitted  disease  (STD)  (242).*  Individuals  with 
some  of  the  more  traditional  STDs  (i.e.,  diancroid, 
herpes,  and  syphilis)  may  be  especially  vuhierable  to 
mV  infection  (52,106.164.165.234);  and  for  that 
and  other  reasons,  there  has  been  an  increasing 
awareness  of  STDs  as  problems  in  themselves. 

Adolescents  who  engage  in  sexual  intercourse  or 
use  rv  drugs  are  at  risk  of  infection  with  fflV  or  an 
STD.^  Although  through  August  1990,  cases  of 
AIDS  among  adolescents  ages  13  to  19'  represented 
under  1  percent  (568  cases)  of  all  AIDS  cases  in  the 
United  States  (237a),  AIDS  was  the  sixth  leading 
cause  of  death"*  for  15-  to  24-year-olds  (1 10).  Given 
the  estimated  10-year  incubation  period  between 
HIV  infection  and  the  onset  of  AIDS,  it  is  probable 
that  many  of  the  young  adults  who  currently  have 
AIDS  acquired  HIV  infection  during  adolescence. 
Limitations  in  STD  reporting  requirements  mean 
that  the  number  of  U.S.  adolescents  with  some  STDs 
is  unknown,  but  STDs  other  than  AIDS  have  been 
characterized  as  being  among  the  most  pervasive 
and  costly  communicable  diseases  threatening  ado- 
lescents today  (121.227.261).  Until  recently,  how- 
ever, efforts  to  control  HTV  infection  and  STDs  have 
not  focused  on  adolescents  (2(^). 


The  physical,  emotional,  and  psychological  com- 
plications of  HIV  infection  or  STDs  can  be  severe. 
There  is  still  no  cure  for  HIV  infection,  md 
HIV-related  iUnesses  are  eventually  fatal.  Unlike 
AIDS,  many  STDs  can  be  cured  (e.g.,  the  bacterial 
STD  syphilis)  or  their  syn^toms  can  be  substan- 
tially controUed  (e.g..  the  viral  STD  herpes);  if  left 
untreated,  though,  STDs  other  than  AIDS  can  have 
extremely  serious  consequences,  including  infertil- 
ity, ectopic  pregnancy,*  gonococcal  arthritis,  and 
sometimes  death.  Because  of  their  common  predom- 
inantly sexual  origin,  this  chapter  explores  AIDS 
and  STDs  in  the  adolescent  population  together, 
focusing  on  the  extent  of  the  problem,  prevention 
efforts,  and  services  and  interventions  for  treatment. 
The  chapter  concludes  by  considering  major  Federal 
policies  and  programs  directed  toward  adolescents. 


Baclcground  on  AIDS  and  Otiier  STDs 

Accurate  reporting  of  cases  of  HTV  infection, 
AIDS,  and  other  STDs  is  important  for  determining 
the  extent  of  infection  among  a  particular  popula- 
tion, for  planning,  implementing,  and  evaluating 
prevention  and  control  activities,  and  for  distribut- 
ing Federal  and  other  funds  for  HIV/AIDS  and  STD 
programs  and  treatment  (28,41,229). 

For  reasons  including  those  described  in  box  9-A. 
the  precise  number  of  adolescents  with  HIV  infec- 
tion and  with  many  STDs  is  not  known.  The 
authority  to  require  the  reporting  of  communicable 
diseases  by  health  professionals  rests  with  the 
States,  and  State  requirements  with  resp«;t  to  the 
reporting  by  health  care  professionals  of  communi- 


S^SS^LctL  12.  "Alc^l,TbbaecoandD™gAl»i»c:I^ertion3nd 

S«^Ltl«m  activities  rSatid  to  «loles«nts.  sec  ch.  19.  •n.e  Role  of  Federal  Agencies  m  AdolesccBt  Health,  n>  Vol.  m. 
*Vm  ranking  is  hased  on  1987  data  for  AIDS  deaths  and  1986  data  for  deaths  dnc  to  other  causes. 
5An  tctopic  pregnancy  is  a  pregnancy  that  occurs  somewhcic  in  the  body  other  than  in  the  utem. 
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Box  9'A'-4.imitations  ofFedend  Data  on  the  Prevalence  and  Incidence  of  HIV  Infection,  AIDS,  and 

Other  STDs  Among  UJS,  Adolescents 

^^riou5  Federal  scHucM  I»d>U^  data  (ffl  the  piomlence  and  ii^^ 
andotbcf  STI>s.i  The  Cemen  forDiseaseCoimol  (OX:)  wi^ 

(DHHS),  fiff  exao^e,  publish^  sach  data  in  its  Morbidity  and  Mortality  Weekly  Report  (e.g.,  235),  its  "MV/AIDS 
Sufvefllance"  rqwrt  (236OT).  and  in  its  Seawc/fy  TransnOtted  Disease  Stutisdcs  npatt  (241).  Some  of  the  data 
publishcxi  by  CDC  are  compilatjons  of  rqxmed  AIDS  and  STD  cases  firom  die  States, 

States  have  the  authority  to  jeqidie  health  care  iBofessionals  to 
conditiaas  tmder  which  they  are  to  be  i^^Kifted  (e.s.,  tl»  tfaiM  for  pqx^^ 

agencies  to  receive  the  repoits)  (5,41).  Altlraaigh  CDC  recommends  that  Sta^  v^ott  paiticiitar  STDs  (47).  tt  does 
not  have  the  authority  to  r«9ittre  States  to  rejurt  dtem  (64,229).  In  the  abs 
thm  is  «>  unif (mniQr  hi       rqKnting  reqi^reinaits  for  Sn>s. 
of  Cohmdria  do  reqohe  diat  teahh  one  prefessknals  n^N^ 

1990,  only  32  Stat^recpdred  that  l»ahhcaie|m]|i^onalsiiqxmcaarao^  1989die:v 
were  only  29  such  States).^  Shnilariy,  while  aU  ^  States  do  leqohe  that  heaUh  care  pixrfiessio^ 
and  syfdiilis,  only  33  States  reqiure  die  reporthig  <^  chlamydial  infedioiis  (41,229). 

Even  m  those  States  that  (k>  requfae  the  vqwiting  of  cenain  cononunicable  diseases  lepoited  in  CDC's 
pi^ratioos,  data  on  STDs  have  several  additioial  limitations.  These  are  caused  by  inccmplete  repotting,  by 
di£foences  in  rqwiti!^  by  public  ami  private  heabh  sourees.  and  by  limhaticHis  fat  the  spedfi 
(17,125).  hi  a  number  of  St^es,  inchttKi^  Otc^  w^  a  high  prevaleatx  <tf  HIV  h>£w^^ 
that  An>S  cases  may  be  underreponed  by  as  nnich  as  20  percent  (48,228).  Reasctts  for  und»^^ 
other  SIDs  are  varied.  One  leascm  is  that  some  individuab  widi  STDs  eaqxrieaice  i»>  syn^xoms  and  thoefore  do 
not  seek  a  health  evaluation  or  diagnosis  (65).  <>ther  reascms  hidudc  die  lack  of  symptoms  for  sonie  STDs,  t^^ 
of  differing  ci&eria  hi  diagnosing  STDs,  and  die  stigma  a»»ciated  widi  having  an  STD  (133).  Anodier  problem  is 
that  because  jsiblic  heahh  clinics  tend  to  r^xnt  STDs  more  cmxsAgtOy  than  do  private  practitioners,  biases  are 
cre^  by  hidivichials  attendbg  jmblic  cUni(»  (35). 

In  addfti<n  to  piovidhig  ccm^HIatioas  of  r^Nmed  AOXS  md  STD  cases  £n»a  the  States,  die  Federal 
Oovemmcnt  supports  cmgoing  HTV  scro|OTvaIcncc  surveys  amoag  national  samples,  such  as  the  National  Health 
and  Nutrition  Exandnation  Survey,  to  n^mitor  die  wgstaA  of  MV  hdectiffli  and  STDs  (106,233).  HIV  seroprevalence 
surveys  supported  by  die  Federal  Ooveinnwtt  focus  on  groups  of  faidivtols  at  ifek  of  hifectioo  (c^ 
and  biseioial  n^  hmavemius  drag  u^),  w<snen  ^  cUnical  m^a^  and  of  chiltftearh^  ^e,  col^e  ^udents. 
migrant  and  seasooal  farmworiceis,  blood  dmns.  military  reouits.  Job  Coi^  entrams,  and  setected  "seotind" 
hcffipital  {»timts  (233).  lb  avoid  self-»Ie(^  bias,  scane  of  die  HV  sen^owiJi^ce  surveys  are  omducted  as 
anmymmis  mncys  that  cannot  Unk  hidivichials  to  HTV  test  results;  <Ase  surv^  interview  survey  pattidiMms  to 
evahiate  risk  factors  fas  HIV  tafBction.  Fhidhigs  fiom  HTV  senqnevaleace  surveys  supported  the  Federal 
Govcnunent  are  generally  not  repesentative  of  the  adcdescent  pofwlaticm.  Some  of  diese  surveys  (e.g.,  surveys  fiom 
Job  C«ps  residential  entrants)  probably  overesthn>>:e  the  extent  of  HIV  infection  among  adolescents,  and  otbere 
(e.g.,  surveys  amcH^  military  recruits)  may  underestimate  the  extoit  of  »idi  infiecticHi. 


>//Kjiifnceisaine«8iiiBafdieiiiiiiiberofDewcas» 
/VnqffwccteaineasnreoffliBiimpbcyoftodhfii^^ 
{ot  Audits  ^puScahtfe^Oi. 

^^^Bif^iteen  Slates  reqnire  dut  petqile  with  HIV  be  t^Nmed  ^ 
ciicuflutasees  (229). 


cable  diseases  vary  by  disease  and  by  State  (see  table 
9-1).  All  50  States  and  the  District  of  Columbia  do 
require  that  health  care  professionals  report  AIDS 
cases  to  State  health  departments,  and  all  50  States 
require  reporting  of  gonorrhea  and  syphilis;  as  of 
April  1990,  only  32  States  required  that  health  care 

ERIC 


professionals  report  cases  of  HIV  infection  (65),  and 
as  of  March  1,  1989,  only  33  States  required  the 
reporting  of  chlamydial  infections  (41,229).  Evi- 
dence from  selected  samples  suggest  Uiat  certain 
segments  of  the  adolescent  population  may  be  at 
particular  risk  of  HIV  infection  and  STE^. 
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Ibbla  9-1— Stat0  Reporting  Requirements  for  Selected  Communioaliie  Dfseases 


Se3aia8ytransmmectifl8Qas^{STD8)* 


Human 

Stale  vtnis  (Hfvy> 

Alabama    )P 

Atoka    — 

Arizona  ,  

Arkans^   X« 

Calltofnla   — 

dS^TB^    ^ 

ConnectlttJt   — 

ZMamBTB   — 

Ofstflct  of  Colum  Wa   — 

Ftortda   ...  — 

Qeofgia    X** 

Hawaii    — 

kiaho   

HMnds   X«* 

Indiana . ,  ,  

kmra    X^ 

Kan^   — 

Kentucky    X*^ 

Louisiana   — 

Maine   X« 

Maryland   — 

Massachusetts   — 

Michigan    X^ 

Minnesota   X*^ 

Mississippi   X« 

Missouri   X*= 

Montana   X<> 

Nebraska   — 

Neva<ta   X** 

New  Hampshire   — 

New  Jersey   — 

New  Mexico   — 

New  York   — 

North  Carolina   — 

North  Dakota  

Ohio    X 

Oklahoma   X<^ 

Oregon   X<^ 

Pennsylvania    — 

Rhode  Island   X<* 

South  CaroHna    X*^ 

South  Dakota   X^ 

Tennessee    — 

Texas   X<* 

Utah    X^ 

Vermont   — 

Virginia   X^ 


Acquired 
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syndrome  (AIDS)'^ 
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Table  9-1— State  Reporting  Requirements  for  Selected  Communicatee  Oieeeses— Continued 


 Sexually  transmitted  dteeases  {STDs)*  

Human  Acquired  "  paMc 
immunodefid©ncy    Immunode^der^  Chlamydtel   Gonococcal     Herpes      rtonspedfto  tnflaimtatory 
 WfU8{Htvy>       syndrome  (AIDS)^    Chancroid     tnfectkms      disease       implex       unethrftts      disease     Unspecified  SyphHis 

!5r;SS"n.a::::;:::::    =  J      ""1       I       j  1      ?      z  I 

WV<^'"g    X  X  X  X  X^  -  -  -  i 

KEY:  X  -  raporting  raquirad.            "  ~ 
—  -  no  reporting  raquirad. 

t^aH^  ^  ^  [R»portbnB  nquinti  tor  primary  eplsocte  of  horpM  simptex  infection  and  for  osndal  h»rp<w  simptex  infoction. 

^aporthygroquJfsdwlthnanww.  'Sonmhofd 

•SS^I2I!S^I!l"^rflf-               ^  ;"R<^"9r9q«ir«<  for  number  (or  ag»  and  number)  only. 

•ReporlJngrequtfed  for  gertlal  chlamydial  infection,  '>Opttonal. 

'Reporting  raqutred  for  females.  I'Unspeciflsd. 

''".flganital  and  rwwbom  reporting  raquirad.  PGonoooccai 

"Laboratory  oonflrm«dcas«Breq»rfred  to  bo  reported.  9Acute  or  no«*1y  diaonosad 

'Reporting  required  for  genital  herpes  timptex. 

^JlS^^L^^^J^ilT'  A«JSdala:  U.S.  Department  of  Health  and  Human  Services.  PuWic  Health  Servtoe.  Centers  for  Disease 

«VR»portlng-United  States.  Mafbl<gtyandMoitatityW»«MyRt^38{28yA96-4S9.  July  21 . 1 989;  {for  Ohio)  B.  Krtss,  Assistant  «*Hh  the  STO  Unit,  Ohio  Department  of  Hwlth. 
of^ri^SSSS^cSS^  ""'"^"^  B^POrtlngof  lnf«.ious  Diseases  by  Clin«ans."Jouma/ 
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Chaptv9^S)S  and  other  SwmttyTmsmittBdDb^6s:Pr^  •  Ih261 


Trends  In  the  Pmvalenee  ami  Incidence  of 
m  Infection  antl  ABiS 

HIV,  the  virus  assodated  widi  AIDS,  is  transmit- 
ted chiefly  from  an  infected  pea^on  to  anotfa^  person 
dirough  anal,  vaginal,  or  oral  sexual  intercourse,^  the 
sharing  of  IV  needles,  infected  blood  or  blood 
products,  and  from  an  infected  mott^  to  infant 
^33»235).  The  best  estimate  of  the  median  interval 
between  HIV  infection  and  0ie  <mset  of  AIDS,  which 
is  characterized  by  a  deficiency  in  the  immune 
^stmit  is  ^^proximately  10  years  (233);  the  incuba- 
tion period  may  vary  depending  on  the  route  of  HIV 
infection  (90)  and  may  be  different  for  adolescents 
than  for  older  individuals  (81). 

Prevalence  and  Incidence  of  AIDS 

As  noted  earli^,  AIDS  is  the  siioh  leading  cause 
of  death  for  U.S.  adolescents  and  young  adults 
between  the  ages  of  15  and  24  (110)7  and  there  are 
grounds  for  believing  that  it  will  remain  in  this 
position  in  the  future  (51).  In  order  to  have  an 
accurate  descripticm  of  the  extent  to  which  and  the 
method  by  which  adolescents  with  AIDS  have 
acquired  HIV  infection,  it  is  important  to  examine 
the  Center  for  Disease  Control's  (C:DC)  monthly 
**HIV/AIDS  Surveillance''  reports  for  data  on  20-  to 
24-year-old$  with  AIDS  and  on  13-  to  19-year^Ids 
with  AIDS.  As  of  August  3U  1990,  these  data 
showed  that  adol^ents  ages  13  to  19  represented 
under  1  percent  (568  cases)  of  all  AIDS  cases;  when 
yotmg  adults  ages  20  to  24  were  included  in  the 
calculation,  however,  the  numbCT  of  AIDS  cases 
rose  to  6,740,  or  4,6  percent  of  all  AIDS  cases  (237a), 

The  method  by  which  infected  individuals  tnms- 
mit  HIV  to  uninfected  adolescents  has  relevance  for 
the  design,  implementation,  and  targeting  of  appro* 
priate  services  and  behavioral  interventions  to  ado- 
lescents (88).  It  is  also  impcntant  to  consider  the 
relevance  of  changing  patt^s  in  HIV  transmission 
for  future  adolescents.  In  general,  adole^nts  who 
currently  have  AIDS  are  less  likely  than  adults  ages 
20  to  24  or  adults  over  age  25  to  have  acquired  HTV 
through  male  homosexual/bisexual  contact  or  FV 
drug  use;  adolescents  with  AIDS  are  more  likely 
than  other  individuals  to  have  acquired  HIV  through 
the  transfusion  of  contaminated  blood  and  blood 


Inducts  for  the  treatn^  of  l^nophilia  (see  t^Ie 
9-2)*  Howev^,  most  crf)seivers  expect  tiiat,  with 
inq)rovanents  in  the  safety  of  blood  froducts  used 
by  hmophilia  patients,  adolesc^t  mates  with 
hemophilia  will  no  longer  rapresent  a  large  percent* 
age  of  tibe  adolescent  mate  AIDS  cases  (90^7). 
Pattens  such  as  those  seoi  in  New  York  City,  where 
nonhffl[U)philia  cases  predcnninate,  arc  believed  to 
be  a  bettCT  **crystal  hall**  for  the  Naiicm  (90). 

Still,  antong  adol^cents  widi  AIDS,  the  transmis- 
sion of  HIV  throufh  sexual  intercourse  is  an 
important  route*  For  individuals  ages  13  to  19,  mate 
honK)5exuaI/bisexuaI  ccmtact  is  the  second  most 
common  route  of  HTV  transmission  (237)«  Further- 
more, the  percoitage  of  13-  to  19*yearK)lds  who 
have  become  infect  with  HTV  through  hetoosex- 
ual  intercourse  (12  percrat)  exceeds  the  percentage 
of  older  adults  who  have  become  infected  widi  HIV 
through  heterosexual  intan«>um  (S  pi^cent)  (234, 
237,1^7).  IVanOTiission  through  heterosexual  inter- 
course is  particuharly  inq)Qrtant  as  a  route  of  HIV 
trani^nission  for  mlolescent  females.  Forty-five  par- 
cent  of  13-  to  18-year-old  females  with  AIDS 
acquired  HIV  through  heterosexual  intercourse  (255). 
In  New  Ywk,  where  many  adolescents  with  AIDS 
live,  close  to  half  of  the  adotescent  female  AIDS 
cases  can  be  attributed  to  het^sexual  spread,  which 
is  twice  the  adult  femate  rate  (88,267,290). 

Another  indication  of  the  in^rtance  of  hetero- 
sexual HTV  tran^iission  among  adolescents  is  the 
male-to-female  ratio  of  reported  An>S  cases.  For 
example,  compared  with  the  10:1  male-to-female 
r^o  for  adults  in  the  United  States  over  age  25,  the 
adolescent  tnate-to-female  ratio  of  4:1  more  closely 
resembtes  the  1:1  adult  ratio  in  Africa,  where  the 
primary  route  of  HIV  transmission  is  through 
heterosexual  intercourse  (see  figure  9-1)  (165,237). 
Given  the  number  of  adolescents  who  enga^  in 
sexual  intercourse,  the  higher  j^oportion  of  hetero- 
sexual cases  and  the  lower  adolescent  male-to- 
female  ratio  illustrate  the  need  to  include  a  variet)'  of 
efforts  for  the  prevention  of  HIV  infection. 

Most  adolescent  AIDS  cases  reported  to  date  have 
occurred  in  urban  areas  (227)*  However,  AIDS  cas^ 
in  rural  and  noncoastal  areas  are  becoming  increas- 
ingly common  (77).  Fifty-five  percent  of  adolescent 


^Tbe  ri^  of  HIV  infection  is  givafesl  for  individuals  ct^gaging  in  unprotectttl  (i.e..  witbottt  a  ooodom)  receptive  anal  intenxmrsc  witfi  mt  infoctod 
panner,  the  risk  is  lower  for  those  engaging  in  oral  intesvowrse  and     tbosc  eog^iog  in  vagiiul  and  insertive  anal  intercourse  (142). 

^niis  ranking  Is  based  on  1987  data  for  AIDS  deaths  and  1986  data  for  death  di»  to  other  causes.  Rankings  for  otibcf  age  groups  are  as  follows: 
27th  for  children  under  age  1. 9th  for  1-  to  4-year-oIds,  and  12th  for  5-  to  14-ycar-olds  (110). 
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Table  9-2— Cumulative  AIDS  Cases  Among  Adolescents  amt  Young  Adults  in  the  United  States, 

by  Exposure  Category,  lMl-90* 


 CumutativB  AIDS  oasas  by  aga  

13to19  20to24  2  25  Tttaff' 


E)^mjre  category 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

145 

(28%) 

3.254 

(57%) 

74,813 

(60%) 

78,212 

(60%) 

bi^avOTous  (iV)  drug  use  {femala  and  twterosexu^ 

59 

(12) 

903 

(16) 

26,880 

<21) 

27,84? 

(21) 

Maiehomo88Mial/bis8nial  omtact  and  iV  drug  use , . . . 

23 

(4) 

534 

(B) 

8,391 

(7) 

8,948 

(7) 

157 

(31) 

148 

(3) 

886 

(1) 

1,171 

(1) 

62 

(12) 

503 

(9) 

5,967 

(5) 

6.532 

{5) 

Receipt  of  blood  tiansfuston,  blood  components, 

38 

(7) 

86 

(2) 

2.995 

(2) 

3.119 

(2) 

29 

(6) 

242 

(4) 

4,1 57» 

(3) 

4,428 

(3) 

TWa?  

513 

(100%) 

5.670 

(100%) 

124,069 

(98%) 

130,252 

(100%) 

■CurrsiitfliiOf  Apr.30, 1990. 

^^iducto  thm  patiMtB  infMitfld  with  MV  typ9  2. 

Mpoturv  oattgory  InehidM  those  tiitfMdu^  wtth  hflmophiUa,  an  HV-Madod 

tran  sfuibn  rsdplant  or  an  HIV-^f^Mad  p««on  whoM  ^ 

osm^aoauwthaytiiiiafehominamatofoan^ 
Jn  h^amfascuaia  andtba  mafa-tMamalamto  It  appnwdmataly  1:1). 

<vihar  rafart  to  t«^  haaHh  oara  woHtara  over  age  2&  ^  davaS^ad  A\OS  Ihrpugh  oocvpatlonal  expeaura  to  iMdatamibf^ad  casaa  loduda  th^a 
MfviAiala  iwhosa  modaof  MV  transmlaiion  Is  rtet  knoam  {i.a.,  bKMduais  whose  ^^murv  oatagc^  Is  being  ^wastigatad,  those  ivhose  oategory  rsnu^ 
undatermtnadaf^  investigation,  and  thos»  who  ^tlw  died,  fi^sad  to  b9  {ntarvtewad.  or  mra  not  fofkwad  up). 

ep^ls  figme  hdi^     hasHh  oare  wofkara  davat^^ 

%aoausa  of  rounding,  pftfoantagas  may  mtf  ti^al  100  paroant 

SOURCE:  U.S.  Oapartmant  of  Haalth  and  Kwnan  Serytoaa,  Public  Haafth  Servlca,  Centers  for  Disaese  Control.  Centar  for  factious  (^saases,  Division  of 
KeV/AIDS,  'tflV/AIOS  St^llanc^r  Atlanta,  OA,  May  Ideo. 


f  igufie  9*1-*M8le*to<^male  Ratio  for  Reported  AIDS 
Cases  In  the  United  States*  by  Age  of  Diagnosis* 


Ratio 


Currant  as  of  Apr.  30*  1990. 

SOURCE:  U.S.  Dapartnw^t  of  Haalth  »ruS  Hurnan  Sarvlcas.  PubJic  Haafth 
Sarvlca,  Canters  for  Dlsaas«  Control.  Cantar  for  Infacttous 
Dlsaosas.  DhHww  of  rtV/AIDS.  "HV/AlDS  Survaiftanca.- 
Atlanta,  OA,  Mo^  1990. 


AIDS  cases  have  been  reported  from  New  York, 
California,  Florida,  New  Jersey,  Tfcxas,  and  Puerto 
Rico  (227). 

Finally,  black  and  Hispanic  adolescents  represent 
a  disproportionate  share  of  adolescent  AIDS  cases  in 
relation  to  their  numbers  in  the  population  (206,237). 
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In  fact,  blacks  make  up  a  greater  proportion  of  AIDS 
cases  among  adolescoits  than  do  blacks  in  oth^  age 
groups  (s^  H>le  9-3).  Among  adolescents,  as 
among  young  and  older  adults,  blacks  make  up  a 
larger  propmtion  of  female  AIDS  cases  than  of  male 
cases.  Fifty-eight  percent  of  the  adolescent  female 
AIDS  cases  are  black,  and  30  perc^t  of  adolescent 
male  AIDS  cases  are  black  (237).  The  majority  of 
AIDS  cases  among  both  black  and  Hispanic  adoles- 
cents are  transmitted  through  IV  drugs  or  homosex- 
ual or  heterosexual  contact.  For  white  ^lescents, 
the  primary  mode  of  the  transmission  of  AIDS  is 
through  blood  product  exposure  (see  figure  9-2) 
(253a). 

Prevalsnce  and  Incidence  of  HIV  Infection 

The  prevalence  of  HTV  infection  may  give  a  more 
accurate  indication  of  the  potential  AIDS  problem 
within  the  adolescent  popuhuion  than  does  the  count 
of  reported  AIDS  cases.  Most  serofH^evalence  studies 
Iiave  relied  on  san^les  of  convenience  (see  table 
9-4),  and  few  have  included  adolescents  (91).  Thus 
far,  the  largest  samples  have  come  from  active  duty 
military  perscHmel,  military  recruits,  and  Job  Corps 
entrants,  groups  which  are  not  representative  of  the 
adolescent  population.  Data  from  the  military  indi- 
cate that  adolescents  ages  17  to  19  have  relatively 
low  rates  of  HTV  infection  (31,224,225),  but  data 
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Table  9-3— Cumulativo  AIDS  Cases  In  the  Untt^i  States,  by  Age  and  R£»e/Elhnlclty,  1981-90* 


 Cumuteilve  AIDS  cases  by  age  at  dtegnoste  

13  to  19  20  to  24  25  to  29  >30  Total 


Race/ethnldty 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

No. 

% 

WWte,  not  HJ^nic  

.  24e 

(43%) 

2,952 

(48%) 

1^433 

(53%) 

64,943 

(57%) 

80,574 

(56%) 

Black,  not  Hispanic  

.  206 

(36) 

2,001 

(32) 

6,731 

(29) 

30,923 

(27) 

39,861 

(28) 

.  102 

(18) 

1.159 

m 

4,066 

(17) 

17,005 

(15) 

22,332 

(16) 

7 

(1) 

30 

(0.5) 

118 

(0.5) 

731 

(1) 

886 

(1) 

American  Indian/Alaskan  Native . . 

6 

(1) 

15 

(0.2) 

42 

(0.2) 

142 

(0.1) 

205 

(0.1) 

TotaP'   

.  568 

(100%) 

6.172 

(100%) 

23.437 

(100%) 

114,044 

(100%) 

144.221 

(100%) 

«Curr»ntasotAu9. 30,  tW. 

^rrdudot  3&3  persons  whoM  raco/othnicf  ty  is  unkno«m. 


SOUfK^E:  U.S.  D^rtm«nt  of  Hoatth  antf  Hm&n  S«r vlo»Sr  PuNic  Hvafth  S^nhcm,  C^«rs  for  C^sofm  Control.  Conlor  for  tnfoctlous  Dis»as«fi.  Dfvislon  of 
t4IV/Af DS.  "HtV/AIDS  Survoittancft."  AttarttA,  GA.  Saptomb^  19^. 


Figure  9-2— AIDS  Cases  Among  U.S.  Adolescents 
Agra  13  to  19,  by  Race  and  Exposure  Category,  1988 

Race/ethnfctty 

Black  ml^^^.^'~~TSSZZZ.i...'. .} 

Hispanic  IBE0!~"*"'" 
Asian  i 
American  Indian  | 
Unknown  j 

0    20  40  60  80  100  120  140  1f  0  180 
Number  of  cases 

MB  Bloo<l  [/  J  DfUQS 

Heterosexual      1  Homosexual 

SOURCE:  U.S.  Departmvnl  of  HmaWh  and  Human  Sor vic«s.  Public  Hi»a!f h 
Sofvic*.  Haalfh  Rasouroos  and  Sa^«ricas  Adm^istratlon.  Bu* 
re^of  Matama)  andCNklHaalth  and  Rasourcas  Davatopmant 
Off  of  Matarnaf  and  Chi(d  Health.  CfM  Haaflf?  Day  USA  *89. 
OmS  Pub.  No.  HR$-MCHa915  (Rockvf  Ka.  MO:  Octobar  1909). 

from  Job  Corps  entrants  (who  arc  primarily  econom- 
ically disadvantaged  16-  to  21 -year-olds)  suggest 
that  these  adolescents  and  young  adults  have  a 
gremer  risk  of  HTV  infection*  though  still  a  relatively 
low  risk  (228),  Among  military  recruits  ages  17  and 
18,  the  male-to-female  HIV  prevalence  ratio  is  0,9: 1 
(31). 

Data  from  smaller  samples  suggest  that  certain 
groups  of  adolescents,  including  runaway  and  home- 
less adolescents  attending  STD  clinics,  may  have  an 
appreciable  risk  of  HIV  "mfection  <30J64,192,192a, 
224;225,233^67).^  Among  runaway  and  homeless 
adolescents  age  1 8  staying  at  the  Covenant  House  in 


New  York,  for  exan^Ie,  3.4  percent  tested  positive 
for  HIV  (192a).^  Survey  data  frwn  anonymously 
screened  patients  at  Baltimore  STD  clinics  sLow  that 
HIV  seroprevalence  rates  for  adolescents  ages  15  to 
19  were  relatively  high  and  neariy  equal  for  males 
and  females  (2.S  and  2  percent,  respectively)  (165). 

HIV  prevalence  rates  among  adolescents  vary  by 
race,  and  blacks  bear  a  disproportionate  share  of  HTV 
cases.  Even  among  male  military  recruits,  who 
appear  to  have  a  relatively  low  risk  of  infection, 
black  male  recmits  ages  17  and  18  were  more  than 
four  times  as  likely  to  be  HIV  infected  as  white  male 
recruits  (31).  Additionally,  data  from  the  Job  Corps 
show  that  black  adolescents  ages  16  to  18  have  a 
male-to-female  ratio  for  HIV  infection  of  a|q)roxi- 
mately  1:1,  suggesting  an  impcntant  role  for  hetero- 
sextml  transmission  among  economically  disadvan- 
taged black  adolescents  (190). 

For  adolescents  of  all  races  combined,  HTV 
seroprevalence  rates  are  higher  in  the  Northeast  and 
South  than  in  other  regions  of  the  country  (190).  For 
white  adolescents,  however,  rates  are  highest  in  the 
West  (190),  Screening  data  from  1985-87  military 
recruits,  82  percent  of  whom  were  under  age  25, 
sug^t  that  HTV  is  increasingly  spreading  to  low 
prevalence  areas,  particularly  among  young  black 
males  (77). 

Trends  in  the  Prevalence  and  Incidence  ofSTDs 

Sexually  active  adolescents  are  at  risk  for  con- 
tracting all  types  of  STDs  (see  teble  9-5),  but 
because  of  variable  State  reporting  (see  table  9-1) 


^or  a  genera!  <iiscusston  of  the  beaitb  problems  of  nmaway  and  boneless  adoiesceots.  see  ch.  14*  '*Homelessness:  Preveotioo  and  Services,"  in 
Chis  voHtinc. 

^Dtuii^  (he  period  Oct(^  1987  lo  December  1 989,  about  2  percent  of  15-  to  16-year-otds,  about  3  pescent  of  17^y^*otds,  and  7.4  percent  of  19- 
to  2(^yc5ar-olds  tested  positive  for  HIV  in  this  sample  (192a), 
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Selected  Studies  of  Human  Immunodeficloncy  Virus  (HV)  Seropravalsnee  InvoMng 

Adolescmit  Groups 


l/aw  vf  QSua 

ootiecled 

(years) 

positive 

tested 

1/87-4/88 

1719 

0.01% 

322,508 

20*24 

0.12 

568320 

25-29 

021 

AAA   ^  PA 

366.156 

f^lvltlan  aDollcanlB  tor  mllliarv  sfirviod  

10/15/85-3^1/89 

<20 

0.03% 

1,141.164 

17-1S  mates 

0.02 

763.872 

17-16  fem^ 

0.03 

112,604 

A  4A 

0.10 

<20  wfiite 

0.02 

637,544 

<20  Kfl^ianlc 

0.03 

55,630 

3«7-5«9 

16-21 

0.41% 

84,089 

NA 

College  age 

0^ 

1ZO0O 

Mottws  of  newborns  screened  in  New  York  

c  20  i^sstale  New  York 

0.13% 

12.344 

20-29 upstate  New  YofK 

0.17 

83,055 

<20NewYof1(aty 

0.72 

ir,871 

20-29  New  York  City 

1.3 

67.816 

16-17 

0.2% 

iif*7e 

Runaway  and  trometess  youth  N>  Covenant 

  ia«7-12/89 

15-16 

2.2% 

312 

17 

2.9 

340 

10 

19-20 

7.4 

1,403 

Sexuafty  transmitted  disease  (STD)  dintc 

  2/2*7-4/30/87 

15-19  female 

2.5% 

434 

15-19  0^$ 

2.0 

509 

20-24  females 

3.4 

385 

20-24  mates 

3^ 

840 

^29femafe8 

2.9 

239 

25-29  mates 

6.9 

S36 

Adotesoents  In  an  adolesoent  dink;  in 

  10/87-1/89 

13-18 

0.37%" 

3,520 

13-15 

0.11 

15-18 

0.89 

KEY:NA.notavcjtabl». 
^^|o^lty  of  c«Ms  oomo  from  maios. 

^ifi  r»pf»Mntt  only  46  p#fXMnt  of  all  pojsjttvtt  addasoants  saan  di^ng  lha  1 5-month  study  Intarval. 


eOURCE:  Offioa  of  Taohnotooy  Asaaaamam,  1991 ,  baaad on  tha  fdkwing  aoi^s:  Actlva-difty  mllftanf  peraonml:  U.S.  Dapartmant  of  Ha^h  and  Human 
Sarylcaa,  Public  Haallh  Sarvioa.  C«t^  for  CKsaata  Contol*  "Pravalanoa  of  ^man  inmimsdaf  kiancy  Vhus  Ant^ody  In  U.  a  Actlva  Duty-Mtlita  ry 
Partonnal,  ApH1 1998  '  MortMtrmnfMwU^  yiMffy  f9^^37{30r461<4e3,  5. 1S8S.  avtflan  apfUleanta:  aS.  Buika,  Bnindaga.  M. 
Oo^bmim,  at  ai.,  tlwnan  immuno<tof)d«Tcy  ViAv  Intecthma  In  Taan^art:  Saropravalafm  Anxmg  A^plioants  tor  U.S.  Military  Swvbar  Joumai 
oflfwAmmicm7lMemfA»socMon26Q{15)i^74-^  1990.  Job  Corps,  col^  atudanfa,  inearwatad  youth:  U.S.  Dapar^nant  of  HaaKh 
and  Hunum  Sarvfoaa.  PtJ^lc  Haalth  Swvloa,  Cantar  a  DIsaasa  Controt,  Oantar  for  tn^kms  Diaaasaa,  ''AIDS  and  ^^iman  Immunodatldarvy 
VInji  [nfaction  fntha  Unltad  Stataa:  1SSS  UpdsAmr  kkMeStym^hhiia^  MM^  f?iporf  3S{S^):1*^.  May  12. 19S9.  Motfic**  of  nawboma;  UF. 
Novldc,  D.  Bama.  Ft  Strioof.  at  al..  IfV  Saropiwalanoa  m  Nawbomt  \n  Naw  Vbrk  State  "  Jotffmi  ot  Amarifian  Aladba/  Aa$ocMon 
2ei{12):l  745-1750, 1989.  Runaway  and  twmalaaa  youth:  R  Strioof,  J.  Kaftnady,  T.C.  Nattan,  at  al.,  Saropravalanoa  of  Adola«oama  in  a 
Fadtlty  for  Runaway  and  Homdass  AMaaomts."  Ammicm  Jaurrmf  of  PtMc  H»a0>  S1(Sup^nr)ant):S0-53.  1991.  STD  eflnio  patlenta:  T.C. 
CMnn,  0,  Olaasar,  R.O.  Cannon,  at  St..  ''Human  iimmoMkionaf  Vims  tnfacUon  Among  Patfa^a  Attanding  Clinics  for  Saiuatty  Tranamtttad 
DisMsaa,"  AI^Gigitand  Jtoum&/of  Alad^  318(4):197^.  1988.  AdolaacOTt  oHnte  patNita-.  L  CTAngdo.  P.  Qataon,  N.  toiban,  at  a!..  "HTV 
Infwrtlon  hi  Addaaoanta:  Can  W>  PradM  Who  la  at  RiaK"  poatar  pf  aMntatkm  at  tha  Ffth  tfttafnattonal  Conlaranoa  on  AIDS,  Tha  SdantHIc  and 
Sodal  Chaltangar  Montraol.  Quabac,  Canada,  «M/na  4-9, 19^. 


and  the  reticence  of  private  physicians  to  report  HIV  seroprevalcnce  studies  in  that  they  are  typically 

STDs,^^  it  is  impossible  to  estimate  national  inci-  based  on  small  samples  of  convenience  (see  table 

dencc  and  prevalence  rates  for  STDs  other  than  9-6).  Still,  the  available  data  indicate  th^  chlamydia 

gonordiea  and  syphilis.  STD  surveys  are  similar  to  infection  and  other  STDs  are  much  more  common  in 


^^'Lcss  tltttt  20  percent  of  STD  repom  com  from  private  physicians;  appro&imatefy  80  penxm  come  fmn  pablic  STD  dtnics  (82).  Two*thtnl&  of 
gOQoiTbca  cases  arc  reported  fiDiD  pablic  tcaltb  cUoics  (241).  Yoimger  adolescents  ages  tO  lo  14  of  both  sexes  and  older  female  adotescents  ages  15 
to  19  have  approximately  the  same  ratio  of  case  reporting  from  public  and  private  facilities . 
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Table  9-5-Ov6rvlaw  of  Setocted  Sexually  Transmitted  Diseases  and  Syndromes 


Agdfit  Disaass  or  syndroms 

Bactarkil  Ag^s: 

^^^$s^  g0n(mfn>0a&   Qonorrtiaa 

Gemin&mfia  v^^inalis   Nonspedf fc  vaglnHis 

Chtamym  tmchamstfs   Chlamydial  tnfacttorm: 

Nofi^mocoocQl  ur  1hiiti$ 

Mu^tpumlent  cervicUfs 

fn^rremfl  palfkium   Prfmary  syphilis 

S'wondary  syphlHs 

Hemc^tHhJS  (fvcreyi   Chancroid 

Shig&llaBp   ShjgeiJosis 

Viral  Agents: 

Herp!^  simplex  virus 
{HSV)  1   Nonganital  herpes 

Heipes  simpfex  virus 
(HSV)2   Gonltal  herpes 

Human  papHfomavJais  (HPV) . ,  Condyloma  acuminatum 

HapatltteB  virus   Hef*atitis 

Cytomegalovirus    Heterophil  negative 

mononucleosis 

Human  Immunodeficiency 

v^rus{HIV)     HlVif^ectlon 


Acquired  immt;nodef  IdwKy 
syrxiFome  (AIDS) 


lyplcaf  pr^entlng  s^s  and 
symptWTJs 


ExOTpt9S(^ 

p^entlat  oompUcatlons/ 


Mycoptosmat  Agents: 


Proton; 

TiichcHvorutft  vftginaffa 


Nongonococcal  urethritis 


Trichomcniasis 


Fungi: 

Cancfkia  £^fcans   Genital  candidiasis 


Abnormal  vcqinat  penile 

<llsetarge«  aMcnnlnal  pain; 

may  be  a^mpiomatlc 
Vaginal  inflammation,  ^normal 

discharge;  be 

asymptomatic 

Dysurta.  uff  r»7  frequency. 

atmrmat  penile  discharge; 

may  be  ^mptomatlc 
AbrK>rmal  endooervleal 

discharj^:  may  be 

as)^ptomatic 
Chancre 

SHin  rash,  muccHis  patches, 

tymphadenopathy, 

condyloma  lata 
Genital  ufoeratlon.  cAen  painful, 

aooontpaniedbyadenopatf^ 
Dtarrnea  tenesmi^,  abdominal 

cramping 


Blisters  on  eyes  or  other  f^tal 
regions 

Blisters,  genital  ulcers, 
stomatitis,  ar^  oral  lesior^ 

V^rty  lesions  In  genital  or  anal 
area 

Mal^se*  t^ndloe.  vomiting;  may 

be  asymptomatic 
Malaise,  ^mphadenopathy 


Generalized  tymphadenopathy. 

weight  loss,  night  sweats, 

Intermittent  fever,  malaise. 

diarrhea;  nuiy  initially  be 

^symptomatic 
Symptoms  of  opportunistic 

infections  such  as 

pneumocystic  pneumonia 

or  kaposrs  sarcoma 

Dysuria,  urinary  frequency, 
at^normal  penile  discharge; 
m^  t>e  asymptomatic 

V^lnal  Inflammation,  abnormal 
discharge,  nongonococcal 
urethritis;  rnay  be 
asympton^tlc 

Vaginal  Inflammation,  abnormal 
discharge,  vulval 
Inflamrratlon;  may  be 
asymptomatic  


Disseminated  gonococcal 
Infection  (e  g.,  septicemia). 
riD,  infertility,  epWIdymltla 

Recurrent  Infection 


Urethral  stricture,  prostatitis. 
^Ididymitls 

Endometntte.  salpingitis, 
Infertility,  adverse  obstetric 
ouMmes 

Late  (tertiary)  syphilis  and 
sequelae,  nmirosyphllis 


Secondary  Infections  of  lesions, 

phimosis 
Rectal  prolapse,  dysentery 


Aseptic  menlngltte,  recurrent  HS  V 
Infection 

Disseminated  infection, 

recurrent  HSV  infection 
Genital  dysplasia,  carcinoma 

CirrtTosis.  liver  faliune,  arthritis, 
death 

Congenital  cytomegalic 
tnduslon  disease 

Full-blown  AIDS 


Death 


Urethral  stricture,  prostatitis, 
epididymitis 


Secondary  excoriations, 
recurrent  candidiasis 


SOURCE:  Office  of  Tftchnotogy  Assessment.  I9d1.  bos^m  U.S.  Department  of  Health  end  Human  Services.  PuMIc  Health  Service,  Centsrs  for  Disease 
ContfDi.  ''Sexually  Transmined  l^sease  ^immary:  1990/*  Atlanta,  GA,  June  19d0. 
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Table  9^-.S0teoted  Stuifles  Demonstrating  Prevalence  Rates  of  Sexually  Transmitted  Diseases  (STDs)  Among  U.S.  Adolescents 


Population 


Location 


Oonorrtm 
Number  (H0is9^ 
tasted  gonprrtmomf} 


STDandpOTantofsttx^ywpfrTtectad 


Ohtamydla 


TffohOfTiwilasIa 


Other  STD 


an^  WrniwxJ,  1d87 


BeB.  Farrow.  Stamm,  et 
Bf..  19S5 

Chaefco  and  Lovchik. 
1S84 

CyAn9ek>.Mohta.Sneea 
elai..  18d7 


Eagar.  Baach, 


Frasar.  Rettig,  and 
Kapkin,  1983 
Hardy.  Hrirdy.  NaH.  et 
at..  1984 


Jaffa,  Stqueha. 
Ehamood.  et  ai.,  1986 


Johnson,  Nahmias, 
Magd^r.    al.,  1989 


Mart{n&2.  Smith. 
Farmaf. 
ataL.  1988 


Adotocant  maia  and  9-18 
famalaantrante  htotha 
Y(»fc  City  Jwef^la 
D^antoiCantw- 
F^nafa  det^eee  in  a 
jum^te  det^ion 
cssntar 

Urban  Mxuady  aothra 
young  matae  and 
fam^es 

AiMascentssaanlntha  ^ 
Adoiaapeni  and  Ybtmg 
Adult  CHnic  of  the 
Ch)kiran^NatfonaJ 
MadioaiC^er 

Saxuallyactfvafemaias  i2-t8 
attending  thraa 
athnkatfydhfarsa  urban 
E>^>artmont  of  Health 
and  Hospitals 
ado)ascantc0nta«(> 
fndlgant  gfrts 

Low-inooma  pregnant,  13-17 
pfadomlnantfybteck, 
femafas  reoaMng 
prrataJoaro  ifi  the  Johns 
Hqskir^  Adolescent 
Pf  >ignancy  Program 

Low^noome  saxuafly 
active  Week  and 
Hbpartic  females 
attending  the 
Adoi^cent  Health 
Center  of  Mount  Sinai 
Hospital 

Partidpants  In  the  1-74 
Natbnal  Health  and 
Nutrition  Examination 
Survey 

Sexuat(y  active  13-19 
arfote^oentfemales.  who 
are  primarily  black  and 
trpm  tow^ncome 
oommunitiea.  attending 
an  adofescent  clinic  of 
the  University  of 
Maryland  Hc^pltal 


NewVorkCrty.NY  2.521 


12-18       Seattle,  WA 


Baltimore.  MD 


100 


{matee:3.0%: 
fefna!e9:18.3%) 

18% 


Washington.  DC 


Denver.  CO 


Oklahoma  City.  OK 
Baltimore.  MD 


280  3% 


567  18.5% 


396 


125 
115 


7% 

(btacia:16%; 

Hlspanlcs:4%; 

«vhltas::2%^ 


3.8% 
ID.4% 


14-20       New  York  City.  NY         95  8.4% 


20% 
22% 


48% 


16% 


21% 

{b{«:to'2d%; 

Kispanks23%: 

whites.i4%) 


15,3% 
37% 


6% 

(btecks:20%: 

Hl8panka:2%; 

whita9:1%} 


34% 


26-3% 

(blacks:28.6%; 

Hspantes: 

•>4.1%) 


i)mi9di  States 


Baltimore,  MD 


4.201 


89  — 


Syphilis  {Tmpotwfm 
pisittim):0.83%  mates: 
0.69%;  «emal«s:  2,5%) 

Bactertat  v^lnosie^! 
25% 


Candkfiasis  {CancSda 
afbloonsl^:  38%; 

homhtis:  70%; 

ur^atythurrr  90% 


Herpes  (Herpes 
simplex  virus  type  2): 
<1%  under  age  14 

Con<^rk>ma 
acuminatum  {Human 
paplllomavlnKs):  13% 
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Itobte  9-6-Selected  Studlw  Demonstrating  Prevalence  Rates  of  Sexually  Transmitted  Diseases  (STDs)  Among  US.  Adolescents— Continued 


STP  arid  pwant  of  study  groMptnfact»d 


Study* 


N^in$t*ln  and 
RaNnovttz.  1988 


Oh.  Folnstoin.  Soi(«au. 
0Xal,  1989 


Sattz.  Unnemann, 
Bnx>kman«atat..  1981 


Shafar,  Back,  Biain,  at 
al.  1984 


Shafar,  Schachtar, 
Moscicki.  afal.,  1989 


AH  adotoscants  having 
a  chlamydia  oultura  at 
tha  Taanaga  ^Mth 
CantaratChlidran's 
Hospital 

lnr>ar-dty  tovHncoma 
adofascant  famafas 
saaking  ooiitraoaptWv 
oounaai^  at  tha  Taan 
AcoantQinic 

Lo«v- and  mldcfla- 
Tnooma  saxuaPy  aetlva 
adctooontfomateffom 
urban  araas  attanding 
tha  A(tota«>9nt  Clink:  of 
thaChMran'sHcmpitat 
Madicat  Cantor 
SaxuaUy  acttva 
adotososnt  f«ma^  f  ram 
wodting  class  and 
impovwishad  Innaf-dty 
famtllas  attending  tha 
UnhvfsHyHoGfiitalloan 
Clinic  or  tha  San 
Frandsoo  Qsnaral  Taan 
Family  Rareilng  Clinic 
Saxually  actfva 
asymptomatic 
adol^^t  malaa 
attandfng  taan  and 
dotentfon  clinics^ 


Aga 


tocation 


Ooncrrtraa 
Mumbar  (fMssorfa 
tastad  ffonwfho^mi) 


ChiamyK^ 


Tdchomanlasts 
(Trichomanas 


OtharSTO 


12-21       L0a  Angolas,  OA 


12-18       Birmingham,  AL 


Cincinnati.  OH 


184 


376 


100 


8.5% 


6.8% 


3% 


20.1% 


19.4% 


22% 


16% 


THdK)monia&^ 

(Trichomanas 

i^iM^):13.e%: 

H^paa{Hafpaa 

slmplaxv(rus):1.1% 

Candidiasis  (Cam«dla 
albtoan^:  26%:  Omup 

B  StfBplDCOOOl.'  8% 


13-21 


San  Ffancteco.  CA 


366 


13-19 


San  Francisco.  CA 


948 


3  8% 

(t^acte:7.8%; 

Nspanics:1.4%; 

wh«es5.1%) 


9% 


15.3% 

{biack9:23.3%; 
whltas:10.3%) 


8% 

(blacto:l3J%; 

Ht9parto2.9%; 

whltas:8.0%) 


3% 


KEY:  —  »  no  data  provldod;  s  *  sigrfflcant  dif faranoa. 
^FuJlatationsan»{istad  at  tha  and  of  this  chapter. 

^WQ  of  tha  cAmicB  sar v»d  prtmarfy  low- Income  Wa^  and  Htspanlc  adotescaots.  Tha  third  dinic  served  primarily  white  adolescents  from  tow-  to  mWcfia-tnooma  ramllles. 

cy^^^l„lc3lricly<j^a  university  and  health  mafntenancaorganiratlon-basad  adolescantdinJa  Tha  detention  dInIc  waaaganeral  dinte  for  Incarcaratad  adolescents.  Excluded  from  tha  study  wara 

adofascam  males  who  had  symptoms  of  urethritis,  had  taKw  antlk>lotlcs  wHhIn  tha  past  3  weeks,  had  a  systemic  disaasa.  or  idantlflad  thamseh/aa  as  homosaxual. 
<hh^  indudes  multipla  organisms. 
SOURCE  Office  of  Tachnotogy  Assessment  1&91 . 
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0ie  adolescent  poimlation  than  HTV  infection  is.  In 
fact,  if  the  numbo-  of  sexually  active  adolescents  is 
used  as  the  denominittor  in  calculating  rates  instead 
of  the  entire  adolescent  population,  overall  STD 
prevalence  rates  are  even  hi^er  (8S). 

In  general,  STD  rates  appear  to  vary  by  sex  and 
mx,  there  being  more  STDs  reported  among  adoles- 
ccsA  females  than  mak^  and  more  among  nonwhites 
than  among  whites  (86,194,201,240).  The  over- 
representation  of  females  may  be  explained  in  part 
by  the  fact  that  sexually  active  females  s^king 
family  planning  services  are  ftequ^tly  screened  for 
common  sexually  transmitted  infections  regardless 
of  flie  presence  or  absence  of  syiiq)toms  (10). 
Sexually  active  male  adolescents  have  no  such 
formal  access  to  reproductive  health  care.  The  high 
reported  STD  rates  among  black  and  Hispanic 
adolescents  may  reflect  the  tendency  of  these 
adolescents,  who  are  disjnoportionalely  of  low 
socioeconomic  status,  to  use  public  health  clinics, 
which  report  STDs  more  completely  than  do  private 
practitioners  (17,125,287).  An  additional  reason 
may  be  the  higher  rate  of  sexual  intercourse  among 
black  ^lolescents  (145)." 

Prevalence  and  Incidence  of  Chlamydia  Infe^ion 

The  bacterium  Chlamydia  trachomatis  is  the 
agent  that  causes  chlamydia  infection,  the  most 
common  type  of  STD  infection  among  adolescents 
(9,55,176,180,182,201).  faiected  individuals,  espe- 
cially females,  often  experience  no  symptoms  or 
signs  of  chlamydia  infection  (240).  It  is  important  to 
note,  however,  that  chlamydia  infection  can  lead  to 
pelvic  inflammatory  disease  (PID)  in  females  and 
epididymitis'^  in  males  (36),  both  of  which  may 
result  in  involuntary  infertility. 

Although  national  surveillance  of  chlamydia  in- 
fection is  based  on  pilot  projects  (35),  ditta  from 
selected  studies  of  adolescent  females  attending 
various  types  of  clinics  (i.e.,  STD  clinics,  juvenile 
detention  clinics,  and  adolescent  clinics)  suggest 
that  chlamydia  infection  appears  to  be  highly 
prevalent  among  certain  subgroups  of  sexually 
active  adolescents,  particularly  among  black  inner- 
city  adolescents  from  low  socioeconomic  back- 
grounds (see  table  9-6)  (1 5.67, 103. 1 5 1 , 1 76. 1 80. 1 8 1 . 


182,240).  This  obsCTvation  may  reflect  the  fact  that 
many  STD  clinics  are  located  in  large  m^ropolitan 
areas.*'  Chlamydia  infection  rates  vary  from  3  to  37 
percent  dq^ending  on  the  surveyed  population.  One 
study  of  ethnically  diverse  sexually  active  funales 
ages  12  to  1 8  attending  three  urt»n  adolescent  tealth 
clinics  in  Denver  found  significant  differences 
among  black  (28  percent),  Hispanic  (23  percent), 
and  white  (14  percent)  adolescents*  rates  of  ch- 
lamydia infection  (67). 

Prevalence  and  Incidence  of  Gonorrhea 

The  ImctamnNeisseria  gonorrhoeae  is  the  agent 
that  causes  gonorrhea,  the  second  most  common 
STD  among  adolescents  (55).  As  table  9-6  shows, 
female  adolescents  who  attend  health  clinics  and 
juvenile  det^tion  oentm  and  are  from  racial  or 
ethnic  minority  groups  may  be  at  ]»rticular  risk  of 
Neisseria  gonorrhoeae  infection,  with  prevalence 
rates  ranging  from  3  to  18  percent  (4,15,39,54,67,73, 
103,129.149,151,176,180,181).  Black  adolescentfe- 
males  ages  13  to  21  who  attended  a  teen  and  family 
planning  clinic  in  San  Francisco  were  more  likely  to 
test  positive  fox  Neisseria  gonorrhoeae  (7.8  peicent) 
than  either  tiieir  white  (2. 1  percent)  or  Hispanic  (1 .4 
percent)  peers  (85,180). 

Because  rejxMting  of  gonorrhea  cases  is  required 
in  aU  50  States  (see  table  9-1),  a  more  reliable 
indicator  of  the  extent  to  which  Neisseria  gonor- 
rhoeae has  occurred  in  the  adolescent  population 
may  be  the  number  of  reported  gonorrhea  cases 
among  adolescents  (239)  (see  figure  9-3). 

In  1989,  the  most  recent  year  for  which  data  on 
gonorrhea  rates  are  available,  the  incidence  of 
gononiiea  in  adolescents  ages  10  to  14  was  69.7 
cases  per  100,000  (equal  to  11.820  cases)  and  the 
incidence  rate  in  adolescents  ages  15  to  19  was 
1,145.4  cases  per  100,000  (204,023  cases)  (13a). 
Adolescents  ages  10  to  19  accounted  for  29.4 
percent  of  newly  report^  gonorrhea  cases  in  1989 
(13a).  Although  various  factors  may  make  year-by- 
year  comparisons  unreliable,  it  is  disnirfoing  to  note 
that  the  incidence  rate  of  gononhea  juirq>ed  63 
percent  among  10-  to  14-year-olds  between  1987 
and  1989.  Gonorrhea  incidence  rates  have  hovered 
around  1,200  cases  per  100,000  adolescents  for 


"Adrfesocnts'  sexual  activliy  rates  are  discussed  in  ch.  10,  "Prcsnancy  and  I^remlflg:  Prcvcatioa  and  Services,"  in  this  volume. 

"/•Wvic  Utflammatory  disease  is  the  infiammstion  of  any  female  pelvic  orgaa  EpididymHs  is  tbe  inflafflmation  of  the  epididymis. 

"In  some  casts,  individoals  from  smaller  communities  attend  these  clinics  because  they  perceive  them  as  ofifering  better  services  and  neater 
confidentiality  (122).  ^ 
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Figure  9-3-QonorT!»a  hKWenc©  Rates  Among  U.S.  Adotesceirts,  1977^9 


1,400 
1.200 
1.000 
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IncWefwe  rate  (ca»e»  per  100.000  p<wutet<0") 


Inoldefwe  rafca  (cs«8»  par  WP.OOO  poputatkw) 


76   79  80 


81   82  83  04  85  86  87 
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Ysar 

  10-  to  14-yBar-old9    —  16-  to  19-year-olds 

Qonorttiaa  IncWenoe  Rates  tor  10-  to  19-Year-ads.  1977-69 


Males  (10-14  yrs)  Females  (»-14  yrs) 

C3  Males  (16-19  yrs)   0  Females  (16-19  yrs) 


Qonorrtiea  IreWence  Bates  tor  10-  to  19-YMr-Olds  by  Sex. 
1977-87« 

%otBitKi(tonwral«8by8M»wnot«rallabtotor1988aiKJ19»a8tN9r<^ 

t^^^l^X^Z^^ms^YT^mrndDls^  SmsSos:  1985.  H^Ho.  145  {M«nt«,  OA:  Augu^  I^T). 


15-  to  19-year-old8.  There  are  marked  differences  in 
rates  of  reported  cases  by  sex.  The  reported  gonor- 
fhea  incidence  rate  is  higher  in  adolescent  females 
than  in  adolescent  males.  For  females  ^es  10  to  14, 
the  rale  in  1989  was  over  three  times  thai  of  males, 
and  for  females  ages  15  to  19,  the  rate  was 
approximately  1.5  times  that  of  males  (s^  figure 
9-3)."  It  is  inqxyrtant  to  note  that,  if  the  proportion 
of  sexoally  active  adolescents  were  to  be  used  as  the 
draiominator,  the  giMiorrhea  rates  would  be  higher 
(90).  The  proportion  of  sexually  active  10- to 
14-year-olds  is  unknown. 

Prevalence  and  lncideni;e  of  Condyloma 
Acuminatum 

Human  papillomavirus  (HPV),  which  often  re- 
sults in  condyloma  acuminatum  (exophytic  warty 
lesions)  has  also  been  associated  with  cervical  and 
anal  cancer.  As  shown  for  othw  STD  agents,  the 
prevalence  of  HPV  may  be  high  within  certain 
adolescent  subgroups.  For  example,  data  frwn  a  small, 
selected  sample  of  predcwninantly  black  adolescent 
females  attending  a  Baltimore  adolescent  chnic  indi- 
cate that  13  percent  were  infected  with  HPV  (129). 

Prevalence  and  Incidence  of  Herpes 

Herpes  simplex  virus  (HSV)  causes  herpes,  usu- 
ally producing  small,  sometimes  painful  blisters  on 


the  skin  or  mucous  areas  of  the  body.  HSV  1 
infections  are  usually  nongenital  (e.g.,  herpes  iabi- 
alis);  HSV  2  infections  are  usually  limited  to  the 
genital  region  (e.g.,  herpes  genitalis).  Few  adoles-^ 
cents  have  tested  positive  for  HSV  infection.  Ac- 
cording to  results  from  the  National  Health  and 
Nutrition  Examination  Survey  conducted  between 
1976  and  1980  (NHANES  n),  for  example,  less  Uian 
1  percent  of  adolescents  under  age  15  ware  infected 
with  HSV  2  (106).  Becaiise  of  the  large  number  of 
stjbclinical  infections  and  because  symptoms  occur 
in  less  than  40  percent  of  MSV  infections  detected 
serologically  (106).  however,  these  rates  may  under- 
estimate the  extent  of  uifecf  ion  wthin  the  adolescenf 
population. 


Prevalence  and  Incidence  of  Syphilis 

Syphilis  is  caused  by  the  bacterial  organism 
Treponema  pallidum.  The  first  two  stages  of  the 
infection,  primary  and  secondary  syphilis,  are  fol- 
lowed by  a  period  of  latency.  Without  treatment, 
some  individuals  may  eventually  develop  tertiary 
syphilis.  Because  tertiary  syphilis  usually  takes 
many  years  to  develop,  individuals  between  the  ages 
of  10  and  18  ar«  not  likely  to  develop  this  stage  of 
infection  during  adolescence. 
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Figure  »-4— SyphUls  tnticieneo  Rates  Among  U.&  Adotoseents,  1977-89 
incMwce  rate  (cases  per  'K)0.000  popuiatton)  ._u.„     _^  t 

 —  incidence  rate  (caiee  per  100.000  poputatton) 
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ftimary  and  secondary  syphilis  incidence  ratra 
among  adolescents  ages  15  to  19  in  the  50  Stales 
have  increased  substantially  since  1977  (see  figure 
9-4).**  For  all  age  groups  (incliKiing  adolescents), 
the  increases  appear  to  be  largely  among  heterosexu- 
als and  among  individuals  living  ii;  California, 
Florida,  and  New  Yoilc  City  (220).'*  For  10-  to 
14-year-olds,  the  1987  syphilis  prevalence  rate  of 
1.4  cases  per  100,000  population  was  the  highest 
repeated  in  over  30  years  and  rejM^sents  a  75-percent 
increase  from  1977;  the  1989  rate  was  1.27  per 
100.000  (13a).  For  15- to  19-year-olds,  the  1987  rate 
(23.7  per  100,000)  was  the  highest  since  1965 
(220,240):  the  1989  rate  was  24.74  per  100.000. 
Most  of  the  increase  in  sj^hilis  morbidity  is 
accounted  for  by  the  large  increase  in  the  reported 
rate  among  female  adolescents.  Between  1977  and 
1987,  the  incidence  rate  for  adolescent  females  ages 
10  to  14  and  15  to  19  increased  appoximately  120 
percent,  while  the  syphihs  prevalence  rate  for  10-  to 
14-year-old  males  stayed  ahnost  constant,  and  the 
rate  for  15-  to  19-year-oId  males  increased  33 
percent  (see  figure  9-4)  (240). 


Prevalence  and  Inefdence  of  Chancroid 

Chancroid  is  a  highly  contagious,  local  ulcer 
caused  by  infection  with  the  bacterium  Haemophilus 
ducreyi.  Internationally,  chancroid  is  more  common 
than  syphilis  (for  all  ages  combined)  (42).  With  just 
under  5,000  cases  reported  in  1987,  chancroid  is 
currently  uncommon  in  the  United  States  (125,240). 
C^s  have  beai  rqwited  in  23  States  with  Ae 
highest  rates  reported  in  New  YotIc,  Florida,  and 
Georgia  (240).  The  proportion  of  adolescents  cur- 
rently infected  with  chancroid  is  not  known,  and 
accurate  reports  are  diflGcult  to  obtain  (179). 

Prevalence  and  Incidence  of  Pelvic  Inflammatory 
Disease  (PID) 

FID  is  caused  by  Neisseria  gonorrhoea. 
Chlamydia  trachomatis,^'^  and  other  organisms  and 
is  the  most  common  consequen«:  of  STD  infection 
for  women  (29,221,240,270,276).  Forty-thice  per- 
cent of  wcmten  hospitalized  with  FID  are  under  age 
25  (240).  Between  1975  and  1981  approximately  16 
percent  of  over  260,000  women  ages  15  to  44 
experiencing  an  episode  of  FID  were  between  the 


"TTje  CDC  data  are  not  broken  down  by  race  and  age.  Among  Native  Americans  of  aU  ages  (inciuding  adolesccnts)  in  eigbt  reservation  Slates  the 
prtoaiy  and  secot^  sypbihs  rate  was  26.5  per  100,000  in  1985.  monr  than  lta>«e  times  the  ovaall  per  100.000)  for  those  States  Ite  US 

incidence  rate  for  piimaiy  and  $ecoodaiysn>hiUfi  was  11.4  pw 

•*nie  caies  with  the  highest  rates  are  Atlanta.  Miami.  Dunpa,  Men^bis.  Washington.  DC.  ant  New  Yrat  City  (241). 
p  nir  "'Approximately  40  percent  of  all  PID  cases  in  the  United  States  are  caused  by  Chlamydia  trachomatis  (240) 

^  2i>l 
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ages  of  15  and  19  (271).  In  gmo^,  black  adolesc^t 
fenales  are  repeated  to  have  received  treatmoit  for 
PID  more  frequently  than  are  whites  (240,27 1 ).  The 
leascm  fcr  this  is  unclear.  It  may  be  that  socioeco- 
nomic status  accounts  fcH-  the  difference  in  incidence 
and  thus  treaur^t  episodes;  fix  example,  white 
females,  or  middle-class  fem^iles  in  g^ioalt  could  be 
misdiagnosed  or  given  a  different  diagnosis  because 
of  the  social  stigma  attending  an  STD  (90). 

Factors  Associated  With  HtV  and  STDs 

All  STD  agents  and  HIV  can  be  tran^tted  from 
an  infected  person  to  another  partner  through  sexual 
intercourse — oral,  anal,  or  vaginal  (149,175,211, 
223).^*  Increasingly,  HIV  infections  have  been 
link^  with  the  sharing  of  contaminated  needles 
used  to  inject  illicit  dmgs  and  intercourse  between 
infected  IV  drug  users  and  their  sexual  partners 
(233^35^242).  The  use  of  crack  cocaine,  because  of 
its  association  with  increased  levels  of  sexual 
intercourse,  is  thought  to  have  contributed  to  en- 
hanced HTV  and  STD  levels  in  a  numb^  of  States, 
such  as  New  York,  New  Jersey,  and  Georgia  (154). 

Hie  adolescent  population  is  heterogeneous,  and 
the  risk  of  HIV  infection  and  STDs  varies  for 
different  groups  of  ^olescents  (89).  For  adolescents 
who  have  not  had  sexual  intercourse  at  all  or  who 
have  had  few  partners,  and  who  do  not  use  FV  drugs, 
the  risk  of  HTV  or  STD  infection  is  low.  At  higher 
risk  are  adolescents  who  do  one  or  more  of  the 
following: 

•  engage  in  sexual  intercourse  at  early  ages  ( 1 36, 
153); 

•  engage  in  unprotected  anal  intercourse; 

•  engage  in  male-to-male  sexual  relations  (167); 

•  have  several  sexual  partners  (234); 

•  have  sex  with  FV  drug  uscts; 

•  do  not  use  condoms  during  sexual  intercourse 
(222,234); 

•  use  drugs  that  can  be  administ^ed  intrave- 
nouslyt  such  as  cocaine,  amphetamines,  ster- 
oids, and  heroin  (88,144,168,212,214,227). 

Statistically,  members  of  racial  and  ethnic  minority 
groups  with  low  socioeconomic  status  may  be  ai 
particulai  *sk  of  both  HTV  infection  and  STDs 
(234). 


Sflmal  and  Drug*Using  Behaviors^' 

Some  adole^^ts  engage  in  sexual  or  drug-using 
behaviors  that  put  them  at  risk  for  HIV  infection  or 
STDs, 

Sexual  Behavior — ^By  age  18,  47  percent  of 
adolescrat  females  and  65  percent  of  adoli^coit 
males  have  engaged  in  sexual  intercourse  (127); 
furthermore,  data  from  Califcmia,  Michigan*  and 
San  Francisco  suggest  that  betwMn  16  and  35 
percent  of  adolesc(rats  in  those  areas  have  had 
intercourse  before  age  15  (33,226)«  Black  adoles- 
cents arc  more  likely  than  whites  and  Hispanics  to 
report  having  had  sexual  intercourse  (96,1 27» 
139,140,185,284).  This  holds  true  at  eveiy  age. 

Although  some  adolescents  do  not  have  sexual 
int^course  until  after  i^e  18*  some  adolescents 
engage  in  risky  sexual  behaviors  that  inoease  their 
chances  of  infection.  Data  on  particularly  risky 
sexual  behaviorst  siu:h  as  anal  intercourse,  are  very 
sparse  for  adolescents.  Two  studies  with  very  small 
samples,  however,  do  suggest  leason  for  concern. 
One  study,  by  Goodman  and  Cdiall,  found  that  8 
percent  of  sexually  attive  racial  and  ethnic  minority 
adolescents  attending  a  comprehensive  clinic  in  a 
New  York  City  public  high  school  reported  participa- 
tion in  anal  intercourse  (83).  It  is  not  clear  from  this 
study  whether  condoms  were  used  during  anal 
intercourse.  Jaffe  and  colleagues  reported  that  26 
percent  of  adolescent  females  in  a  clinic  population 
had  had  anal  intercoui^  (102). 

The  most  cffw:tive  way  to  prevent  the  transmis- 
sion of  HIV  and  other  STD  agents  is  to  abstain  from 
sexual  intercourse.  For  individuals  who  do  engage  in 
sexual  intCTCourse,  however,  the  tnost  effective  way 
to  prevent  transmission  is  to  prevent  the  exchange  of 
blood,  semen,  or  vaginal  fluid.  \^ous  studies 
among  adults  found  that  the  use  of  latex  condoms 
lubricated  with  nonoxynol-9  is  effective  in  lowering, 
but  not  eliminating,  the  risk  of  STD  and  HTV 
infection  (46.69,74,107,172,222,234).  The  actual 
effectiveness  of  condoms  in  |»eventing  transmission 
of  HDTV  infection  and  STDs  among  adolescents  is  not 
known  (273),  because  most  data  collected  on  adoles- 
cent condom  use  are  from  studies  that  have  investi- 


<^  addiUnn.  HIV  and  most  STD  agents  cm  be  passed  peiiiiacally  from  mother  to  child  (233.234;23S). 

^^Fm  a  discussion  of  adolescents*  sexual  pmctioes.  see  ch.  lOl  ''Pregnancy  and  Paitoting:  Prevention  and  Services/*  For  a  discussion  of  ttte  use  of 
drags  by  adolescents,  see  cb.  12,  *'Alc4^1,  Ibbacco,  and  Drag  Abuse:  Prevention  and  Servic&s,**  also  in  this  volume. 
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gated  condom  use  as  a  method  of  ccmtracection  and 
not  as  a  metiiod  of  prot^on  firom  STDs.^ 

Most  ^les(^ats  do  not  use  any  method  of 
contraception  at  first  intercourse  (45*195^288)^  and 
they  often  delay  contr^:q)tive  use  up  to  a  year  after 
they  have  become  sexually  active  (285^88).  Among 
adolescents  who  do  use  contraception  at  first  inter- 
course, however,  condoms  are  one  of  the  most 
ciHnnranly  used  methods  of  cmtraception  (161 J  85 « 
195,285;288).2^  For  adolescents  who  use  condoms, 
thore  appear  to  be  inqx)itant  racial,  ethnic,  and  age 
differraces*  One  study  found  that  white  adolescent 
females  are  more  likely  than  either  black  or  Hispanic 
adolescent  females  to  have  intercourse  with  partners 
who  use  condoms  (195).  Another  study  among  a 
small,  selected  sample  of  sexually  active  inner-cUy 
black  and  Hispanic  adolescent  fenmles  found  that 
some  of  these  adotescents  were  less  likely  to  use 
condoms  during  anal  intercourse  than  during  vaginal 
intercourse,  although  anal  intercourse  is  believed  to 
be  more  risky  than  either  oral  or  vaginal  intercoms 
in  transmitting  HIV  (102).  A  smdy  in  Minnesota 
found  that  9th  graders  were  significantly  less  likely 
than  12th  graders  to  use  condomis  (138). 

Drug  Use — ^As  a  group,  adolescents  are  less 
likely  to  engage  in  dmg-using  behaviors  that  put 
them  at  risk  for  HTV  and  STDs  than  they  are  to 
engage  in  sexual  behaviors  that  put  them  at  risk.  In 
recent  statewide  surveys  in  Massachusetts*  for 
example,  only  OJ  percent  of  adolescents  report^ 
engaging  in  IV  drug  use  (95).  Nevertheless,  there  are 
some  adolescents  who  do  use  FV  drags  and  probably 
share  IV  needles*  who  exchange  sex  for  drugs*  or 
engage  in  sexual  intercourse  without  condoms 
because  of  drag-  or  aIcohol*induced  disinhibitions 
and  loss  of  judgn^nt.  Adolescents  at  highest  risk 
may  be  adolescents  who  have  been  abused,^  adoles- 
cents who  are  homeless  or  runaways,^  adolescents 
who  have  engaged  in  prostitution,  and  adolescents 
who  have  been  locked  up  in  a  juvenile  detention 


faciUty^  (4^7,152,167,192^0).  One  Tbxas  study 
found  Aat  7  pa:cait  of  213  runaways  ag»  11  to  16 
repeated  injecting  illicit  drugs  (98).  However,  sur- 
veys of  high  school  students  by  CDC  have  found 
consido^Ie  geogra{^c  variaticm  in  IV  drug  use 
(226;231X 

Although  the  use  of  drags  such  as  heroin  among 
adolesi^ts  is  not  widespread,  the  use  of  alcohol  and 
some  othCT  drags  is  mote  prevalent  and  may,  in  fact, 
encourage  risky  sexual  behavior  that  results  in  the 
transmission  of  HTV  and  STDs  (35).^' 

Lack  Of  Information 

In  general,  Amoican  adolescents  have  a  fairly 
high  level  of  factual  knowledge  regarding  HTV 
transmission  and  mediods  of  |Hieventing  its  trans- 
mission (226).  Data  £ram  the  1987  National  Adoles- 
cent Student  Health  Survey  suggest,  however,  diat 
many  American  adolesomts  lack  information  or  are 
misinformed  alwut  many  aspects  of  trausmission, 
Invention,  and  treatment  of  other  STDs  (see  table 
9-7).^  Approximately  30  potent  of  a  nationally 
representative  san^le  of  8th  ami  1 0th  graders  did  not 
know  that  most  STDs  are  acquired  through  sexual 
intercourse,  and  a  substantial  mincnity  did  not  know 
or  were  tmsure  that  a  sore  on  the  sex  organs  (33 
percent)  and  discharge  of  pus  from  a  sex  organ  (44 
percent)  woe  signs  of  STD  infection.  Those  adoles- 
cents who  were  female  or  older  had  more  accurate 
information. 

Although  the  National  Adole^nt  Student  Health 
Survey  found  that  students,  particularly  10th  grad- 
ers, seem  to  know  more  about  HTV  transmission  and 
prevention  than  about  STDs,  a  large  minority  of 
students  continued  to  be  misinformed  about  specific 
sexual  behaviors  that  put  them  at  risk  of  HTV 
infection  (7).  While  over  90  percent  of  the  sdidents, 
both  8th  and  10th  graders,  knew  that  HIV  could  be 
transmitted  through  sexual  intercourse,  for  example. 


^^^Tht  use  of  coodoms  to  prevent  pregnaocy  among  adolescents  is  discussed  in  cb.  tO«  *  'Pregnancy  and  Paitntlog:  Prevoitioa  aiid  Services*'  *  in  this 
votvffle. 

^^In  1988.  A\  ^**avcm  ;»f  'J>  ^e  aales  ages  15  lo  19  used  a  condom  ai  fursi  intercourse  (72a).  Twenty  percent  of  sexually  active  females  ages  15  to 
19  reported  cuirent  use  of  coou*:  f    as  a  method  of  contraception  (i40a). 

221^  a  discussion  of  adolevceats  who  have  beoi  maltreated*  see  ch.  3/  'Parents  and  Families*  InHttence  on  Adolesce  Healdi,*'  in  this  vohime. 

2^For  a  disctission  of  homeless  and  nmaway  adoiesonits.  set  ck  i4«  "Homelessn^:  Prevention  and  Scfvices.*'  in  this  volutcie. 

^Fot  a  discussion  of  the  health  of  a^totescrats  in  juvenile  detention  focilifie$»  see  ch.  13.  "Delinqneocy:  Prevention  sod  Saviccs,*'  in  this  vohmae, 

29For  a  discussion  of  the  use  of  afcobol  and  other  drugs  adolescoits,  see  ch.  12  *'Alct;^L  Ibbaoco  and  Dntg  Abase:  Prevention  and  Services/* 
in  this  volume. 

^It  Is  important  to  note  thai  the  National  Adolescent  Student  Health  Survey  did  not  include  out-of-school  youth,  a  group  that  may  he  at  pafticolar 
Witt  for  contracting  STDs. 
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Table  9-7— Eighth  and  %nth  Grada  Studwits'  Knowiedse  Ragarding  STDs, 

by  Grade  and  Sax,  1887 


TiansmlMlcm  of  STDs: 

How  cto  most  people  get  STDs? 

CH)f8cte  

Wfi«5lng  

•Sex  

Doni  know  

Method  of  preventing  STDs: 
Nothfl«dng  eex: 

*  Very  effective.,  

Sonnewhat  effective  

SigMly  ef^ive  

Not  effective  

Dont  know  

Qoing  to  the  bathroom  after  havb>9  sex: 

Very  effective  

Somewhat  effective  

*Sllflhtly  effectlva  

•Not  effective  

Don't  know  

Taking  birth  oontr<M  piiis: 

V^y  effective  

Somewhat  ^fective  

Silghtfy  effecth/e....  

•NoteffecWve  

Don't  know  

Washtng  after  sex: 

Very  effective  

Somewfiat  effective  

Sllghify  efieotive  

•Not  effective  

Don't  toKw  

Having  sex  with  steady  partner: 

•Very  effective...  

•Somewfiat  effective  

Slightly  effective  

Not  effective  

Don't  know  «  

Using  condoms: 

•Very  effective  

•Somewhat  effective  

Slightly  effecthw  

Not  effective....  

Don't  know  

Signs  of  SHTDe: 

Lower  abdominal  pain  In  females: 

•ls  a  sign  

Is  not  a  si^  

Don't  know  

Nausea  and  wmiting: 

Is  a  sign  

•Is  not  a  sign  

Don*t  know  

Discharge  of  pus  from  sex  organs: 

*l8  a  sign  

Is  not  a  sign  

Dont  know  

S<»^eonsex<^gans: 

•Is  a  sign  

fs  not  a  s\gn  

Don't  know  


(kmk  Sex 


Total 

10th 

Mate 

Female 

4.5% 

5.5% 

3.5% 

4.5<;o 

4.5<K 

4  O 

3.1 

4.2 

2.8 

69.6 

58.9 

79.2 

68.6 

70.6 

31.6 

14.1 

22.7 

22.2 

57.5 

48.6 

65.8 

56.8 

58.4 

14.1 

14.7 

13.4 

14.3 

13.8 

6£ 

7.5 

5.8 

7.9 

5.2 

11.1 

14.1 

8.3 

10.8 

11.3 

10.£ 

D.D 

in  9 

i  V.£ 

11  2 

3.3 

3.9 

2.7 

4.0 

2.5 

8.6 

9.6 

7.6 

9.7 

7.4 

12.5 

12.0 

1^9 

13.4 

11,6 

41.3 

33.2 

48.8 

39.3 

43.4 

35  1 

7.0 

8.9 

5.3 

7.4 

6.5 

11.8 

13.3 

10.4 

11.6 

12.0 

10.2 

11.4 

9.0 

10.0 

10.3 

45.5 

34.1 

55.8 

44.0 

47.1 

£0.0 

1  V.3 

^7n 

6.6 

7,0 

6.3 

7.1 

6.2 

13.0 

12.3 

13.7 

16.5 

9.5 

18.7 

14.6 

22.4 

19.4 

18.0 

32.7 

29.S 

35.6 

30.5 

35.0 

29.0 

36.6 

22.0 

28.6 

31.4 

23.6 

10.2 

27.6 

26.8 

20.2 

9ft  O 

M  7 

33  6 

29.9 

27.8 

ID.  9 

13  1 

1?  4 

17.1 

14.7 

16.3 

13.2 

14.0 

15!5 

18,1 

24.3 

1^5 

16.9 

19.3 

4S  8 

47  8 

39.5 

24.5 

21.8 

27.0 

23.4 

25^7 

6.9 

8.1 

5.8 

5.6 

8.3 

111 
11.1 

in  1 

11  o 

11  0 

11  7 

iO  7 

III./ 

ft  O 

I  A,  1 

15  4 

44.9 

39.3 

49.9 

40.5 

49.4 

7.1 

7.7 

6.6 

6.7 

7.7 

48.0 

52.9 

43.5 

52.8 

4Z9 

27.8 

25.0 

30.3 

26.3 

294 

14.6 

13.1 

15.9 

15.0 

14.1 

57.6 

61.8 

53.7 

58.7 

56.4 

56.4 

44.8 

67.1 

53.4 

59.7 

3.7 

4.6 

2.9 

4.0 

3.4 

39.8 

50.6 

30.0 

4Z6 

36.9 

67.0 

56.4 

76.6 

64.1 

70.1 

2.2 

3.1 

1.3 

2.8 

1.5 

30.8 

40.4 

22.1 

33.1 

28.5 

Continued  on  n0xt  page 
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Table  9-7^ghtti  and  Itoth  Gra<te  Students'  Knowledge  Regarding  STDs, 
by  Grade  and  Sex,  1^— Continued 


Grade 

Sex 

Total 

6th 

10th 

Mate 

Female 

Pain  nvhen  going  lo  the  bathroom: 

49.2 

68.5 

CUi  ft 

ft9  9 

Is  not  A  fikm 

A  K 

5.3 

3J 

A  ft 

A  1 

45.4 

27,8 

'Ml  ft 

7 

AppropfimB  responses  to  posslt^le  STD: 

Wg^il  lo  sae  if  sJgns  go  away: 

1  1.9 

O.D 

9.1 

7.5 

*f  f  .o 

51.1 

62.4 

1^  ft 

15.4 

10.3 

27  1 

17  ft 

24.4 

19.7 

Take  leftover  medicine  for  similar  problem: 

O  ft 

7  Jl 

10.1 

7.0 

sa  2 

ft^  ^ 
Oi9.«5 

54.5 

65.6 

ft  1 

8.5 

8.8 

Doni  know  

27.0 

18-7 

Get  tested  for  STD: 

AA  ft 

01  ^ 

84.8 

91.8 

n  7 

n  1^ 

0.8 

0.4 

1  n 

f  .V 

2.2 

1.0 

Dont  Iffiow  

12.2 

6.8 

Do  Mt  have  sex: 

63.4 

70  6 

64.7 

60.8 

3.2 

2.8 

3.4 

2.6 

13.4 

13.9 

13.9 

13.4 

20.0 

12.6 

18.0 

14,2 

68.7 

B3.6 

74.1 

79.0 

3.5 

1.3 

3.1 

1.5 

Mn  offart 

9.2 

5.5 

7.0 

18.7 

9.6 

15.3 

12.5 

TVlkft  rnfirffrififfc  nnlv  id^tlt  okins  net  ttiArav 

'Harmful 

it 

24.3 

2*6 

2o.1 

20.6 

26.5 

36.7 

27.3 

JO.D 

No  effact 

O  ft 

10.2 

9.4 

lU.jf 

O  7 

39.0 

29.3 

33.8 

34,1 

Treatment  for  STDs: 

Putlte  health  (^ipartment  intof  nts  parents  of 

STDs  In  minors: 

47.1 

33.7 

39.7 

40.4 

•False   

16.4 

31.4 

256 

35.7 

36.5 

34.9 

34.7 

36!7 

Most  dtnfcs  require  parental  permfssion  for 

treatment  of  minors: 

50.7 

37.6 

45.1 

42.4 

Talse  ,  

15.0 

26.7 

21.9 

20.4 

34.3 

35.8 

33.0 

372 

KEY:  *  -  Coffoct  fpsporrse.  In  30to  cases,  mof  d  than  one  rasponso  was  comklsf  od  cor  root. 


SOURCE:  Amoffean  Schopt  Haeilth  As»>datk>n.  Association  for  tfw  Advanosmant  cif  Kftatth  Education,  and  tho  Sod«ty 
for  Public  HM)th  Education,  Inc..  TIW  fMiangt  Aaat09c^t  Student  Hm^  Swwy:  A  f^pon  on  thm  fMth 
cfAnwim's  Vbotfr.  aooop«ra»v«  protect  of  th«Natlonail  fmrmutt  on  Drug  Abuts,  AioohoJ^  Drug  Abusa,  and 
»f sfTtal  HMHh  Adm^fstratlon;  tha  Centers  for  Dtsaasa  Control;  and  tha  Office  of  Disaasa  Pravantton  and 
Haatth  Promotfon,  Public  Hwitth  Sarvtea.  U.S.  Dapsrtr^ant  of  HaaMh  and  Human  S«vlca»  (CJttWand.  CA: 
Third  Party  Publishli^  Co..  tSdd). 


close  to  20  percent  of  the  students  were  not  aware  getting  HTV  infection  (7),  Data  from  State  and  local 

that  having  multiple  sexual  partners,  a  male  having  surveys  confimi  that  students  are  also  misinformed 

sexual  intercourse  with  another  male*  or  having  about  factors  that  do  not  increase  risk,  but  which 

sexual  intercourse  with  someone  who  has  had  raise  fear  and  have  public  policy  implications*  such 

several  partners  increased  an  individual's  chances  of  as  donating  blood  (sec  table  9-8)- 
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Mispcrceptions  about  effective  STD  and  HIV 
{TOveiition  n^ods  persist.  The  National  Adoles- 
cent Student  Health  Survey  found  that  the  inaj<mty 
of  students  were  not  aware  that  taking  biith  control 
pills  (55  percent)  or  washing  after  sex  (67  percent) 
were  ineff«:tive  methods  of  {nrotection  from  STDs 
(see  table  9-7).  Almost  a  quarter  of  the  national 
^udent  sample  did  not  know  tiiat  abstaining  from 
sexual  intercourse  lowered  their  risk  of  infection  and 
20  percmt  did  not  know  that  not  using  a  needle^^ 
while  taking  drugs  lowered  the  risk  (7).  One  local 
san^le  reported  that  19  percent  of  657  Connecticut 
junior  and  seniOT  high  school  studmts  believed  that 
not  kissing  an  HIV-infecte  1  person  on  the  cheek  wa:: 
an  effective  method  of  prevention  (92).  Although 
mo^  of  the  studoits  surveyed  in  the  National 
Adolescent  Snident  Health  Survey  (86  percoit 
overall)  knew  that  the  use  of  condoms  during  sexual 
imercourse  decreases  their  risk  of  getting  HIV 
infection  (7),  eailier  data  from  14-  to  18-year-old 
San  I^ancisco  students  suggest  that  there  may  be 
significant  racial  differences  in  this  knowledge, 
whites  (71.7  percent)  having  more  knowledge  than 
blacks  (59.9  percent)  and  Latinos  (58.3  percent) 
(62). 


Other  Concerns 

lb  change  behaviors  that  put  them  at  risk  for  HIV 
infection  or  STDs  or  to  maintain  safe  behaviors, 
adolescents  must  perceive  that  they  could  become 
infected  (104).  For  AIDS  prevention  efforts,  this 
poses  a  particular  problem.  Given  the  estimated 
10-year  latency  period  between  HIV  inflation  and 
diagnosis  with  AIDS,  it  is  unlikely  that  most 
adolescents  now  know  or  encounter  another  adoles- 
cent who  has  AIDS.2*  » 


Furthermore,  even  though  adolesc^ts  art  devel- 
oping the  cognitive  abilities  to  perceive  risks  accu- 
rately,^ some  observers  believe  that  adolescent 
often  do  not  weigh  relevant  risks  in  making  deci- 
sions (131,137).  In  not  wei^iing  relevant  risks, 
a^>lescents      be  no  di£feraitfrf»n  adults  (70,197).^* 
Eymx  diough  many  adolescents  worry  about  gating 
infected  (83,138),  ih^v,  like  adults,  may  be  more 
conconed  about  satis,  ying  needs  (e.g.,  peer  acoei>< 
tance,  having  a  sexual  relati<»iship,  being  attractive 
to  members  of  the  opposite  sex)  than  about  prevent- 
ing possible  HTV  or  STD  infection.  As  a  resultt  they 
may  try  to  prevent  HIV  infectKm  through  inappro- 
jmate  or  ineffective  means  (87).  In  addition,  how- 
ever, STD  prevention  during  adolescence  may  be 
constrained  by  ambiguities  in  the  social  smtus  of 
American  adolescents.^^  While  adolescents  are  hom- 
banfed  witib  messages  from  commercial  media  that 
are  likely  to  oicourage  tibon  to  oigage  in  sexual 
intercourse,  thea  level  of  realistic  information  about 
effective  means  to  prevent  HIV  infection  and  STDs 
may  be  limited  by  external  forces  (e.g.,  school 
boards)  (147,147a,204).  As  discussed  throughout 
this  Report,  there  are  many  barrim  that  restrict 
adolescents'  access  to  health  cme,  inclining  t»mers 
to  obtaining  information.  Even  when  information 
about  treatment  is  available,  there  may  be  legal 
barriers  (e  3,,  requiremaits  for  parental  consent),^' 
financial  barri^,^  and  a  S(^rci^  of  appropriately 
trained  health  care  professionals.^'  Thus,  in  consid- 
^ing  strategies  for  rediKong  Uie  burden  of  HIV 
infection  and  STDs  on  adolescents,  it  is  inqxntant 
not  to  * 'blame  the  victims"  of  these  health  condi- 
tions (91b).  General  strategies  for  reducing  barriers 
to  care,  and  for  establishing  a  more  effective 
approach  to  health  promotion  and  disease  preven- 
tion for  adolescents  are  discussed  in  Vol.  I  of  this 
Report  (205a).  A  critique  of  existing  prevention  and 


27<n,e  NitiomU  Adolescent  Sttufent  Heatib  Survey  did  not  mpUctUy  m^on  sbuiag  IV  needles  bot  asked  stndents  if  not  takii^  ille^  drags  widi 
a  needie  towered  their  chance  of  genii^  AE>S. 

''TUs  otKovatlra  may  not  Md  trae,  liowever,  for  adolescents  in  sreas  wboe  adolcscoits  art  likely  to  bave  sex  early,  adolescents  with  older,  infected 
panaers;  {V  adolesceou  who  ttse  IV  drags  early. 

»ltoc  arc  viitju%  no  dau  <m  a»e  nuiidwr  of  a<tolescente  who  know  SOTieone  with  AIM 
Ngrional  Cealcf  for  Hcahfa  Statistics  in  tix^  Dcpartmenl  of  Health  and  Humin  Scn  iccs  asks  indlvl(jaals  over  age  18  wtwthci  tbey  know  someone  with 
AIDS,  but  it  (toes  not  collet  comparable  data  on  adolescents. 

^Adolesccau'  cognitive  develtqniMat  is  discussed  in  di.  2,  "Wbst  b  Adoie«o(»t  Healdi?"  in  Oiis  volume. 

3«r.t  a  discnsstcs  of  several  Kudtes  of  the  dectsionmakiiig  abilities  of  adolesanis.  sec  ch.  17.  "Consent  and  Confidtfntiality  in  Adolescent  Healtti 
Care  Pecirionmdcing."  in  Vol.  m. 

^See  cb.  2.  "What  Is  Adolesoem  Healdi?"  in  this  vohmic. 

3'See  ch.  17.  "Consem  and  ConfidentiaUly  in  Adolescem  Health  Care  Decisionmaking."  in  Vol.  01. 
'*Ste  ch.  16,  "Finawtal  Access  to  Health  Servteea."  in  Vol.  m. 
^      »See  ch.  15,  "Major  Issues  Potainfav  to  titie  Dellvciy  of  Primary  aiKi  Comprdiaislve  Health  Services  to  Ad«rfescents."  in  VoL  DL 
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Table  &-8— P9reeniag»  of  Correct  Responses  Among  U.S.  High  School  Students 
for  GHiSsUons  Rslatect  to  IfV  Ttansmlsslon  Routes,  by  Sheeted  States 

and  Cities.  l^ 


PwoeiU^^  of  oorreet  respMtses  oonoendng 
H!V  transmission  routes 


Usln9 


^udent 

Oonattig 

puUto 

Havbi^  a 

Site 

Sample 

response 

isHss  do 

toilBts 

Moodiest 

rate  (%) 

not 

not 

does  not 

Ctfii-a, 

ft  TAO 

A4  4 

43^ 

67.5 

oo 

Oa^ 

AM  f\ 

44  .V 

BA  A 

6a«9 

72^ 

il4 

AC  Q 

50,O 

42r3 

^A  A 

72^ 

T!A  A 

70.8 

NA 

45r6 

AA  A 

82*6 

AA  A 

69.8 

^\rif  n       rn  J 

hi.* 

7l.D 

49.D 

AA  « 

69.1 

*W  A 

77^ 

OD 

49.0 

44*2 

70.9 

68.3 

AO 

OP 

A7  A 

57,0 

AC 

45.3 

73.0 

AA  e 

68.5 

To 

C4  *!? 

5 1.7 

64.0 

AA  e 

82.5 

72.5 

4  niui 

w\ 

Ait  O 

43.3 

75.5 

AT  A 

4 

m/ 

60.9 

45*3 

79,2 

74*2 

4  4fl4 

83 

64.7 

f  A  A 

58.0 

80*1 

72.8 

4  ^CO 

o4 

K.3 

54.6 

71.0 

Tm  a 

74.6 

1  rfci  tlnlrinnn 

ft  A40 

70 

f  A  ^ 

»l.1 

AO  A 

66.8 

TA  A 

71*2 

Massachusetts^*  . 

..  2,043 

81 

66.5 

54.3 

76.6 

7S3 

90 

66.1 

48.0 

7Z1 

7%A 

Missouri  

NA 

63.3 

442 

73.9 

73.4 

2,153 

88 

61.4 

50.6 

73.2 

73.1 

Ndw  Mexico^  

770 

NA 

55.9 

50.7 

75.2 

72.0 

New  Yoi1i»<*  

.  3.026 

NA 

56.0 

58.4 

81.3 

74.6 

North  Carolir^.*. 

.10^79 

NA 

52.8 

57.6 

75.7 

75.3 

North  Datola^.... 

.  2,924 

NA 

M.7 

57.6 

84.2 

80.3 

Ohte*   

.  4,341 

NA 

64.1 

50.2 

75.1 

73.8 

.  2.521 

43 

60.2 

55.6 

76.1 

753 

*  2.895 

74 

68.6 

47.5 

72.4 

75.8 

Pewsytvanla***... 

.  4,548 

82 

71.9 

54.8 

76.4 

77.7 

77 

Bd.9 

63.9 

NA 

80.3 

.  1.392 

87 

60.9 

48.4 

M.I 

72.1 

.  2,098 

NA 

65.3 

43.2 

66.6 

74.8 

UtaW*   

.  4,174 

NA 

54.7 

48.8 

70.1 

^.1 

Washington*' .... 

.  1,176 

NA 

74.5 

66.5 

84.3 

8a4 

City 

.  1.171 

90 

39.9 

41.9 

70.5 

64.8 

Dallas*  

.  3.483 

87 

54.1 

55.5 

76.4 

74.1 

Fort  Lauderdato^ . . 

.  881 

90 

49.0 

45.2 

66.7 

67.7 

.  493 

70 

32.4 

43.9 

59.0 

63.2 

Los  Ang^es^  

.  3,030 

90 

37.9 

29.0 

5Z1 

58.5 

Miami*  

.  1,192 

83 

42.1 

45.6 

70.3 

68.6 

New  YwHCJty**.,. 

.  1.135 

NA 

33.6 

52.9 

71.0 

64.2 

317 

61 

61.8 

58.7 

84.9 

79.4 

San  Frandsoo** . . . 

.  793 

NA 

47.7 

41.7 

68.8 

63.4 

.  1,374 

67 

56.4 

48.5 

75.7 

70.7 

KEY:NA«n(rtavBUabto. 

^Schoo^  and  «tgd^  mr^  not  rsndom^y  assigned. 
^'PloiiablKty  sampi*,  ufmsk^od  data. 
^^Survajrsdki  not  inoltid»«tud»a^  from  tha  tergastdtias. 
dMortprobabllity  Mnpfa,  anwftii^ttad  data. 
9Pmbat»»l^  sampla.  ws^^Had  data 

^Tha  i>^tf1otof  CohAi^blaiaoataoofiZMi  at  a  Statafor  CDC  fwiding  purpoaaa. 

SOURCE:  U.S.  Dapartmant  of  Haalth  and  Human  Sarvioaa,  f^lt)^  Haafth  Sarvica.  Canters  tor  Oisaa$a  Control, 
*f«V-Ralatad  BalMs,  Knomrtadga,  and  Bohavtor  a  Among  High  School  Studanta.'*  kfoftddfty  and  Mortsn^ 
HMcfr/7iyK^39(23):3a9-397.  Juna  15*  1990. 
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treatment  systons,  and  ^>ecific  strategies  related  to 
HIV  infection  and  Sll>$,  are  included  below. 

Prevention  of  AIDS/MV  Infection 
and  Other  STDs 

In  the  absence  of  a  cure,  {^ranting  initial 
infection  is  the  best  method  for  controlling  the 
spread  of  son®  STDs  and  is  the  only  way  to 
effectively  control  the  ^ad  of  HIV  (234),  As 
suggested  by  the  recent  rise  in  syphilis  ra^  amrag 
adolescents,  prevention  efforts  directed  at  dianging 
risl^  sexual  and  drug-using  behaviors  will  continue 
to  be  n^ssary  even  if  a  cure  for  c^lain  STDs  and 
HTV  infection  is  found  (24).  Given  that  adolescents 
have  differing  levels  of  risk  for  infection,  prevention 
efforts  can  take  many  fcnms.  For  low-risl^  individu- 
als, for  example,  efforts  can  be  limited  to  education 
and  counseling  to  prevent  initial  STD  and  HIV 
infection.  For  those  at  higho*  risk,  prevention  efforts 
may  include  the  detection  of  infection  among 
asymptomatic  and  symptomatic  -  .dolescents  and 
their  sex  partners  and  tfie  effective  treatment  of  those 
who  are  already  infected  (234), 

An  alternative  goal  may  be  the  modification, 
rather  dmn  the  elimination,  of  risky  sexual  and 
drug-using  behaviors.  As  noted  by  the  National 
Academy  of  Sciences,  it  is  oftoi  easier  to  modify  an 
existing  behavior  than  to  eliminate  it  (143).  For 
adolescents  who  engage  in  sexual  intercourse,  modi- 
fications may  include  using  condoms,  avoiding 
multiple  partners,  and  knowing  the  sexual  and  drug 
history  of  sexual  parmers  and  acting  on  that  informa- 
tion. For  adolescents  who  have  been  using  drugs, 
modifications  may  include  using  sterile  needles  to 
inject  drugs,  not  sharing  needles,  or  using  bleach  to 
clean  injection  equipment.^ 

Until  recently,  HTV  prevention  efforts  have  not 
been  focused  on  adolescents  (209).  Cunently,  how- 
ever a  wide  range  of  educationally  based  preventive 
interventions  target  adolescents  of  varying  ages 
within  and  outside  schools,  including  schooMinked 
health  centers*  and  community-based  youth  services 
agencies  (e.g.,  TTie  Door  in  New  Yoxic  City,  Bridge 
Over  Troubled  Waters  in  Boston,  and  El  Puente  in 


Brooklyn).^^  It  is  inqwrtant  to  iK>te  that  prevrative 
interventions  are  not — and  ^ould  not  be— limited 
cmly  to  didactic  presentaticms  to  adolesomts.  They 
include  teen  theater,  telev^ion  and  radio  campaigns, 
**tdp'*  ccmtests,  poster  contests,  street  outreach 
worko^,  peer  counselors,,  role-playing  ^tivitin, 
intei^nive  con^rato'-based  infcmnation  dissmina- 
tion  syst^,  and  STD  wd  AIDS  hot  lines,  but  tfaey 
also  include  sovices  that  may  require  more  infm- 
sive  efforts  on  the  part  of  tte  clinical  services 
system,  such  as  ccmdom  di^bution  programs, 
needle  exchange  and  bleadi  programs,  imd  testing 
for  HIV  and  STDs. 

Systematic  evaluation  of  the  effectiveness  of 
preventive  interventions  is  rare  (26).  particularly  in 
the  case  of  indentions  targetmg  actol^coits  at 
increased  ri^  of  infection  (e.g.,  minority  adoles- 
cents, gay  adolescents,  runaways,  and  homeless 
adolescents)  (201,209).  Rjrthermorc,  nrumy  preven- 
tive intorentions  are  not  based  on  a  cle^r  theoretical 
framework  (72).  Thus,  little  is  currently  known 
about  what  interventions  are  successful  in  prevent- 
ing the  spread  of  HIV  or  STD  infections  among 
adolescents. 

The  need  for  effective  HIV  and  STD  preventive 
interventions  for  adolescents  at  higher  risk  is  clear. 
Although  most  recent  data  suggest  that  some  adoles- 
cents have  taken  steps  to  reduce  their  rii»k  of  HIV 
infection  (83,95,155),  many  adolescents  are  not 
consistently  adopting  safer  sex  practices.  In  a  1988 
Massachusetts  telephone  survey,  for  e^^n^le,  only 
19  percent  of  the  sexually  active  adolescents  ages  16 
to  19  reported  adopting  condom  use  because  of 
AIDS  (95).  Low  proportions  of  ccmdom  users  were 
also  observed  among  a  group  of  adolescent  males 
with  hemoi^iilia  (31  percent;  N  -  26)  and  a  New 
York  City  minority  adolescait  population  (39  per- 
cent; N  =  196)  (83,155).  In  the  Massachusetts 
survey,  only  half  of  those  reporting  condom  use  used 
condoms  all  the  time  (95).  In  a  study  in  New  York 
City,  32  percent  of  the  sexually  active  minority 
adolescents  reported  enga^g  in  intercourse  with- 
out condoms  during  their  last  sexual  encounter  (83). 


^TA  did  Dot  review  ihc  effects  of  miog  bk9ch  as  prcvcmioD  against  infccdcm. 

^^ving  skcctss  to  a  school-iinked  health  center  may  help  adolescents  reduce  the  time  liclween  exposure  to  STD  infection  and  seeking  medical  care 
(35).  For  a  discussion  of  school*linked  health  centers,  sec  ch.  15,  "M^or  Issues  Pwtaining  to  the  Dclivefy  of  Primary  and  Cotnprebcnstve  Care  to 
Q  '  >lescents/'  in  Vol.  tD, 
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Problems  in  Evaluating  the  Effectltmness  of 
Am  ana  STD  Prevention  Programs 

Over  the  {mst  several  years,  various  ^ipioaches 
have  been  developed  for  the  prevention  of  HTV 
infection  and  oth^  STDs.  The  preventive  im)grams 
undoubtedly  vary  in  quality,  but  their  effectiveness 
has  b^  difficult  to  assess.^^ 

Numerous  obstacles  impede  evaluations  of  the 
^ectivoiessof  AIDS  and  Sn)pieventi(si]m>gram$ — 
limited  funds  or  tin^«  the  need  for  technical  exp«- 
tise,  and  colain  methodological  difficulties  (e.g., 
separating  the  effecte  of  the  environment  from  the 
interventifm,  ethical  issues  of  using  control  groups, 
jwental  concern  about  particular  behavior-related 
questions)  (117,256). 

Limited  funds,  time,  or  other  factors  often  force 
evaluators  to  choose  between  process  evaluatira  and 
outccMne  evaluation  (117),^^  The  most  accurate 
evaluation  of  a  program's  success  involves  both 
process  and  outcome  evaluations  (117).  Unfortu- 
nately, however,  many  interventions  for  the  preven- 
tion of  HTV  infection  and  STDs  anrong  adolescents 
have  undergone  process  evalu^on  alone  (203). 
Evaluation  of  an  intervention's  effectiveness  is 
difiHcult  when  no  deHnite  link  has  been  established 
between  Ihe  process  and  desired  outcomes. 

Adolescents  are  not  a  homogeneous  group,  so 
preventive  interventions  should  have  differing  goals 
depending  on  the  subgroup  being  targeted— ^.g.,  the 
subgroup  of  adolescents  who  are  not  sexually  active 
and  do  not  use  drugs  (esp^ially  younger  adoles- 
cents) v.  subgroups  of  adolescents  who  engage  in 
sexual  intercourse  or  use  drugs.  Unfortunately, 
many  HTV  and  STD  prevention  efforts  do  not  have 
clear  goals.  Most  programs  are  {n:obably  seeking  to 
reduce  the  rates  of  HIV  and  STD  infection  among 
adolescent,  but  measuring  infection  rates  is  difHcult 
because  of  the  asymptomatic  nature  of  many  STDs, 
the  hesitancy  of  adolescents  to  seek  treatment,  and 
many  adolescents*  concerns  about  confidentiality 
(144),  and  the  cost  and  intrusiveness  of  population- 
based  testing.  Furthermore,  the  initial  base  rates  of 
HIV  infection  and  STDs  are  low,  so  determining  the 
effectiveness  of  a  preventive  program  is  difficult  if 


success  is  n^asured  in  terms  of  decreasing  infection 
rates* 

For  these  and  other  reascms,  most  evaluates  use 
outcomes  other  than  HIV  STD  infection  rates  to 
detOTnine  a  prevoitive  interventicHi's  access.  Sudi 
measures  typically  include  cognitive  outcomes  (be* 
liefs,  mtitudes,  bdiavioral  intentions)  or  self- 
reported  bdiavioral  outeon^  that  bear  directiy  on 
tiie  transmission  of  HTV  infection  and  STDs  (144). 

Some  AS>S  and  STD  prevoition  programs  seek 
to  increaw  adolescents'  factual  knowledge  and  to 
change  their  attitudes  related  to  HIV  and  STD 
prevention,  although  increases  in  individuals^  fac- 
tual knowledge  and  char  in  attitude  do  not 
necessarily  lead  to  changes  in  behavior  (95,109,155). 
Otter  prevention  pr<^rams  atten^t  to  influence 
behaviors  that  eliminate  or  reduce  an  individuals* 
risk  of  inf^on  ot  fn^otect  against  infection.  Many 
AIDS  and  STD  prevention  programs  do  not  measure 
the  outcomes  they  seek  to  maintain  or  modify, 
however,  so  no  information  about  the  impact  of  the 
preventive  intervention  is  developed. 

Another  probli^  in  evaluating  the  effectiveness 
of  HTV  and  STD  prevention  efforts  is  that  few 
prevention  {^grams  use  experimental  designs  (63, 
144,203).  Subjects  are  often  volunteers  in  conven- 
ient settings  without  regaid  to  an  a{^)ropiate  control 
group.  Also,  i^rents  may  exempt  their  adolescoit 
children  from  participating  in  tffV/AIDS  and  STD 
educational  activities  in  the  schools  (147).  Only 
rarely  are  subjects  assigned  randomly  to  an  interven- 
tion, and  many  preventive  interventions  use  *  *before 
and  afiter**  evaluation  designs^  with  virtually  no 
long-term  foUowup,  making  it  impossible  to  see  if 
program  effects  are  maintained.  The  length  of  time 
subjects  spend  in  an  intervention  and  the  period 
between  completion  of  an  intervention  and  posttest 
are  not  standardized. 

Education-Based  ABJS  and  STD 
Prevention  Efforts 

OTA  and  the  U.S.  General  Accounting  Office 
(GAO)  have  each  identified  elements  of  health 
education  models  that  theoretically  should  be  rele- 


'Central  to  any  type  of  evaluaiton  of  STD/AIDS  tnterv^tioii  is  the  accur^  of  sclf-ivport  data  m  sexual  and  drug  bebavioiK  and  attitttdes.  Tbese 
coDcerns  are  addressed  inch  12,  **Alcobol,  Ibhacco.  and  Drug  Atmsc:  JYeventioD  aod  Services,**  in  this  volume. 

^Process  evaluation  involves  the  evahiatioo  of  aq^ts  of  a  program 's  unpfementatioo  aiid  operation  (eg .« number  of  pamphlets  dtsfribuled);  outcome 
evaltuition  measnrcs  an  toterveotion's  results  (e.g.,  increased  koowiedge.  changed  Ixhavlor). 

Q   ^^^Eefore  and  after  comparisons  of  an  evaluation  may  be  infcnmative  wbai  no  change  occtu^  and  might  be  useful  tn  future  program  designs  (144) 
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vant  to  designiag  educaticm-based  AIDS  and  STD 
[Hievention  intoventioxis  that  are  effective  in  chang- 
ing risky  behaviors  (199^03).  TWten  together,  these 
elements  include  the  following: 

•  using  a  ci^ble  source  to  reach  an  intended 
audience  by  acknowledging  the  audience's 
beliefs  and  values; 

•  making  individuals  understand  that  they  may 
be  at  risJc  of  infection  so  that  they  will  be 
motivated  to  change  risky  behaviors; 

•  developing  skills  among  individuals  to  over- 
come physical  and  psychological  barriers  to 
behavioral  change; 

•  stressing  positive  aspects  of  an  intCTvention, 
but  still  acknowledging  the  negative  aspects,  so 
as  to  increase  individuals*  belief  in  the  credibil- 
ity of  the  source; 

9  gaining  the  approval  of  friends  and  the  commu- 
nity to  increase  individuals'  intentions  to 
change;  and 

•  using  role  nnxlels  (e.g.,  opinion  leaders  and 
peer  counselors)  to  change  ri^  behavior. 

Some  education-lmsed  AIDS  and  STD  prevention 
efforts  target  all  adolescents,  including  sudolescents 
who  experin^nt  with  risky  sexual  and  dmg-using 
hdiaviors,  by  seddng  to  increase  their  knowledge 
about  modes  of  HIV  and  STD  transmission  and  ways 
to  avoid  HIV  and  STD  infection.  Other  education- 
based  AIDS  and  STD  prevention  activities  seek  to 
build  adolescents'  decisionmaking  skills  and  strate- 
gies to  resist  real  and  perceived  peer  pressure.  Other 
education-based  prevention  efforts,  which  include 
traditional  sex  education,  and  drug  education  pro- 
grams, are  discussed  in  other  cheers  of  this 
Report.^^ 

Education-based  AIDS  and  STD  prevention  ef- 
forts that  focus  specifically  on  adolescents  are 
discussed  below.  Some  of  these  eduoUion-based 
prevention  efforts  involve  families,  some  take  place 
in  schools,  and  some  take  place  in  community 
settings. 


Posters  $4«:h  as  iNs  one  in  a  h)(^  school  offer  an 
of^xoftimity  to  remM  ad^eoents  of  the  dangers  of  Af  OS. 
It  Is  umlear  whetfmr  thte  kbid  (tf  ecfaicatlon  effort  Is  enough 
to  change  ^Mesoents'  b^ia«^,  however. 

Education-Based  Prevention  Efforts  That 
involve  Families 

Generally,  individuals  are  mcH^  likely  to  act  on 
infomiation  if  the  person  or  agency  providing  the 
information  is  credible  (203).  Many,  if  not  most, 
adolescents  have  been  found  to  perceive  physicians, 
pi^s,  and  parents  as  credible  sources  of  infomiation 
(45,95,155,274).  Adolescents  from  racial  or  ethnic 
minority  groups  who  view  the  extended  family  as  an 
important  social  support  system  (13,126,210)  may 
see  numbers  of  the  extended  family  as  credible 
deliverers  of  health  information,^^ 

Family  interventions  may  have  particular  promise 
in  helping  adolescent  delay  sexual  intercourse  and 
avoid  drug  use,  because  most  adolescents  live  at 
home.  Often,  however*  parents  do  not  discuss 
sexuality-related  topics,  including  homosexuality 
and  jH^ostitution,  with  their  adolescent  children 
(95,204,248);  and  many  adolescents  report  having  a 
difficult  time  discussing  such  topics  with  their 
parents  (45,174,204).  For  illustration,  although  ado* 
lescents  were  not  specifically  targeted  to  receive 
CDC's  brochure  Understanding  AE)S,"^^  CDC 
hoped  they  would  be  reached  by  promoting  discus- 


^^Scx  evocation  is  <iiscussed  in  ch.  10,  '^Pregnancy  nod  Parnuiog:  Prcvcoticm  aod  Services/'  and  drag  odncaticm  is  discussed  in  dt  12.  "Alcohol. 
Ibbacco.  and  Drug  Abuse:  Prrventkm  and  Services."  bath  in  this  volume. 

^^Bor  a  discussion  of  pajreatat  innuenc^s  on  adolescent  decisionmaking,  see  cb,  3»  * 'Parents  and  Families*  Influence  on  Adolescent  Heal^"  io  this 
vohmv .  For  a  discussion  of  issues  in  the  delivery  of  services  to  iBCial  and  ethnic  minonty  adolescents,  see  ch.  18.  ^'Issues  in  the  Delivery  of  Services 
to  Selected  Groups  0{  Adolescents/'  in  Vol.  ID. 

^^Tbe  brochure,  which  describes  die  modes  of  HIV  transmission  and  methods  of  prevention,  was  mailed  to  all  households  and  residential  post  office 
boxes  in  the  Umfcd  State  between  May  26  and  June  30. 1988  (223).  ^ 
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sions  of  AIDS  within  families  (223).  Provisional 
data  firom  the  1988  National  Health  Interview 
Survey  conducted  by  the  National  Center  for  Health 
Statistics  in  the  U.S.  I>epartment  of  Health  and 
Human  Services  (DHHS)  showed  that  while  35 
percent  of  the  parents  reputed  discussing  the 
tntxJiure  wiflj  their  10-  to  17-year-olds,  the  remain- 
der (over  60  parent)  did  not  discuss  it  (244^245). 
The  quality  of  the  discussions  among  those  who  did 
discuss  the  bix>chure  is  not  known.^ 

Currently,  few  of  the  adoles<^t  HIV  or  STD 
prevention  efforts  that  are  being  carefully  evaluated 
target  families.  The  Office  of  Minority  Health  within 
DHHS,  under  its  Minority  HIV  Education/ 
Prevention  Grant  Program,  is  funding  a  project  in 
Salt  Lake  City,  Utah,  that  provides  HTV  education 
and  prevention  in  the  homes  of  MeTiican  American 
adolescents  who  are  engaging  or  may  engage  in 
risky  behaviors  associated  with  HIV  transmission.^^ 
Social  service  workers  try  to  foster  family  communi- 
cation, strengthen  family  relationships,  and  build 
skills  to  support  less  rislqr  behaviors  (22), 

One  major  drawback  of  family  interventions  is 
that  family  interventions  are  unable  to  reach  run- 
away,  throwaway ,  homeless,  and  incarcerated  adoles- 
cents who  may  engage  in  behaviors  that  place  them 
at  increased  risk  of  infwtion.^  Prevention  efforts 
other  than  those  that  are  family-based  are  necessary 
to  reach  these  populations. 

Educatton-Based  Prevention  Efforts  in  Schools 

The  vast  majority  of  American  adolescents,  par- 
ticularly younger  adolescents,  attend  school  (206), 
For  that  reason*  some  observers  have  suggest^  that 
culturally  sensitive  and  age-^)propriate  prevention 
progruns  in  schools  may  be  one  of  the  most  practical 
ways  to  influence  the  spread  of  HIV  infection  and 
STDs  (63,82^09,280).  In  fact,  most  smdents  report 
wanting  to  leam  about  AIDS  and,  presumai^ly, 
STDs,  at  school  (92),  Studies  of  education-based 


AIDS  and  STD  prevention  efforts  in  schools  are 
sununariz^  in  table  9-9. 

Even  though  m>sl  States  encourage  STD  or  AI!>S 
education  in  schools,  many  students,  particularly 
younger  adolescents,  are  a{^arently  not  receiving 
any  STD  or  AIDS  education  (3  J),  Among  the  public 
secondary  schools  that  rep<^ted  providing  sex  edu- 
cation, 95  p^mit  reported  offering  at  least  one  class 
on  STDs  (3).  Nevertheless,  68  percent  of  die 
students  survey^  in  the  National  Adolescent  Stu- 
dent Health  Survey  in  1987  reported  either  not 
knowing  whetho*  they  had  had  STD  instruction 
never  receiving  such  instruction  (7).^  Additionally, 
65  percent  of  the  students  survey^  reported  either 
not  having  or  not  knowing  if  they  had  had  AIDS 
education,  with  relatively  no  difference  between 
older  and  younger  students  (7).  This  infcmnation  is 
confirmed  by  the  Naticmal  Association  of  Slate 
Boards  of  Education,  which  reported  in  1989  that 
only  28  States  and  the  District  of  Columbia  r^ired 
MV/AIDS  educaUon  (147).^ 

The  Federal  Government  supports  AIDS  and  STD 
education  pimarily  through  monetary  support  and 
technical  assi^ance  to  States*  The  scope  and  content 
of  the  AIDS  and  STD  educational  messages  devel- 
oped with  Federal  assistance  are  det^mined  at  eith^ 
the  State  or  local  level.  CDC  had  ccK)perative 
agrements  with  State  and  local  education  agencies 
totaling  over  $19  million  in  program  years  1989- 
1990,  to  support  develojnnen^y  a{q)ropriate  HIV/ 
AIDS  education  in  the  schools  (118,227).  In  addi- 
ti(m,  CDC  has  been  working  with  State  education 
departments  to  develop  a  method  for  monitoring 
changes  in  studrats'  knowledge,  attitudes,  and 
behaviors  (1 18,147,226).  According  to  CDC,  AIDS 
and  STD  education  may  be  most  effective  within  a 
comprehensive  school  health  education  program 
(23238).  Only  19  States,  however,  require  that 
HIV/AIDS  education  be  taught  within  either  a 


**CDC'$  National  AIDS  Infonnation  and  Education  Program*!  analysis  of  cxoss-talRildti<ms  of  knowledge  qt^^stkms  with  those  adults  wbo  said  tbicy 
had  childioi  between  10  and  1 7  years  of  age  (1  S3)  may  i^ovide  sme  bfcmnatkm  ahout  whether  pafcnts  gave  their  ehildrm  acoumte  infmnatloa. 

^For  a  discussion  of  issues  peitainti^  to  the  deUv^  of  services  to  adokscoite  ftxtm  His^mic  and  otter  racial  or  ethnk  minority  gFoaps,  see  ch.  18» 
'*Issnes  in  the  Dclivey  of  Services  to  Selected  Oroops  of  AMcsccats,**  in  voL  m. 

^F6r  a  discnssion  of  the  prottons  of  nmaway,  throwaway*  and  hmnetess  odt^esoents;  see  cit  14,  ^'Homekssness:  Preventioii  and  Services."  in  this 
votome.  Incarcerated  adolescents  are  discussed  in  dL  13«  ''DelinqneiKy:  Preventian  and  Service^**  in  this  vohmie. 

<^0nly  18  peroem  of  the  Sth  graders  rq)oned  receiving  instittctionm  10th  graders  (7). 

^^The  28  Stsm  are  Alabama.  Coimecticiit«  Delaware.  Flcmda^  Gootgia,  Blioois.  Indiana,  Iowa.  Kansas.  Kentucky.  Maryland.  Michigan.  MinzMma, 
Nevada,  New  Mexico.  New  Ymt.  Noitfa  Carolina^  Oklahoma,  Or^on.  Pennsylvania.  Rhode  Island*  Soudi  Dakc»a,  tfennessee*  Utah,  Vennooi«  Viiginia. 
Washiaglcm.  and  West  Viiginia  (147). 

^^The  State  of  Washington  requires  that  HTV/AIDS  education  be  added  to  the  STD  rpqniremem  (147). 


Table  9*9— Studtra  Evaluating  Education-Based  AIDS  and  STD  Prevention  Efforts  in  Schools 


study* 


Goa^s) 


Interver^wts)  and 
outcorro  iT»a9ure(s) 


RosMfi^  design 


Study  p^latlm^ 
sampie  8ire«  and  year 
data  ocMiectad 


Srown,  Fritz, 
and  Barane, 
1989 


DiClemente. 
Ptes.Storffef.e! 
31.,  1989 


Smith,  1990 


Impfove  knowfsdga* 
attltudas  toward  futura 
behaviors  and  to^noe 
for  peopto  nvith  AIDS,  and 
coping  strategies 


Improve  AIDS 
knowledge,  decrease 
misconceptions,  and 
increase  tolerance 
toward  Indivfduats  wfth 
AIDS 


Compare  ihe  effects  of 
three  primary  preventton 
education  programs  w^th 
differing  philosophies: 
abstirrenoe.  condom  use. 
delaying  sex,  and 
considering  alternatives 


Two  45-mlnute  dasses  on 
AiDStmi^t^hrarth 
tewher  s.  M)out  haff  of 
ead)  s^on  was  a  film 
presentation  and  the 
mnKE^ntng  time  was  an 
open  class  discussion. 

Outcome  me^m: 
Performance  on 
knowrfedgOi  attltufte,  and 
coping  mirvey 

Three  class  penod  AIDS 
prevention  curricula 
presented  on 
consecutive  days 

Outa>me  meaBure: 
Performance  on 
knowMge  questionnaire 


intervention: 
One-hour  multimedia 
presentmion 

Outconw  measure: 
Performance  on 
attitudes,  intentions,  and 
behavior  questfonnafre. 


pretasiFposnesi  oastgn,  no 
comparison  group 


Pretest/postlest  control 
grcH>p  design 


Pretest/^posttest  design 
with  control  group 


&if(Sy  popuMm: 
Prsdomlnarttiy  n^te. 
Siburt»n.  mfddle  tiass 
RhocteS^andTth  and  10th 
graders 

7th  grade:  174 
10th  ^ade:l;^ 

Year  coMacfad: 
NA 


Study  p<^t^on: 
Middte  and  high  school 
students  In  the  San 
Frandsoo  tinified  School 
Distrtct 

Samf^size: 
High  BCtKK)^:  254 
Middle  schoof:385 

Year  (kite  cottected: 
ism  or  1987 

Study  population: 
Stiidents  ^es  1  a  to  21 
from  two  Southeastern 
State  unhrarsities 

San^size: 
388  students  compfeted 
both  a  pretest 
questionnaire  and 
po$ttest  questionnaire  a 
weeHs  later. 

Year  data  coflected: 
1988 


Knowledge  test  scores  Increased  slgr^ficantty 
ta*  both  grades.  Stud^tts  In  bmh  grs^es 
r^)ortad  a  ipiaatsf  Iflcsilhood  to  en^ge  In  safer 
bel^viors.  Ttti  grad^  ^nged  their  attitudes 
for  rfsk  b^mvlors  and  tt^aranoe  for  people  with 
AIC^,  Only  the  former  charged  el^tiflcantfy  for 
10th  waders'  7th  grade  mates  and  lOtti  greKte 
fematesr^XHted  being  more  tcHerant  7th 
^ad^s  rsportedendon^  wishful  thlr^ng  and 
sef^cd^lsm  oopHig  ^n^egies  less  f  naquentfy, 
and  10th  graders  rapffted  endorsing  sodaf 
wf  thdmwnl  iessf  ra^iently  and  pff^>lenvsoMng- 
o^slng  strategies  more  frequency. 

intervenOcm  group  showsd  statistically 
sigNftent  know^dj^  gi^rs  and  fewer 
mfsoonoeptkms.  Mdcfle  school  students 
demonstrated  more  knowfec^  ga)n  (mean  of 
4.8)  than  hl|^  Softool  stu«totts  (mean  of  33), 
and  both  groups  had  mors  Knowledge  than  the 
nof^nterventlcm  grouf).  Ki^nts  In  the 
intttvenlton  group  showed  less  fear  ab<HJt 
having  a  ^udertt  wfth  AIDS  In  the  ctosnx>nx 


No  sigrdflcant  effects    programs  on  any 
cognitive  (e.g.«  sexual  motivation,  intended 
oondom  use)  orbehwtoraf  Items  (e.g.,  cmdom 
use,  r^mt>er  of  sex  partners).  The  abstinence 
program  did  not  trad  to  an  ino^raseln 
abstlr^nce*  nor  <M  ^Idt  oondom  use 
information  ^  to  condw  use.  However, 
\t\ose  In  the  decisionmaking  gro^p  which 
St  msod  oondom  use  were  slgr^ficantfy  more 
Hkely  to  usb  condoms  after  the  program  than 
wars  those  In  the  group  which  stressed  aR 
alternatives  tnc&idlng  detaying  sex. 


Continued  on  next  page 
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study* 


fm6fwnUon(s}  and 
outcome  mDa8ure(8) 


Study  pcHMiation. 
sanif>te  ^ze,  and  year 
data  ejected 


Rasuits 


Ck^pton,  arid 
Mason.  1^ 


incmasaASDS 
Knowtedge  and  improva 
attitudes  toward  peopto 
with  AIDS  and  Incra^ 
prBctloa  of  praventh^^ 
behaviors 


Miller  and 
Downer.  1987 


lmpfoi<©  AIDS  Knowledge 
3nd  attitudes 


Sfoka  1986 


fmpmve  knowledge  and 
modify  attitudes  and 
behaviorat  intentions 


2'.:  I 


fryfenwSifcw; 
45'mimiteAtDS 
edi^ational  program  ushig 
aJttwatecturaarfitm 

Outcome  fwasuw: 
Perfdrmanoe  on 
knowMge  and  attitude 
questJonnaJre 


/nfe/venfton; 
50-mlnute  muttimedia 
AIDS  program 

Performarwe  on 
knowledge  and  attitude 
survey 


5  days  of  STD  educatk>n 

Performance  on 
knowiedge.  attitudes,  and 
behavioral  Interrtions 
survey 


PrBtesl^90s!test/1  month 
foflowup  design. 
Volunteer  subiects  wem 
ramkm^iy  dssi^red  to  1  of 
3  oondltNw:  lectufe,  film, 
or  no  program^. 


Pretest/posttest  design,  no 
comparison  group 


Pretest  n  week  before)/ 
posttestO  wB^Mer) 
design.  invoMng  a 
control  group.  Teachers 
were  also  asked  to 
evaluate  what  they 
perceive  to  be  significant 
^na  in  students* 
knowtedge,  attitudes,  and 
behavioral  Intenttons. 


Study  pc^iuia^: 
10th  giade  student  a^ 
14to17mtefNj[ng2 
sutHirtan  Oklahoma  City 
area  public  %hools 

446  Students  completed 
pretest,  pc^est  and 
followup 

Year  data  coUec$ed: 
HA 


Study  population: 
Seattte  high  school 
students 

SsTT^ple  size; 
114  studerrts  completed 
pretest  1  month  prior  to 
and  1  week  after 
educational  program  53 
students  completed  a 
potest  8  weaks  later 

Yams  data  coHectad: 
1988-87 

Study  p<^Mon: 

9th  gr^  students  in  an 

urban  Inner-dty  area 

Interventkxn  group:  67 
(completed  pretest  and 
posttesis 
Contri^  group:  87 
(completed  pretest  and 
posttests) 

data  collected: 

1986 


intervemiiKi  groups'  Knowtedge  scores 
incn^ed  ^Jnifte^nlly  ttom  protest  tc  posttest 
CKKldecraaseds^nifteantlyattomonthfottowup 
am^x^  scores  ware  stiS  hi(^tf)8n  at  protest 
Students  toarfng  the  lecture  had  sigrtfficantly 
h^her  KnowMge  scfrn^  ^an  either  film  of  no 
progrem  gimps  at  iKHh  posttest  and  fdSowup. 
^udents  w^dhing  ttre  film  had  sigi^temiy 
hi^m  scores  iNintl^r^  program  group.  In 
addition,  fnt^ventim  grM4>8  had  sfptif  icantfy 
more  positive  attitudes  toiM^  people  with  A  OS 
and  pres^ntlve  behavi^  than  the  no  program 
gnKip.  However,  th^  attitudes  decreased 
^gnifteantfy  1  nm^h  ^er.  StiKSems'  attitude 
toward  prsventtve  behavkirs  were  nc^ 
sigi^ficantiy  different  than  at  protest.  Females 
had  significantly  hlgh^  levete  of  knowiedge  and 
more  po$iti%^  attitudes  toward  people  with  ADS 
m  all  m^suroment  times  and  more  positive 
attitudss  towar^^  provemive  b^iavtors  than  males 
at  posttest  and  foUowup. 

Remark: 

Students'  ir^tially  high  positive  attitudes  toward 
prove  rrtlve  behaviors  may  have  created  a 
ceiling  ^fecL 

Students'  knowMge  test  scenes  increased 
from  78%  to  90%.  The  percentage  who  thought 
th^  n>lght  get  AIDS  did  not  decrease 
^grtficantly.  The  8-week  posttest  showed 
retention  of  knowledge. 


Knowledge,  attitudes^  and  beha>rtoral  inten- 
tions Improved  In  the  Ir^ervention  group 
oomparod  with  the  control  group  (although 
signincanoe  was     determined).  In  general  a 
targeproportion  of  teachers  feftthat  substantial 
gains  had  been  n^ade  in  stud^'  knowtedge 
(98%).  attitudes  (81%).  and  behavioraf 
intenttons  (77%). 

Remait«: 

Teachers  surveyed  were  k>cated  In  only  3 
States.  Results  may  not  be  generatizable  to 
other  populations. 


Table  9-9— Studies  Evaluating  Educatlon-Based  AIDS  and  STD  Prevention  Efforts  In  Schools-Continued 


Study* 


Goai{s) 


Intervantk^s)  and 


Research  design 


Study  popuiatton, 
sam;^  slxe,  and  year 
dalaooflectad 


Insults 


Stout  and 
Rfvara  ^989** 


This  study  reviewed  five 
eartfer  studies  of  junior 
and  senior  hlgn  school- 
based  sex  education 
programs. 


Yarber.  1986 


Improve  students* 
Knowledge  and  attitudes 
retated  to  preventive 
behaviors  related  to  SI  Ds 


sex  education  programs 

CMcome /masure: 
Sexual  activity* 
contraceptive  behavior, 
and  pregnancy 


tntervention: 
Five  class  penods  (250 
minutes)  of  a  CDC- 
sponsored  STD 
currtOJlum,  STD:AGuk^ 
for  Tod&y's  Young  A(^ft$ 

Outcome  rmasare: 
Performance  on 
Knowledge  and  attitude 
survey. 


Varfety  of  research 
deigns.  Three  ¥m&aosB' 
sectional  using  national 
sur^       Ote  was  a 
fcmgttiKiinat  survey.  The 
final  ^udy  was  a  case- 
control  of  exemplary  sex 
education  pnograms. 


Ouasi-experirrontal 
design  involving 
experimental  {CDC 
currtculum)  and  2  control 
groiips  {schools' 
standard  STD 
educational  program  of  2 
to  6  dass  sessions  and 
no  STD  fnstmctton). 
Pretest  and  posttests 
immediately  following 
instnictlon  and  6  weeks 
later.  Students  were  not 
randomly  assigned. 


S&icy  poyNilB£(o^:  Age  of 
parttelpants  varied:  15- to 
la-)^-!^  sampled  In 
the  1981  NatMmalSun^ 
oTC^tdnsnilS^toia^r- 
oldfen^Ies;  f^tioroiV 
representative  sample  of 
14^  to2^yaar-olds  In  1979; 
nationally  nepresematlve 
samf^  of  1 5-  to  1 9-yMr- 
iMs  Hvtng  In  hou^olds; 
and  elementary  through 
high  school  students 

Sarrple  size: 
VariedfromSOO  to  12.069 

Yems  d0tst  cotiected: 
Varted  from  mid-1970s  to 
mld-t980s 

Sft/oypopuiat^; 
Junior  high  and  high 
school  stt^ents  rar^ing 
in  age  from  12  to  19  In  6 
school  distrtcts  {3 
8uburban,2urt}an,1  mnat) 
In  Eastern  and  Central 
States 

San^siie: 

CDC  STD  currtOJlum:  566 

School  STD  currtculum: 

161 

No  STD  education:  387 

Year  data  collected: 
1985 


Threesti^ilasfteir^noaffect^  sexual  activity. 
One       showed  iow^  prevalenoo  rates  for 
those  who  had  ta)^  a  dass  white  the  other 
fsHjnd  a  weak  posmva  retettemship.  There 
appeared  to  be  Kttfe  ^fect  on  use  of  effecthre 
methods<^Mrthcontr^l.     measurable  impact 
was  found  on  pregnat^cy  ^tes  except  In  one 
St  udy  where  a  lower  rat  e  among  1 5- to  1 7-yea  r- 
females  observed. 

Remark: 

Stifles  did  not  have  control  grouf^.  and  all 
wefB  retrospective.  Thequallty  of  theprograms 
ooukf  not  be  determined. 


CDC  curriculum  improved  students'  STD 
Knowledge.  However,  ir^^^  in  Knowledge 
decreased  at  6-week  fotK)wup.  Intentions  to 
engage  in  h^hy  betmvlors  Increased,  but  not 
as  much  as  bell^  and  feelings  about  such 
behaviors.  Six  we^  later,  scores  were  not 
significantly  different  than  at  pretest 


KEY:  NA  -  not  availabte. 

3FuH  citations  are  listad  at  tb©  end  of  this  chapt«f . 

study  r«V)W^  the  todowtng  fiv«  school  sox  education  studies:  Dawson,  1986:  Furstenb^g.  1985.  Kirby.  1984,  Marsigllo  and  Mott  1986;  and  ZelrvcK  and  Kim,  1982.  FuB  otattona 
for  th«80  studies  are  Hst«d  at  the  end  of  this  chapter. 
SOURCE:  Office  of  Technology  Assessment.  1991 . 
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comprebenswe  health  or  Camily  life  education  cur- 
riculum (147).*' 

Given  the  fact  that  risky  sexual  and  drug-using 
behaviors  are  directly  relmed  to  the  transmission  of 
HIV  and  STDs,  the  ultimate  goal  of  education-based 
AIDS  and  STD  prevention  effoits  is  to  increase  the 
use  of  preventive  behaviors  (35,99).  As  the  pro- 
grams listed  in  table  9-9  illustrate,  education-based 
AIDS  and  STD  prevention  {»t>grams  in  schools 
often  attempt  to  influence  students*  behavim  by 
increasing  knowledge  about  AIDS  and,  to  a  lesser 
extent,  knpwledge  about  STDs  (including  methods 
of  transsnitting  and  preventing  infection);  by  chang- 
ing students*  attitudes:  and  by  nuxlifying  their 
behavioral  intentions  with  respect  to  preventive 
behaviors  (3,27,63,99,112.135,147,187,280).  There 
is  little  evidence  to  suggest  that  increased  knowl- 
edge alone  will  result  in  behavioral  change  ( 14,203). 
Behavioral  intentions  are  believed  to  be  more 
closely  related  to  behavioral  change  (2).  Veiy  few 
studies  have  evaluated  how  educational  interven- 
tions affect  ri^y  behavior  related  to  the  transmis- 
sion of  STDs  and  HIV  infection  (203,280),  Thus, 
very  little  is  known  about  the  effectiveness  of 
education-based  STD  and  AIDS  prevention  efforts 
in  schools.  Only  11  States  iqclude  an  evaluation 
component  in  their  HTV/AIDS  education  programs, 
and  most  of  those  are  insufficient  to  measure  the 
educational  program*s  effectiveness  (147). 

Some  available  evidence  suggests  that  brief 
educational  instruction  can  significantly  increase 
adolescents'  knowledge  about  HIV  and  STD  infec- 
tion. A  study  evaluating  the  impact  of  a  3-hour  AIDS 
prevention  curriculum  taught  in  San  Francisco 
middle  and  high  school  classes  (63),  for  example, 
found  that  students  receiving  the  curriculum  (includ- 
ing knowledge  that  condoms  could  reduce  the  risk  of 
HIV  transmission  during  sexual  intercourse)  showed 
significantly  more  knowledge  than  students  who 
received  no  instruction.  Because  students*  knowl- 
edge was  not  assessed  after  a  longer  period  of  time, 
however*  it  is  possible  that  the  increases  in  knowl- 
edge may  not  have  remained  strong.  One  study 
demonstrated  that  students*  knowledge  about  STDs 


increased  significantly  immediately  following  a 
CDC-s^nsorc^  STD  curriculum  and  then  decreased 
6  weeks  later  (280)« 

The  method  by  which  AIDS  and  STD  information 
is  presented  may  be  important  in  students'  ability  to 
retain  knowledge  they  have  gain«i,  although  the 
evidence  is  unclear.  T^^tionally,  STD  education 
classes  have  consisted  of  didactic  biomedically 
oriented  lectures  (35),  although  videotapes  and  fdms 
are  booming  more  p<^ular.  By  using  a  S(Vtninute 
vidrotape.  Miller  and  Downer  demonstrated  that 
Seattle  students  retained  their  increase  in  knowledge 
8  weeks  later  (I35).^  In  contrast,  one  study  involv- 
ing 10th  grade  Oklahoma  City  students  found  that  a 
lecture  increased  students'  knowledge  more  than 
watching  a  film  (99).  Both  the  film  and  lecture  were 
more  effective  than  having  no  program.  A  month 
later,  knowledge  gains  remained  sigiitftcantly  greater 
than  at  pretest  (99). 

Data  from  education  programs  for  the  prevention 
of  adolescent  pregnancy^^  and  programs  for  the 
prevention  of  smoking  suggest  that  effective  AIDS 
and  STD  prevention  efforts  must  go  beyond  the 
transferring  of  knowledge  to  helping  adolescents 
deal  with  real  and  perceived  peer  pressures  in 
negotiating  safer  sex  and  drug  use  behaviors  with 
unwilling  or  ambivalent  partners  by  building  deci- 
sionmaking  and  communication  skills  (23,1 1 1 ,126, 
178,199»203).  So  far,  most  education-based  AIDS 
and  STD  prevention  programs  have  not  gone  beyond 
disseminating  knowledge  and  have  not  attempted  to 
provide  adolescents  an  opportunity  to  build  skills  for 
the  prevention  of  HIV  infection  and  STDs  (27,63,99, 
135,187^80).  Changing  behaviors  without  provid- 
ing opportunities  to  build  skills  appears  to  be  most 
difficult  (280). 

Two  currently  popular  educational  programs  being 
used  to  teach  students  about  the  behavioral  aspects 
of  STDs,  including  AIDS,  provide  information 
about  STD  prevention  and  treatment  and  encourage 
educators  to  teach  skills,  such  as  resisting  peer 
pressure,  reducing  risky  behaviors,  and  negotiating 
safer  sex  (188,189,280).  Neither  program  measures 
changes  in  smdents*  actual  behaviors,  however,  so  it 


*Ttic  Stole  of  WashingtOD  requires  ibaf  HIV/AIDS  ©duration  be  added  to  the  STD  requifcnicnt  <  !47), 

^''nhc  videotape  was  cBtiM  'Sex,  Dnigs,  and  AIDS**  (135)  A  recent  study  of  5H4  Caltfonita  college  students  derooasiratcd  that  videotapes  differ 
in  their  ability  to  tmpiove  knowfcdge  Smdents  wte  viewed  the  '\Scx,  Drugs,  and  AIDS"  videotape  ami  those  who  viewed  "AIDS:  What  Bveiyone 
Needs  to  Know**  evidenced  signiTicanlly  greater  knowledge  gains  than  did  students  who  viewed  "AIDS.  Acquired  Immune  Deftciencv  Syi»ifX>ix^' '  and 
"Beyond  F^:  The  Vims  *  (170)  ^ 

^  ^ipof  a  discussion  of  the  prevention  of  adolescent  pregnancy,  see  ch  10,  *Tregnancy  and  ParcnUng:  PrcvcDtion  and  Services/*  in  this  volume. 
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is  not  clear  that  students  are  using  these  skills 
(189;280). 

In  a  1984  evaluation  of  14  promising  educa- 
tion programs,  many  of  which  provided  STD  infor- 
mation, Kirby  concluded  that  most  of  the  programs 
had  little  impact  on  the  numb^  of  times  adolescents 
reported  intercourse  or  on  adolescents*  use  of  birth 
control  (1 11).^^  Stout  and  Rivara,  on  the  tesis  of  a 
review  of  five  studies  that  evaluated  the  effect  of 
junior  and  senior  high  school-based  sex  education 
l^ograms,  confirmed  Kirby 's  fmdings  that  sex 
^ucation  programs  appear  to  have  no  effect  on  the 
levels  of  adolescents*  sexual  activity  (191). 

With  Federal  demonstration  grant  money  pro- 
vided by  the  DHHS  Office  of  Population  Affairs 
under  the  Public  Health  Service  Act  Title  XX 
Adolescent  Family  Life  (AFL)  Piogram,  the  Aitan- 
sas  Family  Life  Education  Project  has  developed  a 
24-day  abstinence  ctmiculum  for  junior  high  and 
high  school  students;  this  curriculimi  is  aimed  at 
developing  students'  skills  in  decisionmaking,  peer 
pressure  reversal,  and  communic^on  (281).  In 
various  components  of  the  high  school  curriculiun, 
for  example,  students  discuss  the  advantages  and 
disadvantages  of  avoiding  getting  an  STD  and  why 
STDs  receive  no  media  attention.  Classroom  volun- 
teers receive  scripts  of  different  life  situations  and 
must  try  to  persuade  a  peer  ' 'decisionmaker'"  to 
ac<^pt  their  perspective  on  life  options.  Preliminary 
data  indicate  that  junior  high  students  who  partici- 
pated in  the  program  report  decreased  intentions  of 
engaging  in  premarital  intercourse  (281).  Data  for 
the  high  school  program  curriculum  was  field  tested 
during  1989-1990  in  eight  schools. 

Educatioii-based  AIDS  and  STD  prevention  ac- 
tivities in  schools  can  be  expected  to  reach  most 
adolescents,  but  a  major  limitation  of  efforts  that 
occur  in  schools  is  that  they  overlook  school 
dropouts.  In  * 'Guidelines  for  Effective  School 
Health  Education  To  Prevent  the  Spread  of  AIDS/' 
CDC  noted  that  the  needs  of  hard-to-reach  adoles- 
cents* such  as  out-ofschool  adolescents,  non-English- 
speaking  adolescents,  physically  impaired  adoles- 
cents* and  learning  disabled  adolescents,  should  be 
addressed  (1 1832).  A  1989  survey  by  the  National 


Association  of  State  Boaids  of  EdiK:ation  found, 
however,  that  €Hily  Minnesota  had  »ldress^  the 
need  to  target  hard-to-reach  adolescrats  in  its  State 
policy  regarding  HTV/AIDS  education  (147). 

Another  impcmant  limitation  of  AIDS  and  STD 
prevention  programs  in  schools  is  that  they  may  fail 
to  target  homosexual  and  bisexual  adoleso^its — a 
group  that  is  at  particular  risk  of  HIV  infection.  One 
promising  im>gnim  for  homosexual  and  bisexual 
adolescents  is  the  University  of  Minnesota  Youth 
and  AIDS  project  (169).  litis  program  tises  school 
personnel  scK:ial  groups,  and  peer  referrals  to  reach 
homosexual  and  bisexual  males  ages  14  to  21  so  that 
they  can  receive  individualized  counseling  on  risk 
reduction,  peer  education^  or  referrals  for  psycho- 
social and  medical  services*  and  regular  followup 
visits. 

According  to  a  1990  evaluation  of  public  school 
HIV  education  programs,  the  U.S.  General  Account- 
ing Office  (GAO)  concluded  that  *  •CDC-led  nation- 
wide education  efforts  are  not  yet  commensurate 
with  the  [HTV]  epidemic *s  potential  for  disaster'* 
(262a).  GAO  noted  that,  while  two-thirds  of  the 
Nation's  public  school  districts  reported  providing 
some  formalized  HTV  education  for  students  in  the 
1988-89  school  year,  such  education  was  not  offered 
at  every  grade  level  **especially  the  upper  grades, 
where  the  probability  of  sexual  activity  is  highest'' 
(262a).  One  of  five  HIV  teachers  surveyed  by 
GAO^^  received  no  training;  the  training  that  teach- 
ers did  receive  was  judged  by  GAO  to  be  * 'often 
insufficient,''  that  is,  too  brief  and  with  limited 
coverage  of  important  topics  (262a).  GAO  found 
that  CDC  provided  no  guidance  to  districts  on  the 
appropriate  length  of  teacher^raining  in  HIV  topics^ 
and  that  CDC-funded  educatioirdeparttnents  did  not 
collect  from  students  essential  planning  and  moni- 
toring information  needed  to  set  pn-ogram  priorities 
and  evaluate  success  (262a).  Consistent  with  find- 
ings throughout  this  Report  and  elsewhere  (e*g.^ 
147a),  the  scarcity  of  monitoring  information  was 
held  to  be  due  to  lack  of  staff  and  difficulty  m 
obtaining  commuitity  support  to  collect  sensitive 
sexual  and  drug  use  data'*  (262a). 


•^^An  impcmani  titnitaboo  of  Kirby  *s  sfudy  was  thai  adolesc^is  were  not  randomly  assigned  to  %cx  education  programs  and  coniroi  groups  ( I M).  In 
additioa  results  from  (he  programs  Ktrhy  evaluated  cannot  he  generalized  to  all  sex  educattoo  pfx>gram$. 

^'^Tbc  response  rate  for  G AO's  survey  of  9,800  HIV  teaclKTs  was  45  percent,  with  the  highest  response  rate  conmig  torn  tmscs  (262a}.  It  is  unclear 
whether  Don-Rurse  respondents  received  more  tratnt^g  than  nurse  re&x>omlents;  one  would  expect  that  mmrespondents  would  have  received  less  trahiit^ 
and  been  less  involved  in  HI  V  educatioo  than  respondents. 


EilDtaitlon*Bas8d  Prevention  Efforts  In 
Commnnity  Ssttings 

Education-based  AIDS  and  STD  prevention  ef- 
forts in  community  Mattings  are  iiKne  likely  than 
efforts  in  families  or  schools  to  reach  adol^cents 
who  are  out  of  scJiool  or  cm  tiie  streete;  furthermore, 
efforts  in  conmiunity  settings  can  aiiqx>rt  and 
reinforce  i^venticm  messages  introduced  witiiin  the 
schools  (203). 

A  large  number  of  education-bas^  AIEXS  and 
STD  paeventicm  efforts  involving  health  care  pmc^- 
ticmers^  peers,  churches,  national  and  local  orpniza* 
tions,  and  the  media  have  b^n  umbntakra  by  many 
local  communities  throughiwt  the  country.  Specific 
activities  include  teen  street  tl^ater,  **rap**  and 
poster  contests,  distribution  of  print  mat^ial,  STD 
and  AIDS  hotlix^s,  individual  and  group  coun^Ung, 
and  media  can^gns*  The  Udn  Amoican  Youth 
Center  in  Washington,  DC,  distributed  bumperstick- 
ers,  had  a  poster  contest,  and  enlisted  acfolescents  to 
talk  to  oth^  adolescents  on  radio  programs  (130). 
Several  conmiunity-based  AIDS  education  projects 
that  target  students  and  street  youth  have  received 
Fed^Bl  funds  &om  the  National  Institute  on  Drug 
Abuse  and  CDC  (240). 

Very  few  of  the  large  number  of  education-based 
AIDS  and  STD  prevention  activities  in  communities 
have  been  systematically  evaluated  to  identify 
effective  ^>proaches  and  n^thods  fOT  preventing 
HIV  infection  and  STDs  among  adolescents*  Iben 
street  theator  (e.g.,  the  Tken  Ttmo  AIDS  Prevention 
Inject  of  the  East  Los  Angeles  Rape  Crisis  Center, 
El  Itatro  Juvenile  De  La  Comunidad  in  McAUen, 
Tfexas),^  **rap**  contests,  and  comic  books,  for 
example,  are  often  viewed  as  useful  approaches  for 
targeting  racial  and  ethnic  minority  adolescents  and 
runawayandhomelessyoutfa(2234,126,128,130,173). 
Although  these  approaches  may  be  especially  effec- 
tive because  they  involve  adolescents  as  deliverers 
of  the  prevention  message,  no  systematic  evalua- 
tions have  been  completed.  Measures  of  the  success 
of  these  programs  are  limited  to  process  measures 
(e.g.,  the  number  of  adolescents  who  participate). 

It  is  possible  to  use  community  settings  to  deliver 
intensive  educational  interventions.  For  example, 
Rotheram-Borus  and  her  colleagues  engaged  63 


Appro£K:t)ds  to  AIDS  ed^tton  64ioh  as  foen  thaat^  n»y 
be  paiflodarfy  effective  bacwse  Uiey  ^fvc^  adMm 
as  delKwer s  of  ttw  prevemton  mossago.  However,  tfwe 
have  been  no  systeirallcevakatiore  their  effect^^ 

runaways  and  gay  male  adolescents  in  4  New  York 
City  community  agracies  in  a  10-session  educa- 
tional program  that  was  based  on  cognitive- 
behavioral  theoiy  (e.g.,  the  sessions  were  jwticipa- 
tory  and  focused  on  specific  behaviors)  (175a).  The 
intervention  was  more  successful  in  increasing 
self-reported  condom  use  dining  anal,  oral,  and 
Vicinal  intereourse  than  was  the  '^state-of-the-art*' 
2-session  intervention  used  as  a  con^iarison  (17Sa). 
The  intervention  was  only  effective  in  the  short  tenn 
(i.e.,  3  months)  in  reducing  levels  of  sexual  activity 
(175a).  A  brief  one-tin^  AIDS-speciftc  education 
session  witii  females  in  ^lescrat  medical  clinics 
was  effective  in  increasing  knowledge,  but  genoally 
not  effective  in  changing  attitudes  or  increasing 
condom  acquisiticm,  except  among  those  finales 
who  had  already  been  using  condcmis  and  who  were 
exposed  to  a  videot^  on  condom  use  as  well  as  a 
lectins  by  a  health  professional  (171a).  In  this  study 
condom  acquisition  was  both  encotiraged  and  n^as- 
ured  by  providing  participants  with  a  coupon  to 
exchange  for  a  firee  condom  at  a  local  pharmacy;  it 
did  not  measure  actual  condcmi  use,  but  acquisition 
of  a  condom  is  a  necessary  precursor  to  use  (171a). 


teen  street  theater  prodttctioQS.  adotesceot  actofs  typically  present  9  pUy  thm  illnstnues  a  dlfiTicuit  social  sltuatkm  that  is  overcmne  tty  itsiAg 
uKifopriate  peer  fdfitsal  and  commitaicaticm  ddlls.  UsiiaUy.  (be  play  is  followed  by  a  questioik-aDd-aiiswer  period  between  the  andienoe  and  the  adms. 
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Because  many  adolescents  learn  about  public 
l^th  probleim  such  as  drugs  and  AIDS  through  the 
n^dia  (13S463)  and  because  the  media  aiq>ear  to 
have  playad  an  integral  part  in  changing  prople^s 
behavic»rs  in  antismc^lung  efforts,  the  reduction  of 
cardiovasciilar  disease,  and  the  rontrol  of  syjAilis 
(203),  many  orgamzations  have  suggested  that  an 
expanded  of  the  n^a  might  be  an  effective 
approach  in  preventing  HIV  infection  and  SlDs 
among  adolescents  (142, 162,203). 

Since  1987,  CDC's  National  AIDS  Infomiation 
and  Education  Program  has  been  conducting  a  majw 
multin^dia  AIDS  prevention  effort,  America  Re- 
sponds to  AIDS''  (219).  This  multimedia  effort 
targets  the  gex^al  pojmlation  and  various  sub- 
groups, including  women  at  risk  of  AIDS  and 
sexually  active  adults  with  multiple  partners  (219). 
One  phase  of  CDC's  AIDS  prevention  campaign, 
begun  in  May  1989,  targets  i^irents  and  adolescents 
who  are  racially  and  ethnically  divme  and  are  of 
different  age  ranges  (e.g*,  late-el^^taiy  and  middle- 
school  aged  and  junior-  and  senior*high-$chool 
aged)  ( 1 83,2 1 8).  HUs  phase  aims  to  pixmiote  commu- 
nication between  adults  (including  parents)  and 
adolescents  about  HTV  and  AIDS,  to  encourage 
adolescents  to  ^opt  and  maintain  less  risky  sexual 
and  drag  use  behaviors,  and  to  make  the  public 
aware  that  certain  adolescents  are  at  risk  for  con- 
tracting HTV  (183,218).  English  and  Spanish  televi- 
sion, print,  and  radio  public  service  announcements 
were  pretested  on  focus  groups  of  parents  and  youth, 
ages  10  to  20  years.  Additionally,  CDC  has  devel- 
oped an  ''AIDS  Prevention  Guide**  to  be  distributed 
to  adults  having  contact  with  adolescents  (217,218)* 
This  guide  provides  facts  about  HIV  and  AIDS  and 
ways  for  parents  and  other  adults  to  talk  comfortably 
witfi  adolescents  of  all  ages  about  HIV  infection  and 
AIDS  (217). 

For  several  reasons,  including  the  difficulty  of 
isolating  the  effects  of  any  media  campaign,  the 
impact  of  CDC's  AIDS  prevention  campaign  on 
adolescents  and  their  parents  is  not  clear.  Evaluation 


components  include  measuring  the  increase  in  the 
number  of  phone  calls  to  the  National  AIDS  Hot 
Line  and  the  National  AIDS  Clearin^ouse  and 
testing  adults*  and  students'  knowlolge,  attitude, 
and  bdiaviors  (134,183).  As  of  May  28, 1990,  ova 
LI  millicm  copies  ofthe*'AIDS  Prevention  Guide'* 
had  b^  di^ributed,  and  over  1  million  calls  to  die 
AIDS  hot  line  had  heax  made  ^69).  Unfortunately, 
information  q^cialists  at  the  AIDS  hot  line  and 
clearin^use  are  not  pomitted  to  ask  callers'  ages 
nor  to  ask  wbetha  raUos  have  childroi  (134,183, 
269).^^  Purthemiore,  because  the  National  Health 
Interview  Survey  does  not  survey  most  adolescmts 
directly,  it  is  not  clear  how  many  adolescents  heard 
or  saw  the  public  servi^  announcements. 

Not  surprisingly,  individuals  who  have  analyzed 
the  effectiveness  of  mass  media  caiiq>aigns  iniggest 
that  changing  people's  drug*  and  sex-related  knowl- 
edge and  attitudes  is  easier  than  changing  risky 
behaviors  (71,268)*  In  order  to  be  effective,  mes- 
sa^s  must  be  repetitive,  consistent,  understandable, 
and  $unK»ted  by  the  community  (71,268)*  In  spring 
1989,  CDC's  National  AIDS  Information  and  Edu- 
caticHi  Rrogram  established  the  Applied  Communi- 
cation Research  and  Evaluation  Branch  to  help 
evaluate  future  phases  of  the  CDC's  AIDS  preven- 
tion campaign  (134,1 83)« 

There  are  few  mass  media  campaigns  directly 
targeting  adolescrats  for  the  [nevention  of  STDs,  as 
opposed  to  AIDS*  Buiroughs  WeUconw  Co.,  a 
pharmaceutical  company  based  in  Nordb  Carolina,  in 
conjunction  with  several  medical  organizations,^ 
began  an  iimovative  multimedia  advertising  cam- 
paign in  July  1989  targeting  sexually  active  adults 
(2532).  This  campaign  encourages  sexually  active 
adults  ages  18  to  49  to  check  for  the  signs  and 
symptoms  of  STDs  (e.g.,  chlamydia,  genital  heipes, 
gononhea,  genital  warts,  and  syphilis)  using  a 
genital  self-examination  (2532)-  Because  the  cam- 
paign was  designed  and  tested  to  address  the  STD 
epidemic  among  the  adult  population,  however,  it  is 
likely  that  a  different  program  would  be  requited  to 


^KTDC  coosidcfs  ihc  hot  line  and  the  cleahDgfaoitsc  as  services  to  the  general  public.  Dot  as  sotircc$  of  research  (1 34).  Reccntfy.  infamalicm  qKCiiliws 
have  been  completing  passive  repoft  fonns  ahtr  spoddng  to  a  odler .  Fot  eaampte^  hot  line  operators  Itil  mit  fonns  bttsed  on  informatloD  v<^imteef«tf 
by  the  caller.  In  additk>n.  operators  may  estimate  varioui  mher  types  of  iofonnation.  for  exaoqile.  the  caJkr *s  age  (269).  CDC  is  in  tibe  planning  stages 
to  get  an  Ofifkre  of  Management  and  Bndget  clearance  to  ask  caOcrs  gmeral  questions  related  to  partlctiltf 
Public  Service  Anoosnccmoits.  and  what  pait  of  the  PoMic  Service  Amioonceinents  do  you  ronember  most?  (269), 

'^Tbe  medical  organizations  are  the  American  Acadexny  of  Dermatology,  the  American  Academy  of  Family  Physicians*  the  American  College  of 
Gcfteral  Practitioners  in  Oteteopathic  Medicine  and  Surgery,  and  the  American  O^eopathic  Association  (32). 
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fos  Estm^os  Unkios 

TTiis  poster  Is  one  of  few  efforts  to  focus  on  the  prevention 
of  STDs  overaJt.  In  a«Wllk>n  to  the  prevention 
of  HIV  transmission. 

iwet  adolescents*  needs  (25).^^  Local  media  cam- 
paigns, such  as  Tferrific,  Inc/s  Tten  AIDS  Preven- 
don  and  Risk  Reduction  Program  in  the  District  of 
Columbia,  involve  adolescents  in  community  radio 
broadcasts  as  a  method  to  encourage  other  adoles- 
cents to  change  risky  sexual  and  drug-using  behav- 
iors (22 J  95).  These  campaigns  have  not  yet  been 
evaluated.^^ 


One  limitation  in  using  television  media  for  AIDS 
and  SID  pn^evention  is  that  while  certain  adolesc^ts 
ii^tify  television  as  their  first  and  major  soutk  of 
AIDS  infcHmation  (135463^74),  others,  such  as 
runaway  actolescents,  homeless  adoles(^ts,  drop- 
outs, and  henu)idiilia  patients,  eidier  do  not  have 
access  to  television  or  view  information  presented 
oa  television  as  **biased  and  si4)erficial'*  (13S).  For 
these  groups  of  adolescents,  other  apim>aches  are 
necessary, 

AIDS  and  STD  FreveiAion  Efforts  Other  Than 
Those  That  Are  Education-Based 

Education-based  AIDS  and  STD  prevention  ef- 
forts alcme  are  a  fairly  passive  approach  to  preven- 
tion.  Such  efforts  rely  totally  on  the  recipient  of  the 
preventiiHi  message  to  initiate  the  suggested  bdiav- 
ior  change  (e.g.,  abstinence,  ^er  sex).  Some 
education-based  efforts  aie  more  informative  than 
others,  of  course,  but  many  are  somewhat  vague 
about  effective  courses  of  action.  'N&gueness  some- 
tin^s  arises  because  of  limitations  in  time  and  spi^e 
(e.g.,  on  a  poster),  but  sometin^s  jn^vention  mes- 
sages may  be  less  than  explicit  in  order  to  avoid 
offending  some  perhaps  unint^ded  recipients  of  a 
message  (e.g.,  about  specific  safer  sex  practices). 
Hiis  section  describes  several  prevention  interven- 
tions that  are  designed  to  provide  selected  means  for 
preventing  AIDS  or  other  STDs.  These  means 
include  condom  distribution,  needle  exchanges,  and 
early  diagnosis  and  treatment. 

Tlie  prevention  efforts  described  in  this  section 
can  also  be  distinguished  from  the  adolescent- 
specific  education-based  AIDS  and  STD  prevention 
efforts  described  above  in  that  they  are  directed  at 
those  individuals  who  are  already  engaged  in 
activities  that  may  put  them  at  risk  of  HTV  infection 
or  STDs.  Thus,  they  can  be  considered  secondary 
prevention  efforts.^ 

It  is  important  to  note  that  while  prevention  efforts 
such  as  those  described  below  are  designed  to 


^Ad  iDterestiiig  feature  of  tbe  Burroughs  Wdkxnne  campaign  is  tbe  buying  of  commercta!  air  tizro  to  stiow  a  30-5ocon4  genital  sclf-cxaminatioD 
commercial  dud^g  aftemomi  programming  tnibe  2  to  4  p  jn.  time  slot  aiMf  certain  evening  programs  airing  after  9:00  pjB.  (25).  In  the  past,  OTA 
suggested  tttat  paying  networks  for  air  time  may  he  an  elective  metbod  for  reacbJng  a  targeted  dtidiei»»  for  HTV  prevention  (203).  However,  because 
tbe  primaiy  method  of  evoluatti^  the  campaign  focuses  on  the  total  dtstribntioD  of  genital  self-examinatk>n  instruction  boddets  (25).  it  win  be  difficult 
to  detcnnlne  paid  advertistqg  is  more  effective  in  reaching  an  intended  audience  for  HIV  STD  prevention  dian  public  service  aanounceoieftfs  which 
fdy  on  networks*  volnntecru^  air  tin^. 

^H^raodma's  House,  a  division  of  IhriTic,  Inc.,  is  working  with  a  consulting  firm  to  develop  future  evaluation  in^ruments  for  its  HIV  prevention 
efforts  (196). 

^^condaryprevtmian  interventions  m  tho»  that  strive  to  jdiorten  the  course  of  an  illness  (^condition  by  early  identiftcation  and  rapid  ioterventioa. 
Targets  for  secondary  prevention  interventions  typically  include  populations  fLhtgb  risk  of  a  paiticular  proMeoL 
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{mvide  the  n^ans  to  help  individuals  at  risk  avoid 
contnKrtiog  a  disea:^  or  cmidition,  target^  individu- 
als still  have  to  find  out  about  the  preventive 
n^asuie  and  be  motivated  to  use  it.  Thus,  educa- 
ticmal  effrats  design^  to  improve  knowledge  and 
change  attitudes  and  bdiavior  are  a  necessary 
ciHi^nent  of  a  full  prevention  effort.^ 

For  adolescents  who  are  not  abstaining  from 
sexual  intercourse  or  experimratation  with  drugs, 
the  goal  of  AIDS  and  STD  prevention  efforts  may  be 
the  elimination  of  risky  sexual  and  drug-using 
behaviors.^' 

Condom  Distribution  Programs 

Although  the  most  effective  method  for  prevent- 
ing the  transmission  of  HIV  and  STDs  is  to  abstain 
from  sexual  intercourse,  many  U.S.  adolesc^ts  do 
not  abstain  firom  sexual  int^ourse.  For  adolescents 
who  cannot  be  persuaded  to  refrain  from  sexual 
intercourse^  the  use  of  latex  condoms  lubricated  with 
nonox>iiol-9  is  the  most  effective  method  to  lower 
the  risk  of  HIV  and  STD  infection  (46,74,107, 
148,172,180^22,234)." 

In  general,  U.S.  adolescents*  knowl^ge  £d>out  the 
effectiveness  of  condoms  in  preventing  the  transnis- 
sion  of  HTV  is  substantial  (7,83.95,155).  Many 
adolescents'  knowledge  regarding  the  effectiveness 
of  condoms  in  preventing  STD  infection,  however, 
is  minimal  (sec  table  9-7), 

Despite  their  high  level  of  knowledge  about  the 
efficacy  of  condoms  in  preventing  the  spread  of 
HTV,  adolescents  continue  to  be  inconsistent  con- 
dom users  (94,95,109,155).  The  reasons  include 
both  perceived  and  real  barriers  to  the  use  of 
condoms  (38,43,94,95,171,265).  Condom  instruc- 
tions written  at  high  reading  levels,  for  example, 
pose  particular  problems  for  adolescents  who  cannot 


read  at  those  levels.  Adolescent  who  do  not 
regularly  cany  condoms  or  who  beUeve  that  am- 
doms  reduce  pleasure  or  are  embarrassmg  to  buy  or 
use  are  highly  likely  to  avoid  using  diem  (94,115). 
Another  pos^ble  barrier  to  use  may  be  fuSotei^^ts' 
belief  that  their  firi^ids  are  not  as  siqiportive  of 
ccmdom  use  as  they  are  themselves  (7).  Among  10th 
grade  students  surveyed  in  tl»  National  Adolescent 
Student  Health  Survey,  for  example,  94  percent 
agreed  that  sexually  active  pcc^le  should  use 
condoms.  Somewhat  fewo: — 81  p^crat — thought 
that  their  peers  would  agree.  A  study  conducted  by 
adolescents  with  the  assistance  of  &e  C^tN  for 
Peculation  Cations  in  1988  found  that  it  was 
difficult  for  adolescents,  (mrticularly  fmales,  to  buy 
condoms  at  drag  stcnes  located  in  the  Washington^ 
DC  area  because  of  physical  banim  (i.e.,  condoms 
are  in  plac^  not  readily  located  in  stores*  such  as 
behind  phaniw^y  coxm*  ?xs)  and  i:ahelpful  and  judg-- 
mental  store  clerks  {37).  Because  of  these  barriers 
and  the  inconsistent  use  of  condoms  by  adoles^ts 
who  are  engaging  in  sexual  intercourse,  the  actual 
effectiveness  of  condoms  in  preventing  transmission 
of  HTV  and  STDs  may  be  lower  than  what  is 
theoretically  possible  (273).^ 

CDC  recommends  that  comioms  and  spermicides 
be  avails^le  in  any  facility  providing  STD  sovices, 
but  the  CDC  guidelines  do  not  specificaUy  address 
the  availability  of  condoms  to  adolescents  (234). 
Currently,  finee  condoms  are  being  distributed  to 
adolescents  through  various  methods  and  at  diverse 
locations,  including  clinics,  sports  areas,  onergency 
rooms,  bathrooms,  bars,  and  service  centers*  In  some 
places,  condoms  are  placed  in  easily  accessible 
locations  so  adolescents  ni^  not  even  ask  for  them 
(e.g.,  at  Three-for-Free  {i^ogram  sites  in  Maryland, 
Children  of  the  Night  in  Hollywood,  California,  and 
at  Condom  Sense  in  Atlanta)  (12,87,1 13,264).  Two 
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^ AiK)lher  bxoad  simtegy  fox  piiev  enti£»i  is  caUed  ^ 
measures  that  confer  protect^)  on  Uagt  pq>alatlmi  S'^^^^-  '^^^  ^      reqnire  educational  dforts  to  iiu^ease  knowledge  or  change  attlcucfes  m 
hdof^n.  For  exmaplc^  timitiog  the  ovtraO  spread  of  a  d^ea^  thiougb  pobttc  health  efforts  cm  be  considrnd  a  hcMi  proieciion  strata  for  the 
jarvcntion  of  HTV  Infectton  and  STDs  amoi^  adolescents.  TWs  Re{>on  doc«  not  consider  the  effectiveness  or  poiaitial  effectiveness  of  strat^ies  guch 
as  these  c»  the  adolesoent  population. 

^^Drug  treaimait  programs  for  adoiesoents  m  discussed  in  ch.  1 2« "  Akc^l^  Ibhacco  aiKl  Dnig  Abuse :  Preventicm  and  Services. '  *  The  effectiveness 
of  pregnancy*  and  drog-prevcntion  efforts  taking  place  in  scbool-iinked  henJttt  centers  (e.g..  Lanier  CUnkr  in  iBcksatu  Mteissippi),  ibc  comnRtnlty  (e.g., 
The  Door  in  New  Yori^Oty  and  Bridge  OnrTTDoblod  Waters  in  Boston)  and  family  pl^^  1 0/ 'Pregnancy  and  P&reot^. 

IVeventitni  and  Services,*'  in  this  votmne  and  in  ch.  15.  **Major  Issues  l^rtaining  to  the  Delivery  of  fMmary  and  Comprehensive  Health  Servkes  to 
Adoksccnts/'  in  Vol.  m. 

A2|[>g{a  relating  Cfmdomiise  to  particular  sexual  practices  such  as  anal  and  oral  sex  are  very  Uinited.  Data  from  a  sinaU  sample  of  sexually  active,  inner 
city  black  and  Hispank  adolescent  females  attc^tc^  an  adole^eot  health  center  suggest  fhm  at  least  some  adolescent  females  are  less  likely  to  use 
oovdmas  durhig  mal  intcrcouise  than  during  v^^ginal  intercourse  (102). 

^For  a  discusshm  of  adolescons*  use  of  various  birth  control  methods,  see  ch.  10.  "Pregnancy  and  Pairntiixg:  Brvention  and  Services/*  io  this 
volume.  ^ 
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There  are  a  numb^  of  reasons  wtty  fidotosoents  be 
bioor^lsterrt  or  tnef^tem  users  of  oondomst 

d  knovi^edge  about  how  to  use  oondcyre,  cc»t  and 
ph)^h»l  am(80oiidi)8)fohotogic^  barr^s  to 
othenfi^ee  (MaMrrg  OiXidDfi^  h       cmly  aboi^  half  of 
adolesoent  femates  ages  1 5  to  1 9  and  tftefa- partno-s  used 
oondoms  at  first  Inteioourse*  am}  only  one  In  five  reported 

"currenf  use  of  ocmdoms  during  sexual  Intetcourse* 

other  efforts  include  a  condom  giveaway  in  the  rock 
magazine  Spin  and  fiee  mail-onl(^  condoms  to  a 
small  study  sample  of  adolescent  males  ages  16  to  1 7 
(804 13).  Both  of  these  programs  were  tin^-Iimited. 
The  number  of  high  schools  distributing  condoms 
throuj^  health  services  craters  appears  to  be  in- 
creasing, with  distribution  in  selected  i^hool-linked 
health  centers  in  high  schools  report^  in  Cambridge 
(Massachusetts),  Los  Angeles^  and  Miami  (Florida) 
(123a).  Following  an  impassioned  debate  in  the  city 


and  an»>ng  board  of  education  numbers,  New  Yoric 
City's  public  high  schools  are  to  begin  distrilniting 
ctnidoms  on  lequest  to  stiKlents  (1^69a).  Some 
high  ^ools  in  Canada  have  installed  ccmdom 
machines  on  schocd  premises  (46a)*^  In  general^ 
however,  the  distributicm  of  fince  condoms  to  adoles* 
crats,  even  to  tho%  who  are  sexually  active,  sppears 
to  be  the  exception  ra&er  than  the  rule.^ 

Parents  may  be  a  more  effective  and  ajqnopriate 
source  of  condcmi  information  and  distrilnttion  than 
schools,  but  it  is  not  known  how  many  parents 
{Hovkie  condoms  or  discuss  the  need  fm  them  with 
their  sexually  active  adolescent  children* 

lb  OTA's  knowledge,  few  studies  have  evaluated 
tlu^  success  of  condom  distribution  programs.  Very 
little  is  known  regarding  the  impact  of  ccmdom 
distribution  pmgnmt^  on  adolescents'  attitudes  or 
behaviOT*  No  evaluations  of  condom  distribution 
programs  to  date  have  used  reductions  in  die 
incidence  of  HIV  infection  and  STDs  as  outcome 
measures  (s^  tabic  9*  10).  Many  factors  (e.g.,  media, 
families,  friends)  may  influence  condom  use,  so 
evaluating  the  effect  of  condom  distribution  pro- 
grams  is  particularly  difficult. 

A  fear  that  facilitating  access  to  condoms  may 
encourage  adolescents  to  have  sex  may  make  some 
people  reluctant  to  siq)port  condom  distribution. 
One  recent  study  of  16-  to  17-year-old  males  found 
that  a  paiiq>hlet  discussing  STDs  aiKl  pregnancy  and 
the  offer  of  free  condoms  did  not  increase  adoles- 
cents* levels  of  lepcmed  sexual  ^tivity  (1 13).  That 
study  also  found  that  the  offer  of  fiiee  condoms  had 
no  apparent  imj^  in  terms  of  changing  the 
adoles^ts'  attitudes  related  to  sexual  behavior  or 
the  use  of  condoms.  It  is  inqx)rtant  to  note,  howevo^, 
that  the  offer  of  fr^  condoms  was  made  through  die 
mail  and  through  telephone  followiq>.  This  seems  a 


Apart  fmn  the  oeotrovcrsy  santHmdiog  nUrododDg  condoms  into  the  schools  (13a,46sX  aoecdotal  lofonDatkm  frtsm  the  Omidian  experience 
s^iggests  dtol  niikij^  coiMtoiis  inraiM 

debated  abost  the  tnufeofib  in  quality  and  cost  of  die  cmdams  to  be  made  available  in  the  schoots,  and  at  least  one  fitQdem  infomed  school  offidala 
that  she  had  become  fsi^nani,  <mei^1y  because  of  a  tons  condmn,  raising  c<^cenis  about  Bab  ihty  ki  die  minds  of  the  officials.  As  discussed  in  ch. 
10^  ^'Begnancy  and  Paienth^  Pttvemioo  and  Servkes.'*  in  this  votssiev  adoSemnta  tyi^caUy  eapertenee  oontraeqrtive  Cilhne  lafies  (in  teims  of 
ttniniynrtfdpy^nancy)h^her  than  the  thecgcticalfaihire 
act  of  inieicoBfse:  for  U^.  females  iinder  age  20  who  par^^ 
qnimf«dfidpaegnancyinihefii«yearofitsii^ 

fate  fOTCofidmisamoi^woaKa  who  nsetfiempeffiDctfy  IOtotftbwhmie).The€idbiienteofcoiid<»nitatem 
of  fHwcsthig  STDs  has  not  been  cakulated  for  adolescents,  Tbe  evidence  oa  gntotcnded  pregnancies  and  the  Canadian  esperieoce  with  condom 
dislribtUion  suggests  that  edticationAbontCGEndomnse  is  essential  to  m^dng  00 
oondoms  m  to  be  distribitfed  in  a '^health  leaoofce  center"  CQotainif^  ^h^^ 

lesourpe  site  Is  to  be  sttfied  at  least  10  periods  eadi  week  at  a  viri^  of  times  dnriixg  die  sdiool  day  (69^. 

^Sy^ematlc  (htfa  aie  tmavaihd^e.  For  oample.  fai  its  swve3^ 
tht  number  of  Bctiools  that  dispense  biftiiooiitrol  methods,  bm  the  snrv  15.  '*MajorIssues 

Peminii^  to  die  Delivery  of  PHmsry  md  Conqmliensive  Healdi  Servkes  to  Adolesceate,"  in  Vol.  m)- 


Table  9-10— Studies  Evaluating  Selected  Condom  DIstrimmon  Programs  for  the  Prevention  of  WV  Infection  and  Other  STDs 

Among  Adolascents 


Study* 


Study  populdtlon 


tm&rvem}on(s)  and 
Outcome  measuiB(8} 


ftosdardv  itesign  and 
yoar<tetao<^tected 


Rasutts 


Arnold,  1073 


Kirtry,  Harvey. 
CiausLsenKJS.etal., 


Lownncome  1 B-  to  1 7-yaar- 
old  mafes 


Kirby.WaszaKand 
Zlegiaf,  1989 


Students  attending  schoo)- 
t>ased  cHrtfcs  at  1  of  6 
sites  around  tt>e  country 


Condoms  moro  dl8trfi>u!ed  In  pod  halls, 
barter  8h<^  a  restaurant  and  a 
grocery  store  through  a  summer  youth 
program.  Aitore  oondons  were 
distributed  duffrv  the  week  than  on  the 
weekends.  Partidpants  want  to  sKes 
near  the(r  hcmies. 

Outctme  m&asur&s: 

Female  fertile  rales  and  number  of 

distributed  condone 

/nf^wntton: 

A  oover  totter,  pamphlet  (^scussing  STDs 
and  pregnan<^  and  methods  of  birth 
control,  and  an  order  coupon  for  free 
condoms  wane  mailed  to  adolescent 
mafes  thrxxigh<^  the  country.  Targeted 
nmles  ooufd  order  free  concerns. 

Oufconia  m&amms: 

Performance  on  knowfe<^,  attitutte, 

and  t>ehavtor  tel^hone  survey 


fntmvBfrtiort: 

School-based  ciir^c  av8il8t>fe  in  the 
school 

(Mmrte  measurBs: 
Use  of  condoms 


Des^^ve.  Mfide  outrrach  wodiers  In 
hk>rth  Car^bia  organteed  condom  sites. 
Fertility  rates   target  area  and 
norAarget  ar^  were  oompated. 
Condomuseover  the  study  year  was 
tracked. 

Late  1960s 


Ressarch  tSss^: 
EipertmentaldesIpL  Matow^ 
random^  assigned  to  an  int^venton  (N 
-  984)  oro<»ttrDl  (N  « 1.<^)  group. 
1,000  ma)^  from  both  groups  were 
random^  se^e^ed  to  be  oontactsd  by 
telephone  S  we^  afttf  the 
Intervention;  ttose  who  had  entered 
condoms  were  tetephoned  Bgain? 
months  ^rter.  Adofesoems  from 
Mountain  and  Pacific  Sates  were 
urM^r)^>resented.  Completion  rate  for 
the  interviews  was  53  percent. 

R&SBafvft  dissfgn: 
Ckiashexpertmental  brvoMng 
comparison  groups  fcM' 4  sdToote  and 
pre-p(^  surv^  (bete^^  ar^  2  years 
after  dlf^  oper^ng)  for  the  remi^nlng  2 
cWrrfcs,  Pre-  and  post-use  <rf  condone 
sp^flcaily  compared  In  only  mo  site. 

Yaar  dsia  coOected: 
1989 


Fertility  rate  of  black  ad^esosnt  females 
c^es  lOto  19decllned  19%  oomparad  with 
no  decease  In  nor^argated  areas.  Site  of 
condom  dtstrftKitfon  dkf  not  appear  to  make 
a  difference. 


Of  those  receiving  the  material.  9  out  of  10 
s^d  they  rrad  the  parrphlet*  and  fttff 
disclosed  the  pamphlet  with  th^r  panents. 
Knowte^yscoge  Increases  were  en^  but 
^nificanB^  r^gher  for  the  lntervensk>n  group 
(83%  ccmpaned  with  80%).  Pan^let  and 
<^  of  free  «H)doms  appeared  to  haw  no 
Impact  w  changing  attitudes  related  to 
seioial  behavior.  The  offer  of  free  oondonrs 
dk)  not  appear  to  Inmase  levels  of  sexual 
Intercourse  or  Increase  the  posslblflty  of 
using  condemn 


Condom  use  Increased  from  26%  to  48%. 
Remark: 

Numerous  factors  couki  have  aooounted  for 
the  Increase  In  oondcm  t^:  tocatlon  m  a 
dty  at  ttfgh  risk  for  KIV<4r^tetk>n,  b^ensfve 
Aira  edt^km  progrvns  In  the  school,  use 
of  sports  and  health  i^ty^cals  to  UiSt  about 
condom  use,  dl^ributlon  ooupor^  for  free 
condemns. 

Continued  on  next  pe^ 
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Table  MO— Studies  Evaluating  Selected  Condom  Distribution  Programs  for  the  Prevention  of  HIV  Infection  and  Other  STDs 

Among  Adolescents—Continued 


study* 


Stu<ty  poputatlon 


lm«vamkm(8)  and 
Outoome  nwasure(8) 


Kjolter,  Hansen,      28  9th  gmfo  classes 
Bod  Segest.  1d89    Copenhagen.  DenmarH 


Research  des^  and 
yeari^aoo^ected 


Re^rte 


University  of 
Maryland,  no  date 


Sexuatly  actrve  general 
population 


Mono;  students  qu^tk>ned  about 
destra^rtty  of  oondon?  distribution,  and 
about  current  con<^  use 

Outcome  measufBs: 

Performance  on  a  strwjtured  attitude 

and  behavtor  questionnaire 

tntmvBntfon: 

Over  170  sponsors  distributed  condoms 
along  with  dlrectlor^  for  proper  use  in 
(^amities  of  3  to  15  In  371  sites. 

Ot/toome  maasufB 

Number  of  condoms  distributed 


RessarOi  d9S^:  Classy  yms 
sheeted  by  means  of  a  tottery. 

November-December  1^7 


Reseawh  d9^:  The  TT^ree-tor-Free 
program    the  Envision  of  Family 
Planning,  Maiytand  ^ate  Department  ot 
Health  and  Mental  Hyg^  Is 
sponsored  by  county  h^th 
compartments,  cc^l^  and  university 
health  centers,  commur^ty  clinics,  the 
Boys  and  Qfris  Cli^.  and  the  Baltimore 
City  Health  Department  Program 
participants  pick  up  concerns  In  an 
anonymous  fashion  without  being 
questioned.  Cour^llng  or  discussion 
with  a  f^lth  educator  was  not  required. 

Ydiardatacoeiocted: 
1988^ 


34%    the  students  had  had  sexual 
Intmxxirse.  90%  wanted  lo  receive  free 
con<kKn$.  and  haff  prefer  red  getting 
condoms  from  the  i^iarmacy,  school,  or 
thelrown  doctor,  40%  of  the  students  had 
not  used  a  condom  during  their  fast  sexual 
Intercourse  expeilenoe. 

fn  1988.  approidmately  1.870.000  condoms 
wmB  distributed  mwund  the  State  compared 
with  cbse  to  386,000  In  1987  and  33,230  in 
1988. 


KEY:  NA  -  mrf  avaliatrlw.  '  '  

?Fuff  citations  are  fisted  at  th©  «nd  of  this  chapter. 

»The  clinks  ars  located  In  Gary.  Irx*iaf«;  Muskegon.  Michigan:  J«^n.  Mississippi;  Dallas.  Taxas;  Quincy.  Rorida:  artd  $an  Frandsco,  Cailfor nia 
SOURCE:  Office  of  Technology  Assessment,  1991 . 
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rather  indirect  way  to  distribute  condoms,  although 
tt»  study  and  program  designers  did  have  the 
advantage  of  being  able  to  followup  participants. 

The  results  of  a  Danish  stiniy  suggest  thiu  wme 
adolescents  may  need  m(H^  than  easy  access  to 
condoms  for  them  to  use  condoms  (1 16).  KJoller  and 
her  colleagues  found  diat  while  students  thought  that 
the  availability  of  free  condoms  would  increase  use, 
many  wanted  condoms  available  where  they  could 
get  f^vice  and  individual  guidance  (1 16).  Given  that 
the  n^e  availability  of  condoms  may  not  increase 
use,  innovative  educational  programs  may  be  needed 
to  address  adolescents^  ultimate  decision  to  use 
condoms* 

Ftograms  seeking  to  increase  condom  use  among 
adolescents  must  address  the  barriers  that  adoles- 
cents perceive  as  sufficient  to  affi^t  their  decision  to 
use  condoms.  Networks  will  agree  to  air  radio  public 
service  announcements  ^ut  the  effectiveness  of 
condoms  in  preventing  AIDS  (143),  but  they  have 
been  reluctant  to  allow  commercial  advertising  of 
condoms,  particularly  advertising  targeted  to  adoles- 
cents (U3X  In  countries  other  than  the  United 
States,  social  marketing  techniques  have  been  used 
to  advertise  condoms  for  STD  prevention.^ 

Needle  Exchange  and  Bleach  Distribution  Programs 
for  Adolescents  Using  IV  Drugs^^ 

Virtually  nothing  is  known  about  whether  adoles- 
cents who  use  IV  drugs  have  changed  their  behavior 
in  response  to  AIDS.  Several  snidies  show  diat  many 
adult  dmg  users  modified  aspects  of  their  drag 
behavior  to  avoid  getting  AIDS  even  prior  to  the 
implementation  of  official  AIDS  prevention  pro- 
grams (60^03),  In  fact,  adult  IV  drug  users  appear 
to  be  changing  their  drug  use  behaviors  more 
frequently  than  they  are  changing  risky  sexual 
behaviors  (58,203).^  These  data  from  adults,  how- 
ever, cannot  be  generalized  to  adolescent  IV  drug 
users* 


Currently,  there  are  two  major  types  of  programs 
for  the  ^vention  of  HIV  infectira  amcmg  IV  drag 
users:  needle  exchange  programs  and  bleach  distri- 
bution programs.  FcHiy-four  States  and  die  District 
of  Columbia  prohibit  the  use*  sale,  or  distribution  of 
hypodermic  devices,  and  21  States  Kgard  the 
fiimidiing  of  such  <tevices  to  adolescmts  under  age 
18  as  a  felony  (277).  Despite  strict  laws,  three  cities 
(New  York  City;  Boulder,  Colorado;  and  l^coma, 
Washington)  have  established  needle  exchange  pro- 
grams (277)-^  Needle  exchange  and  bleach  distribu- 
tion prognum  i^^>ear  to  coii9)lement  each  othw 
(60,143)*  However,  the  available  evidence  suggests 
duu  the%  adult  programs  are  being  us^  by  older^ 
more  experience  drug  users  and  not  by  younger, 
less  experienced  drag  users  (60,158,266). 

It  is  not  only  IV  drog  use  that  presents  an  AIDS 
risk  for  adolescents.  Use  of  other  drugs  may  Iowa* 
adolescents'  (and  adults')  inhibitions  about  oigag- 
ing  in  sex.  Because  drug  use  has  hem  associated 
with  sexual  activity  (141),  it  is  particularly  impor- 
tant for  adolescents  tbM  efforts  for  die  prevoition  of 
AIDS  and  STDs  address  bodi  risky  sexual  and 
drug-using  behavior* 

Earty  Diagnosis  of  Adoiescants  With 
HIV  Infection  and  STDs 

An  important  conq>onent  of  controlling  the  spread 
of  HIV  and  STDs  among  the  adolescent  population 
is  effective  diagnosis  and  tteatment  of  those  adoles- 
cents infected  witfj  HTV  or  with  STD  agents  who  are 
eitl^  syn:q)U)matic  or  asyn^tomatic  (234).  One  of 
the  major  obstacles  for  adolescents  seeking  immedi- 
ate treatment  is  diat  many  adolescents  do  not  loiow 
and  do  not  understand  that  people  infected  with  HIV 
or  STD  agents  may  be  asymptomatic  for  a  period  of 
time  (18.67,88449.176.234), 

Some  STDs  (e.g.,  heq>es)  and  HTV  infection  are 
not  curable  (234).  Nevertheless,  early  treatment  for 
all  STD  and  HIV  infections  is  necessary  for  several 


^Kotler  and  2^tinan  (tefloe  snciai  marketing  as  "the  dcs^  itDpicmenlatiOD*  and  control  of  fniogmins  calculated  to  inflneDce  tfie  accq^tabitity  of 
social  ideas  and  invoMog  conslderatkKis  of  product  plsming.  pridog.  commonicaUoiis,  distribtttkm,  and  mariceting  tcsemh* '  ( 1 19).  Black  and  Fmky 
o(He  tliat  social  marketing  t$  diffeiait  froai  ti^th  educatioQ  because  specific  prodtictfi*  sttcfa  as  condoms,  ratbcr  than  abstract  ideas  (e.g..  disease 
prevention)  are  pnMnotcd  (19). 

a  discussion  on  tbe  iminber  of  adolescents  who  arc  currently  usl0g  IV  drugs,  sec  ch.  12.  Alcoliol«  Ibbacco.  and  Drug  Abttse:  Preventicm  and 
Services,**  in  ibis  volttme. 

^It  is  no!  clear  why  few  IV  drog  tisers  practice  safe  set  practices  (59,143).  Anaoog  other  reasons  immediately  related  to  dnsg  effects,  some  have 
suggested  that  TV  drug  users  have  diffkulty  in  discussir^  sexual  relationships  because  they  fear  tbe  tneakop  of  the  relationship  (5849*203). 

^ndff  New  Y(^'s  put^  teahh  laws,  tioe  State  Health  CommissioDa'  can  authorize  gsxnxps  or  individuals  to  possess  needles  if  be  deems  socb 
possession  necessary  for  the  public  health  (166,277).  New  York  City's  needle  exchange  program  was  limited  to  one  distribution  site,  and  was 
discontinued  after  a  short  time. 
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leascms.  Firsts  many  STDs  {e.g.,  dilamydia)  can  be 
cured  with  appiDpiiate  treatmrat  (176),  but  if  left 
untreated,  can  re^t  in  infotility,  ectq)ic  pieg- 
oancy»  PID,  urednitis,  gcmococcal  arthritis^  chronic 
pelvic  pain,  mental  letardation.  and  even  death^^ 
(18477,272,234),  Second,  early  treatment  of  HTV 
infection  with  zidovudine"^^  has  been  shown  to 
prolong  the  lives  of  patients  who  are  seropositive  fos^ 
HIV  and  have  not  yet  developed  symptoms  (193). 
(In  fact,  one  imponant  argttn:^t  in  suj^oat  of  testing 
people  fiff  HIV  infection  is  that  more  HIV-infected 
people  may  be  able  to  {^rticipate  in  clinical  trials  of 
experim^tal  treatments  (67),)  Finally,  given  the 
high  rate  of  sexual  activity  among  the  adolescent 
populatira,  early  treatment  can  prevent  the  spread  of 
STDs  to  sexual  partners. 

Almost  all  States  have  enacted  legislation  specifi-^ 
cally  authorizing  minors  to  consent  (without  paren- 
tal Bpp^\Bl)  to  health  services  related  to  STDs  or 

venereal  diseases/*^  Forty-two  States  have  stat- 
utes allowing  minors  of  any  age  to  consent  to  STD 
services.^  Despite  the  availabilicy  of  STD  treat- 
ment services,  adolescoits  are  slow  to  seek  treat- 
ment for  several  reasons.  First,  tl^y  nmy  not  be 
aware  of  STDs  or  their  S3fropU>ms  and  may  not 
believe  that  they  could  be  infected  (7,186,160).  Data 
fiom  the  Nalic^  Adolescent  Student  Healdi  Sur- 
vey indicate  that  from  40  to  ^  percent  of  8th  and 
lOidi  grade  adolescents  did  not  recognize  various 
signs  and  symptoms  of  STDs  (see  table  9-7)7^ 
Further,  many  adolescents  indicate  they  would  avoid 
health  services  if  parental  involvement  were  re- 
quired for  care  (88)*  A  large  proportion  of  Sth  and 
10th  grade  adolescoits  in  the  1987  National  Adoles- 
cent Student  Health  Survey  (76  percent)  incorrectly 


believed  that  tlK^  public  health  dq>artn^t  would 
ii^mi  their  parents  of  &eir  infecticm  with  an  SID, 
and  mmt  (79  percent)  tihought  Oiat  parental  pemus- 
sion  wcnild  be  required  fcxr  minOTS  to  be  treats  in 
clinics^  (sM  tsble  9*-7).  This  level  of  misinforma- 
tion was  higher  among  younger  adolescents  (7). 

Shame  and  embarrasanent  nmy  be  factors  in 
avoiding  care.  Students  in  the  Naticmal  Adolescent 
Stiulent  Heal&  Survey  were  matt  concenmd  about 
their  friends  Onding  out  they  had  an  STD  than  about 
their  parents  finding  out  (74  and  49  perceait, 
respectively)  (7)>  Oiba  reasons  ^y  adolesc^ts  are 
slow  to  s^  treatment  for  an  STD  inclucte  lack  of 
transpOTtation,  difficulty  in  paying  for  treatment, 
and  not  knowing  where  to  go  for  nodical  care  (7). 

Many  ^olescoits  may  not  be  aware  that  treat- 
ment for  STDs  is  free  in  certain  locations,  such  as  in 
son^  public  healOi  clinics.  SotsK  public  health 
programs  use  a  sliding  fee  scale,  so  that  adolescents* 
charges  will  be  based  on  their  pmonal  income,  not 
on  their  families*  incon^  (10).  Althou^  data  on  the 
availability  of  service  for  STDs  are  scarce,  avail- 
able inframation  suggests  that,  in  some  communi-* 
ties,  adolescents*  concons  about  the  unavailability 
of  free  treatment  services  may  be  well  foimded.  A 
19^  survey  by  the  National  Association  of  County 
HealA  Officials  (NACHO)  found  that  27  percent  of 
local  public  health  departments  do  not  actively 
provicte  STD  services  (146a),'^  Generally,  local 
health  departm^ts  seiving  smalls  populations,  and 
having  fewer  fiill-tkne  enq>loy^,  were  less  likely 
than  larger  local  health  departments  to  provide  STD 
smices  (14^)*  Hie  availability  of  STD  services 
varied  by  region,  as  well.  Only  20  percent  of  local 
health  departments  in  DHHS  Public  Health  Service 


'^^G^m^fy,  FfD  and  sypliilts  accouot  the  most  deate  doe  to  STDs  (84).  Howtvei.  the  late^  natkmal  avaUabte  indicate  0iat  no  udolesccnts 
b^ween  the  ^ges  10  and  19li8vedled<rfs^bilis(243).  Noniimbersaitpiovli^ 

^^Hiifl  drug  was  f<m&erly  called  aiida%midiDe  (A2T)  (2S9).  It  is  aUo  catted  Retrovb^. 

^^F^  ft  dlscBSSioii  of  nlDors'  ligbt^  see  cb.  17.  '*CoDseat  aod  Confldeittiality  in  AdolesccDt  Health  Care  Deci^onmakiQg,'*  in  this  volume* 

few  states,  wtiteh  have  no  fiatoie  atifliofirins  a  miaor  to  coasan  to  health  servicos  STDs,  have  a  tfantte  auCrodzii^  mhsors  to  a)ns»it  to 
diagnosis  and  treatn^  for  '^infections,  cootagioas,  commnnicahle*  and  rqKvta!^**  diseases  or  some  variant  tiieieof  (see  ctt  17,  **Conseot  and 
Confidentiality  in  AdolesoemHealdxCafeI>ecistomtta^  HI). 

^For  futther  discussion  of  consent  in  adolescent  bealtb  care  decisions,  see  dL  17,  '^Consent  and  ConfkSc&tiality  in  Adolescent  Health  Caie 
Dedsionmafclng,**  in  Vol.  m. 

^Pnqxstions  include  those  who  responded  incmeoly  as  well  as  those  who  answered  **0Dn't  know.** 

^^Tbe  type  of  clinic  (e  g.*  STD  m  pnf^  health)  is  not  defined  in  the  Natioial  Molesceot  Sttulent  Health  Survey  (7). 

relAively  broad  definition  of  a  local  poM^  bealOi  depaits^  wi»  used  by  NAOIO:  "an  adminisnative  or  service  unit  of  local  ^  State 
goveiiBnent«  comrerned  with  health,  and  canyiExg  scmie  responsi^  Local  health  <tef»mnent8 

weieidentified  using  dm  fioorces,  inchidit^  the  U.SXonfefeQoe  o^ 
9geDcy>  In  totaU  2,932  sudi  depaitmenis  wese  identified  an^ 

for  such  a  survey,  bnt  It  Stales  had  respcmse  rates  between  SDaod^percem  of  surveyed  depaitni^it^ 
of  surveyed  ifepartmems  (146a). 
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Region  1  (CoimecticuU  Maine,  Mamcbusetts»  New 
Hampshire^)  reported  proviiing  STD  »rvii^s, 
cotrq>aied  to  almost  100  pm:»t  providing  STD 
services  in  Re^ons  3  (District  of  Columbia,  Manr- 
laiKi,  Pfennsylvania,  Virginia*  and  West  \^ima^, 
Region  4  (Alal^ma,  Florida,  Georgia,  Kentudcy, 
Mississii^i,  NorA  Carolina,  Soudi  Carolina,  Ito- 
nes^),  and  Region  9  (Arizona,  California,  Ne- 
vada^ (146a).  The  findings  of  the  NACHO  survey 
^cmld  be  viewed  wiUi  scmie  ^ution,  however* 
Local  health  departniCTts  were  only  qumed  as  to 
whethw  they  woe  **active''  in  providing  STD 
s^vic^s  to  individuals;  the  level  and  type  of  mxch 
activity  was  not  r^uested  (146a),** 

Services  and  interventions  for  ttie 
Treatment  of  AIDS  and  Ottier  STDs 

CDC  has  devel€^)ed  guidelines  for  treating  and 
scrcening  people  infected  with  STDs  and  recom- 
mends that  a^m^mate  care  for  treating  STDs 
include  obtaining  a  medical  and  behavioral  risk 
assessment  (including  qpaestions  regarding  same 
gend^  sexual  contact)^  doing  a  i^ysical  examina- 
tion, laboratory  diagnostic  services,  counseling  and 
education  (appropriate  to  age^  race,  sext  socioeco- 
nomic status^  and  int^personal  skills),  and  identify- 
ing sex  partners  (6534^2a,263).  CDC  also  rec- 
ommends that  people  seddng  health  care  unrelated 
to  STD  infection  be  assessed  for  STD  risL  If  an 
individual  reveals  that  he  or  she  has  STD  symptoms, 
that  individual  should  undergo  a  physical  exam  and 
appropriate  laboratory  tests  (234).  Recommended 
treatment  regimens  vary  depending  on  the  STD,  and 
some  regimens  dictate  that  clients  take  medication 
several  times  a  day  for  up  to  a  wed^  (234).  Although 
the  CDC  guidelines  note  that  those  people  who  are 
mdex  age  25  are  at  gieatest  risk  of  infection,  they  do 
not  provide  specific  guidelines  (e.g-,  qqat>priate 
dosages,  length  of  time)  for  treating  STD-infected 
adolescents. 

CDC  did  include  specific  mention  of  adolescents 
in  its  April  1991  guidelines  for  prevention  and 
management  of  PID  (242a).  fa  CDC's  publication, 


Ptwiu  qpoKl  Cduo$i0on  MiMfr 


In  a  rwOTt  set  Of  gtdctonies  fc^  prerention  afHf 
man^iemeni  of  pdvtc  tnBfflwnatoy  dteaase,  tha  Centers 
for  {»58as9Ckmtioi  (CDC)  raocMTVTWUted  that ''a^ 

care  program  that  Bmvw  i^otosoonls  shoiM  ^tfm^ 
proiidfi  STD  evaitaton  and  treMiwn  or  shotdd  tie  ^)le 

to  rafor  teeruvars  raptc^  to  a  faolHty  ttat  offm 
smih  caro*"  CDC  ftffthcr  suraostad  that  dtmcs  tooalad 
In  sd)o^  can  provfda  ''offocUve,  oonvontom  STD 
dNc^  services    sexually  aettva  iKtol^oants." 

iKlolescent-specific  guidelines  ^ke  to  the  organi** 
zation  of  STD  services  for  adolescents,  ratha  than  to 
the  clinical  man^^nent  of  PID.  These  new  CDC 
re^imrnx^dations  note  that  adolescents  are  *'hi^y 
vulnCTable''  to  acquiring  STDs.  Thus,  CDC  recom- 
n^ds  that  "'any  healtb-care  program  that  serves 
adolescents  should  either  provide  STD  evahiation 
and  treatment  or  should  be  able  to  refer  teenagers 
rapidly  to  a  facility  that  offers  such  care"'  (242a). 
Further,  it  suggest  that  '^school-based  clinics  can 
provide  effective,  convraient  STD  clinical  services 
for  sexually  active  adolescents*'  and  recommends 
that  regular,  consistent  use  of  condoms  by  all 
sexually  active  adolesc«its  be  encouraged  by  lieahh 
care  providers  and  presumably  by  otbors  (242a). 

The  development  of  STD  titjatment  guidelines 
specifically  for  adolescrats  is  inqxmant  fctf  sev^ 
reasons.  Because  adolescoits  and  adults  metabolize 
drugs  differently,  adolescents  may  require  different 
dosages  (90,184),  Adolescents  who  receive  adult 


^Rbode  IsUod  and  WemxM  are  also  part  of  Rcgkm  I » ^  bad  no  local  tmalth  dqmmeQts  as  defioed  in  tbe  NAOlO  ttpon. 

^"^DdawwisftUo^of  Regicm  3.  but  Delaware  hvl  i»  local  he^Itib  dqNmiiicfil9  as  def^ 

fORawati,  tl»  U.S.  1^  IbrHories,  Amert 
depamaeots  as  dcftocd  in  the  NACHO  rcpoit  aod  ttic  scope  of  the  report  was  Urniied  to  the  ctmttocmal  United  Stttes»  Alaska,  aod  Hawaii 

*>Rfty-seveaperocm<rftocal|wbtkhcaUbifa^^ 
(146a).  AJUioaghai0i«  local  poblkterfthdcpartmc^ 
•0  size  of  the  popolaiion  sensed  ai^f  number  of  luU-tl^ 


dosages  of  drugs  to  treat  STDs  may  be  uadcrtreated 
in  some  ca^  and  oveitrcoted  in  others.  The  end 
result  of  undodosage  may  be  the  evolution  of 
resistant  strains  of  STD  organisms  (278).  Although 
adol^cent  ccnnpliance  rates  with  STD  treatmrat 
reginKns  have  not  been  ^di^  extra^vely  (16),  it 
has  been  suggested  that  tealtfa  care  jsroviders 
C(msidar  recwd  of  pom  comphance  and  low 
return  visits  with  odier  thra^ies  in  choosing  an  STD 
therapy  (10,152).  A  study  from  Battimore  deter- 
mined that  only  54  porce^t  of  female  ^olescrats 
and  33  percent  of  male  adolescents  kept  dieir 
foUowup  q>pointments  for  STD  care  (40).  This 
finding  may  reflect  medical  practitioners'  failure  to 
provicte  clear,  explicit  instnicticms  to  patients  to 
return  for  a  visit  in  more  than  half  of  observed 
encounters  (122). 

Attitudinal  studies  of  adolescents  have  suggested, 
that  clinician  friendliness,  understamling,  and  will- 
ingness to  take  il^ir  time  are  important  to  adoles- 
cents^ appointment-keeping  behavior  and  con^Ii- 
ance  with  an  STD  treatxi^t  regimen.  In  one  study, 
patients  who  expressed  satisfaction  were  much  nrare 
likely  to  keep  future  nu^cal  q^intments  than 
were  patients  who  were  dissatisfied  (124).  In  anoth^ 
study  t  ctinicians  wIk>  were  skilled  in  int^acting  with 
adolescents  promoted  better  patient  con^Iiance 
(10).  On  the  basis  of  their  clinical  experience^  Bell 
and  Hein  suggest  that  single  dose  regimens  work 
best  for  adolescoits  because  they  ensure  compliance 
as  well  as  confidentiality  (16).  Fot  some  STDs, 
chlamydia  for  example,  only  multiple  dosage  regi* 
mens  are  possible  (117). 

As  of  1989,  2idovudine  was  the  only  drug 
aj^ved  for  the  treatment  of  AIDS  and  HIV 
infection  (21,50),  although  dideoxyinosine  (DDI) 
1ms  been  proved  under  special  circumstances  for 
use  in  adolescents  (78).  Little  is  knovra  about  how 
zidovudine  works  in  adolescents  compared  to  adults 
or  children  (90,209).  Still,  many  clinicians  prescribe 
zidovudine  to  adolescents  with  AIDS  or  HTV 
infection  (90).^  There  are  cunently  no  specific 
guidelines  available  on  treating  adolescents  with 
HTV  infiK:tion  or  AIDS  (e.g.,  guidelhies  on  appropri- 


Btc  drug  dosses,  how  often  dmgs  ^ould  be 
administ^ed,  toxicity  levels,  ig^nopriate  labmatory 
and  neuropsychobgkal  asses^nents)  (90,184). 

Clinical  trials  of  new  dmgs  are  sponscmd  by  die 
Fed<^  (}ovannM«t,  drug  companit^,  or  fmvate 
re^arch  organizaticms  to  test  potentially  effective 
drags  in  volunteers,  who  incluite  people  widi  HIV 
infection  but  no  synq>tcHns,  AIDS-related  conq>lex, 
or  people  with  AIDS*  Traditionally,  the  Food  and 
Drag  Administradon  has  required  that  drogs  be 
tesb^  in  diree  sequential  phases  before  othors 
outside  die  trials  can  receive  the  tre^ment  (see  table 
9-11)  (260).  AIDS  clinical  trials  were  originally 
established  for  adults  ovar  age  18  and  then  for 
children  and  early  adoles^ts  ages  birth  through  13 
years  (91a).  Adolescents  between  die  ages  of  13  and 
17  have  only  recmdy  been  made  eligible  for 
enrolfamnt  in  clinical  trials  for  all  kinds  of  drags* 
including  zidovudine  (90,184,254).  Often,  adoles- 
cents are  inducted  in  clinical  trials  for  adults  over 
age  18  (258).  As  of  August  16, 1989,  adolescents  in 
various  age  groups  could  particq>ate  m  1 15  Federal 
clinical  trials  (259)*^^  In  ahnost  half  of  these  trials, 
however,  only  18-year-olds  were  eligible  to  partici- 
pate (259).  Adolescents  are  also  eligible  to  partici- 
pate in  ova*  35  nonf^lerally-funded  trials  (8). 

Eligibility  for  trials,  however,  does  not  ensure 
access.  Because  adolescents  tend  not  to  use  the 
traditional  health  care  system  and  because  consent 
and  confidentiality  issues  are  coitral,^  adolescents 
are  not  actively  sought  to  be  included  in  trials 
(90,184),  As  of  October  5, 1989,  only  47  adolescents 
ages  12  to  21  having  various  stages  of  infection  were 
involved  in  federally  spcmsored  AIDS  clinical  trials 
(see  table  9-l2)P  Of  the  47  participants,  44  (94 
percent)  were  male,  and  3  (6,4  percent)  were  female. 
Forty-three  (92  percent)  were  white  (254). 

Many  legal  issues  surface  regarding  adolescents 
ami  their  involvement  in  clinical  trials.  Currently, 
adolescents  under  age  18  must  get  permission  from 
a  parent,  legal  guardian,  or  person  with  power  of 
attcmiey  before  entering  federally  ^nsoml  trials 
(259).  While  emancipated  minors  can  give  consent 
for  particij^on  in  trials  (75),  the  issue  of  consent  is 


^^oUl  Ibc  Pood  aod  Dreg  Adi&kiistnuion  appmvcd  rktovodine  for  use  in  childrsi  and  adolescents,  clip^BM  faced  Uability  eourcim  (75>.  Such 
coooenia  nmy  recur  If  aootbcr  drag  is  found  to  be  e&ective  in  treating  IfiV  infectioii  aod  Aa>$ . 

'Tbese  trials  are  not  adoleacent  specific  but  group  adotc»«&(»  and  adutia  m  adolescents  and  cliiktieo  tc^ethcr. 

^Fcv  fmba  discussicBi  of  these  topk^  see  dt  15.  *'Major  Issues  Festainiog  to  tlr  Deliver  of  Ftmmy  and  Comprehensive  Holtb  Sesvices  to 
Adofesceots**  and  ch.  17«  **Conseot  and  Ccmndentiatity  in  A^tolesceat  Health  Care  IMsioiBnaldng/*  in  Vot.  m. 

^  ^Anecdotal  evidence  iodkates  that  most  paftnts  of  infected  adcrfescc^  (75). 
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Tible  9-11— St6|^  In  AIDS  Drug  Ibsttng 


Typeof  trtaS 


number  of 
patimts 


Rirpose 


Method 


Phase  1  ... 
Phase  2  ... 

Phase  3  ... 


20^100 

Up  lo  several 


Sevarai  hundred 
to  sevdra)  thou- 
sand 


Several  months     To  see  If  drug  Is  sstfe 


Several  months  to 
2  years 

Mo  4  years 


Tbtesteffectlvertess 
and  short-term  safety 


To  test  safety,  effec- 


M  patients  get  tt»  dmo 
b^nQte^ed* 
tnptases  2  and  3,  doc- 
tors compare  results  for 
two  randomised  groupSi 
the  nrst  0^  ttie  drug 
being  tested;  the  seo- 
ond  gets  another  dnig» 
w  no  dn^  ^iteoebo).* 


*Curr»ntly»  vwy     dlnksftl  triAte  of  mpvr^mmtiai  AHOS  dnigs  im  ptaoobot. 

SOURCES:  U.S.  Dttfmrtiwrt  d  ^th  and  Human  Servtest,  PiMc  Hstith  Service,  Itotlmal  bisHtittM  ol  htadlh, 
Natlonil  Mimm  MIergy  ai  fd  Int«ctl0u«  DImbm,  ''AIDS  Cllntea]  Tffol:  TaJMng  ft  O^mr  f^  Piib.  f>fo. 
89^21.  B^t)etda.MD.At^  1989;  U.a  Dspar^nsnt  of  KMltt)  and  ^^mn  Sw^Hoat.  Public  Hotlth 
Servte»,  Matlonal  ln»t»tutsi  of  Hiaftht.  Nattonal  Mltuta  ^  ABorgy  and  fnfecttous  Otteasat.  IWiare  Do 
Alps  Dnie»  Come  Prom?"  S^thai^  MO*  no  date. 


Tabte  9«12--^x,  Race,  ond  Etttnidty  of  ttie47  Pattonts 
Ages  12  to  21  InvoWod  In  f^cferally  ^nsored  Aa>S 
CUnlc^  Trials,  October  5, 1989 


Palleots 

Percent 

Count 

Sex* 

M(de  

 93.6% 

  6.4 

44 

3 

R8<» 

WWte  

Black   

 91.5 

  6.5 

  2.1 

43 
3 
1 

Etfinlclty 

  17.0 

 83.0 

8 
39 

^Thatarg^fifoportton  of  male»  Is  du»  pHmartty  to  tho  larg^  pmporlton  of 
adolwosnt  malas  wf  th  hemophilia  tnMs^ed  in  dlnlcal  trfslA. 


SCX^GES:  U.S.  Dgpar^nsnt  of  Health  and  Human  $«rvtoat.  Public  Haalth 
Servtos,  National  tnttttu^  of  Haalthv  B^ha&da,  UO, 
Hshad  data  on  patten^  krvDVad  In  fadanSy8ponsor8dAE>S 
dinlca!  triate,  Belhatda,  MP.  Octobar  and  D.  Sond- 
hoimar t  Coordlnalor,  Adolaacant  and  Mat^nal  AIDS  Branch. 
Centar  ft^  Rateare^  for  Mothflrt  and  ^Mren.  Naflonat 
InstntJia  of  Child  Kaalth  and  Human  Dav^spmanl.  Hationat 
Instlfulas  of  Haalth.  Pi^ie  Health  Sarvtoa.  U.S.  Pepartmani  of 
Haafth  and  f^man  Sarvtoaa,  Rockvltfa,  MD,  parsimaloommu- 
nicatlon.  Oac,  26, 1999. 

oot  clear  regarding  young  people  involved  in  the 
foster  care,  child  welfare,  and  prison  systems. 
Although  no  systematic  data  have  been  collected, 
these  adolescents  rarely  seem  to  participate  in 
clinical  trials  (75). 

As  discussed  throughout  this  Repon,  there  are  not 
many  health  centers  that  are  geared  to  the  needs  of 
adolescent  patients  in  general*^^  According  to  Hein, 
there  is  in  addition  a  serious  shortage  of  health 
personnel  knowledgeable  about  adolescents'  HIV 


infection  and  a  scarcity  of  programs  ^rving  high- 
risk  and  HIV-infected  adolescents  (91a).  Two  pro- 
grams, fiind^  as  part  of  tl^  Pediatric  AIDS  Health 
Care  Demcmstration  Project  of  tiie  Health  Resources 
and  Smices  Administration  in  DHHS,  are  develop- 
ing new  standards  for  oonqmhe^ive  medical  and 
social  services  for  HIV-infected  adolescents  (91a). 
In  the  Montefiore  Adolescent  AIDS  Program  in  New 
York  City,  a  multidisciplinary  team  provides  a 
comprdiensive  range  of  n^c^  and  psychosocial 
evaltmtion  and  services  for  individuals  age  13  to  21 
(91a).  The  program  reaches  out  to  bring  at-risk  and 
infected  individiuds  in  for  services;  in  turn,  the 
program  refos  patiaits  out  of  the  program  to 
agencies  that  can  jrovide  nonmedical  services  such 
as  housing  or  comdinate  care  for  adolescents  who 
are  being  cared  for  by  multiple  agencies  (91a).  The 
program  is  also  developing  and  evaluating  new 
strategies  for  behavior  change  in  at-risk  and  infected 
adolescents  (91a),  A  similar  pediatric  AIDS  health 
care  denK)n5tration  proj^t  is  funded  by  DHHS  to 
serve  high-ride  and  inf^ned  adolescents  in  Los 
Angeles  (91a)*  As  Hein  notes,  although  these 
programs  are  located  in  high-risk  areas  fcnr  adoles- 
cent HIV  infection,  together  they  touch  only  some  of 
the  at-risk  and  HIV-infected  adolescents  in  the 
United  States  (91a). 

The  niunber  of  adolescents  diagno^  with  AIDS 
at  present  is  small,  but  the  ^p^tmt  inadequacy  of 
prevention  efforts  may  mean  an  increase  in  the 
niunber  who  b^ome  HTV  inflated.  This  makes  the 
existence  of  barriers  to  treatment  such  as  the  li^k  of 


^    ^Soe  e^)cciAlJy,  ch.  15*  "Majc^  Isfites  tn  the  DeUvciy  of  Prunary  and  ComprelieQsive  Heallh  Scfvkes  to  Adotescents,'"  in  Vol.  m. 
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clinical  trials  specific  to  adolescent  dosages,  and  the 
limited  access  to  AIDS  clinical  trials  by  adolescents 
generally  (especially  by  black  and  female  adolcs- 
oratsX  exc«edin^y  inqm^ 
no  n^hanism  has  been  set  up  so  that  adolescent 
health  aart  practitioners  can  p^cipate  in  the  AIDS 
Clinical  Trials  Group,  whidi  is  tl^  consortium  of 
fi^ierally  ^nsored  centers  canying  cntt  trials  (90*157). 

Ma|or  Federal  Programs  Related  to  HIV 
Infection,  AIDS,  and  Other  STDs 

All  levels  of  government — ^Fedi^,  State,  and 
local — have  taken  on  some  responsibility  for  con- 
trolling the  spread  of  HTV  inflection,  AIDS*  and 
STDs  within  the  adolescent  population.  Within  the 
Federal  Government,  the  fnimary  responsibility 
rests  with  DHHS,  particularly  the  Public  Health 
Service.  Federal  suj^rt  for  AII>S-  and  STD-related 
activities  is  provided  through  block  grants  to  the 
States  and  through  funding  for  research  and  d^on- 
stration  projects. 

Federal  support  to  States  for  AIDS-  and  STD- 
related  activities  is  provided  through  block  grants 
under  Title  V  of  the  Social  Security  Act  (maternal 
and  child  health  services  block  grants)  and  Title  XX 
of  the  Social  Security  Act  (social  services  block 
grants)*  States  are  given  wide  discretion  in  determin- 
ing what  services  to  support  with  block  grant  money 
and  in  determining  which  groups  should  be  eligible 
for  services.  States  use  portions  of  rheir  block  grant 
money  to  support  AIDS-  and  STD-related  services 
for  all  age  groups,  including  adolescents,  although 
the  exact  amounts  are  difficult  to  determine.  Report- 
ing requirements  from  the  States  to  DHHS  are 
minimal.^ 

DHHS  funds  demonstration  and  research  projects 
related  to  AIDS  and  STDs.  DHHS'  HTV/AIDS  and 
STD-related  projects  that  included  or  targeted  adoles- 
cents 1989-90  are  listed  in  table  9-13.  Most  of  the 
projects  include  adolescents  as  part  of  a  larger 
population,  but  some  target  adolescents  specifically. 

According  to  infomiation  collected  in  CXTA^s 
survey  of  Federal  agencies  involvol  in  adolescent 
health*^  the  Public  Health  Service  and  other  agen- 
cies within  DHHS  typically  spend  no  more  than  10 


paxxm  of  tteir  budgets  on  adolesceat-specific 
activities.  Most  of  the  funds  for  adol^cent-specific 
activities  are  on  pogiams  and  projects  related 
to  the  consequ^^es  of  adolescent  sexual  inter- 
course. As  tabte  9-13  illustrates,  DHHS  agenci^^ 
gennally  give  greater  raiphasis  to  projects  related  to 
HIV  infection  and  AIDS  Uian  to  projects  related  to 
tr^ti(mal  STDs.  This  CTi|^iasis  is  not  surprising 
^ven  the  fact  that  DHHS  has  idratifted  AIDS  as  the 
Nation's  highest  health  priority  (214),  According  to 
OlA's  survey »  DHHS  agimcies  spmX  over  $150 
million  in  fii^  year  1990  supporting  AIDS-  and 
STD-related  efforts — including  research,  preven- 
tion,  service,  and  treatment  activities — that  target 
adolescents  (207^08^14,227,25 1,257,258). 

AIDS  and  STD  jnevention,  treatment,  and  re- 
search activities  that  include  or  target  adolescents 
and  are  being  supported  by  DHHS  are  discussed 
further  below. 

Federal  Programs  Related  to  AIDS  and 
STD  Prevention 

DHHS  supports  ntm^rous  preventive  interven- 
tion and  research  efforts  to  control  the  spread  of  HIV 
infection  and  STDs  among  a  larger,  more  general 
population  receiving  Federal  funds.  This  approach 
r  lay  increase  the  types  of  AIDS  and  STD  preventive 
interventions  available  to  adolescents  but  limit  the 
^ypropriateness  and  usefulness  of  these  interven- 
tions for  adolescents.  The  National  Institute  on  Drug 
Abuse  within  the  Alcohol,  Drag  Abuse,  and  Mental 
Health  Administration,  for  exart^le,  has  supported 
many  studies  of  preventive  interventions  for  HIV 
infection  relative  to  drug  use  and  sexual  behaviors; 
however,  few  studies  of  preventive  interventions 
have  focused  on  drug  use  and  sexual  behaviors 
among  adolescents,  and  data  from  mostly  adult 
participants  cannot  be  generalized  to  adolescents 
(215).  The  Division  of  Sexually  Transmitted  Dis- 
eases and  HTV  Prevention  within  CDC*s  Center  for 
Prevention  Services  suppcsts  partner  notification 
efforts  and  screening  for  STDs  at  various  locations 
(e.g«,  family  plarming  clinics,  outpatient  obstetrics- 
gynecology  clinics)  as  major  approaches  for  identi- 
fying people  who  are  potentially  infected  with  STDs 
(117).  If  issues  in  partner  notification  efforts  for 


^ntil  recently,  for  wtmph,  Stetes  were  roquired  only  to  report  immU4  mc  of  Title  XX  social  services  block  gram  fvods  to  tlu  Secn^ary  of  DHHS 
(200).  The  Family  Support  Act  of  1988  (Public  law  10(MS5)  required  States  to  begin  to  report  d^kd  itrformation  on  servkxs  actually  fundod, 

^fOT  a  more  io^iqnii  discussion  of  the  Federal  OovenuBem's  activibes  related  to  adolescent  health  and  a  inscription  of  OIA*s  survey,  see  ch.  19. 
"The  Role  of  Federal  Agencies  in  Adolescent  Health,'*  in  Vol.  m. 

ERJC  3i.} 


Table  9-13— Department  of  Heatth  and  Hu?nan  Services  rtV/AIDS-  md  STD-Related  Projects  and  Grants  That  include  or 

Target  Adolescents,  1989-90* 


Agency 


rndudes 
atfole$o9ftts 


Taigets 


Offtee  of  Humaii  Dovetopfront  Servloes  (OHDS) 


Pubttc  ^toatth  Servte9  (PHS) 
Alcohol.  Dn^  Ab^,  and  Mental  Health 
Admtn»$tfBtion  (ADAMHA): 
♦  National  Institute  on  Dnig  Abuse  (NIDA) 


National  Institute  of  Menial  Health  (NIMH) 


Centers  for  Disease  Control  (CDC): 
•  Centef  tor  Chrortu  Disease  Prevention  and 
Heatth  Promotfon 

— Dtvision  of  Adolescent  and  School  Health 


31." 


Irtei^jency  adreemem  wtth  the  PutMIc  Health  Sen^  to  moblltee  natlomi  neeouroes  for 
youth  with  ^W  Infection  and  AfDS-roSated  comf^ 


HtV  Rrwan^  mni  Rested  R9smtrct. 

1.  Rve  grants  fbousing  m  HIV  prev^^  Intervention  strategte  that  pioniote  chan^ 

TtsKHnelated  behave  In  nrilnerfty,  aA^esoent,  and  him^^ 
Z  AIDS  Cwnpr^wtstve  Conwnuf^  Outreach  DennonstfaUon  Presets:  ttoi^etop  effective 

preventive  strate(^^ieacWng  IV  dnigusere  not  In  dnig  tnwrtnienl  and  their  sexual 

partnm(203). 

3.  AIDS  TaigeM  Outreach  Demon^rafim  Contracts:  focusing  cm  fV  dmg  i^ers  (203). 
4>  Eleven  PrevwH*on-lnterv»ntion  Studies  ranging  from  w-the-street  contact  to  mult^le 

sKll^tratnlr^  sessions  (213). 
5.  Multimetfia  Cocaine  Abuse  Prevention  Canpjtfgn:  radio,  print  and  television  pulrfte 

service  announowie^  to  he^  provem  eocene  use  anwng  oWw"  ad^esowTts  and  )«>^ 

at^Tts  (213). 

AIDS  dTKl  Its  e^iaviorai  Cm^:  Children's  Knowlec^  and  Emotk>ns:  reseanc^  that  Is 
devetopnentalV  based  and  studto  6^  to  i  Z-year^chltdren's  Kimrledge,  attlti^  and 
leeflngs  related  to  AIDS,  sexuality*  and  su^rm  abuse  (see  NIMH  and  NK:hhd  also) 
(282). 

1.  AtDS  extrarrural  grants  to  the  HIV  Center  for  Clinical  and  Behavioral  Studies  and  the 
CenlerfOrAIMPreventkw  Studies:  HfV  prevention  efforts  targeting  actol^^ 

sex  rtfwiders.  ninawvE^.  and  sexuaBy  acthre  adotesoenl  females  ^^es  14  to  20  (2(^. 

2.  K/^nisite,  multlpopuiatlon  studies:testbehavlorallnterv»nions  to  stopthe  spread  of  HIV 
Infection  (1).  \ 

a  AIDS  and  Its  Behavioral  Causes:  Chiklren's  Knowledge  and  Ennotions:  research  tl^  is 
developmentatly  based  and  stud^  6-  to  l2-year^chlldnen's  knowledge,  attitudes  and 
feeling  related  to  >U[^.  sexuality,  and  sut^rx^  abu^  (see  NIDA  and  NICHHD  a^) 
(262). 


1.  Cooperative  agreements  with  20  rational.  55  State,  and  16  local  education  agendas: 
help  Implenwt  effective  programs  of  school  health  educatlw  to  prevent  the  spread  of 
HIV  ^7). 

2.  Technical  assistance  to  Sate,  territorial,  and  local  departments  of  eAicalton:  develop- 
ment and  Implem^atlon  of  an  anonymous  8^-admlnist««d  questtonr^re  to  high 
school  students  about  their  HiV-related  knowlec^  and  behaviors  (231). 

tnVandSTD  Pjrwerrtion: 

Assisting  the  Dh^on  of  R^noducthfe  Health  within  COO'S  Center  for  Chronic  Disease 
Prevention  and  Health  Promotion  In  devekiping  the  Youth  Risk  Behavtor  Surveillance 
System:  will  perlodk^ally  measure  changes  In  heaRh  risk  b^aviors.  IndudirH}  <<nig  use  and 
sexual  intercourse  that  can  r^ult  in  AIDS  and  STDs  (108.227.231). 


X 
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X 

X 


X 
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Contimjad  an  nextps^ 


9-ia^.S.  Department  of  Heattft  ami  Human  Sarvicas  WV/AH)S-  and  STD-Ralatad  Prolacts  and  Grants  That  IncliKte  or 

Target  Adotescants,  1989-90^ontinuad 


Center  for  Infsctioi^  Df9ea$ds 


*  Center  for  Prevention  Services 
— Dlvfsk>n  of  Sexuairy  Tranemmed  Diseases 
and  HIV  Prevention 


Natfonal  AIDS  Information  and  Education 
Program  (hiAlEP) 


Health  Resources  and  Services  Administration 
(HRSA): 

•  Bureai  of  Maternal  and  Child  Health 


3iV 


Pemonstration  or  r^earch  prpjects/gmnts  that  f  nc^cte  or  target  adotescents'^ 


tnctudes 
adolescents 


Targets 
adolescents 


Research  and  prevemion  projects:  study  HIV  piwalenoe  and  rtak  factoi  s  for  adolescents 
attmding  cftnJcs  In  Bronx,  New  Ytork,  and  Washington.  DC  (227) 


1.  AfDS  Community  Dwionstratkm  Projects:  evaluate  strategies  for  preventing  HIV 
transmission  (5  out  of  7  target  schoc^c^  youth)  (240). 

2.  Cooperative  Agreements  for MlnoittyCkmirnunlty-Based  Human  tmnwnocW^ 
(HIV)  Prevemion  Pn^cts. 

1.  Partner  notlfkanon  and  screening  efforts  to  reach  Infected  Individuals,  Indudlno 
adolescents,  at  rtsK  fw  STDs  (117).  ^ 

2.  Dev^«^>ment  and  review  of  STD  curricula  In  the  sctools  (1 17). 

3.  Grants  and  cooperative  amnte  to  1 0STD  Preventton/TrBdrting  Centers:  trtf  n  profession- 
ate,  phy^cians-ln-tredr^ng,  and  other  stdlf  of  STD  ContrjN  and  HIV  Prei^ntlon  Progranw 
In  dl^nosls.  mar^ement.  prevwtlon.  patient  oounseUng,  and  standards  of  care  for 
STDs  and  HIV  Intectton  (55  FB  7570^^. 

4.  National  STD  Hotline  (1 1 7). 

5.  Preventive  Health  Services-Sexual^  Tnaiwmltted  Diseases  Research.  Demonstration, 
and  Public  Information  and  Education  grants:  dwetop.  Improve,  and  evaluate  innovative 
approaches  to  tlw  clinical  care  of  STDs  and  study  the  role  of  hwlth  behaviors  in 
transmittfr^  STDs  (55  FR  17308). 


HfV  Pr9v&fnk>n: 

1.  MuHlmedIa  "Amert«i  F^poncto  to  AIDS"  camp^gn  phase  targeting  adolescents  and 
parents:  pronwe  commurtotion  about  HfV  and  AIDS  between  adults  and  adolescents 
enojurage  adolescents'  adoption  of  less  rtsky  behaviors,  and  Increase  the  oenerai 
puWIc's  awareness  of  adotesoents  and  AIDS  (183.210). 

2.  Natk)nal  AIDS  Hotline. 

3.  Natfonal  AIDS  Cleannghouse. 

AOS  TrBafmBfn  and  Related  R^earx^. 

1 .  Subaoite  Care  Demon^rallon  Project  Grants ;  provide  medical  care  and  tr^iment  to  HV 
infected  IndMduate  (55  FR  12918). 

2.  AIDS  Fte^>nal  EdiK»tit»i  and  Training  C^ers. 

3.  Conrnmity  and  migrant  health  oontors. 

4.  Pedlatfte  AIDS  Health  Care  Servk^  Deawnstratlon  Pn)tects;  meet  the  needs  of  HIV 
Infected  cltlWren  and  adol^cents  by  providing  comprehensive  senrfcos  through  the 
collaboiation  of  community  agendas  (1<X)). 

5.  Pedlatrfc  AIDS  Comprehensive  Center  Demonstration  Projects:  form  a  consortia  to 
provtdeservices,  cofHfeiCt  nsseanch.  and  pn>^  tre^r^f^  tofwf^ 

other  Indhfldimte  wortdng  with  pediatric  AIDS  populations  (100) 

6.  National  Issues  of  H^h  Prtortty  In  Pediatric  AIDS  (100). 

7.  Spedaf  Projects  of  Retforwl  and  Nmionat  Sigrtifteance  (SPRANS)  grants*  fund 
Hemophilia  Diagnostic  and  Treatment  Centers  that  provide  comprehensive  care  to 
children  and  adolescent  with  chronic  Illness  (252). 


X 
X 
X 


X 
X 


X 
X 


X 

X 
X 


X 
X 


Table  9-13--U.8.  Etopartment  of  Health  and  Human  Servicro  HV/AS>S-  and  STD-Related  Pro{eets  and  Grants  Ttat  Include  or 

Target  Adolescents,  1989-90^— Continued 


Agency 


Demonstration  or  fes^rch  pfojecta/gmnts  ttmt  in^de  or  target  ariotesoemrf' 


adofosoents 


Targeta 


Nations)  tnstftutes  of  Health  (NfH): 
•  rational  Cancer  Institute  (NCI) 


•  Natk^na^  Center  for  Research  Resources 


NatlonaJ  institute  of  AJiergy  and  infectious 
Diseases  (NtAfD) 


•  National  Institute  of  Child  Health  and  Human 
Deveiopment  (NICHHD) 


Office  of  f*oputatton  Affairs  (CPA) 


Office  of  Minority  Health  (OMH) 


Resesfvh  Relatsd  to  ADS  Tm&tmeft 

Expanded  oHgil^Rty         lo  Inckide  HlV-lnfacted  adolescents  wHh  hemophilia  in  AIDS 
treatm«it  i»i^)oote  (257). 
Resemi^  Healed  to  ^Pfw»n0on: 

Somed^  research  support  grant  prospam:  }W  Center  for  Cllr^cal  and  Behavior  Studies 
used  the  hmds  to  oonduct  piM  mtwvlewa  with  adolescents  Ih^ng  on  the  strsete  and  10th 
grade  put>l^  h^  scDool  adotesoents  to  ir^rease  undor^anding  of  ti^r  attltu<l^  and 
icnowledge  r^yarding  An>S  prevention  (1S9.^7). 

1 .  AIC^  vmscine  eva^atlon  ufits  (2821 
Z  AU^  dli^  tdate  units, 

3.  Coc^>efative  aspiemients:  Increase  the  participation  of  indivic&ials  from  racial  and  ethnic 

minoitty  groups  In  dlntoal  trfaSs. 
R^afch  fimMfo  STD  Tre^ment 

1 .  Research  for  the  ^velopment  of  v^nas  for  gonorrhea,  chlamydia,  syphilis,  and  herpes 
^mf^  vims  type  2, 

2.  Research  on  the  nature  history  and  therapy  of  the  human  papinomavlrus. 

Res&arch  f^alBd  to  AS^  Pm¥Bfj^  and  lysaims^ 

1,  AIDS  and  Hs  Behavioral  Caises:  Children's  Knowledge  and  Emotons:  research  that  Is 
developmentaily  based  and  studies  6-  to  1 2^year-old  <^iid  ren's  knowledge*  anitudes  a  nd 
feelings  related  to  AIC®»  sexuality  and  sut>stance  abuse  (also  see  NIDAand  NIMH)  (202). 

2.  Research  on  the  trar^tssh>n  of     from  mothers  to  children  (25$), 
Resssffvh  f^ated  to  STDs: 

f^sear^  on  pefvic  Innammatory  disease  (258). 
RdseanARekdedtoAVSandSTDs: 
Research  on  the  relationship  t>etween  STDs,  inditing  AIDS*  and  ferti  fity  related  twhavtor 
(258). 

and  S7X>  Tn^fmenf 

Demonstration  projects  under  Title  X  (Family  Plani^ng  Sen^lces  ar^l  Populatton  Research 
Act  of  1970  JPublfc  Law  91-5721)  0^  the  Public  Health  Service  Act  and  Title  XX  (Adolescent 
Family  Life  Demonstration  Projects)  of  the  Pubtic  H^h  Senrioe  Act:  direct  services  rented 
to  AIDS  and  STDs. 
HfVPfmrontfon: 

Minorfty  HIV  Educa^on/Prevention  Grant  Program  to  4  national  and  23  community-based 
min^ty  orgaryz^kms:  esq^and  innovative  e(&ication^reventlon  activities  lo  racially  and 
ethnlcaBy  diverse  populations  (22)> 


X 
X 


X 
X 
X 


X 
X 


X 
X 


^Based  primarily  on  OTA'a  survey  of  Federal  agondes  Involvsd  In  adetseoent  health. 

bMumtvrs  la  par^rrthe&oa  aro  reforances  to  dtatlorw.  Full  dtatbna  are  llatad  at  the  end  of  thte  chapter* 

^SPtWiS  grants  are  supported  through  a  10-  to  15-parcent  Federal  sst-eslde  from  the  Maternal  arid  Chiid  Health  Servfoes  blodt  grant  appropriation  each  fiscal  ^ar  (24d). 
SOURCE:  Office  of  Technology  Assessmfint,  1991 . 
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sdolescents  differ  from  the  issues  for  adults,  they 
may  receive  inadequate  attention. 

As  shown  in  table  9-13,  some  fetterally  support^ 
AIDS  and  STD  preventi(»i  projects  do  target  iHk>les- 
c«us.  Often,  though,  young  ^olesc^nts  either  do 
not  receive  the  preventive  intervention  or  rroeive  the 
same  intovention  as  older  adotescoits.  There  is 
little  i^gnition  of  adolescents'  differing  develop- 
mental perspectives  and  needs.  The  Division  of 
Sexually  Transmitted  Diseases  and  HIV  Prevention 
within  CDC's  Center  for  Prevention  Services,  for 
example,  is  supporting  cooperative  agreements  for 
prevention  projects  for  nudal  ami  ethnic  minority 
communities;  this  effiort  is  not  adol^cent-specific, 
but  the  development  of  activities  for  ^lescsnts 
living  on  the  streets  is  considered  a  priority  (55  FR 
9955).  In  the  grant  announcement  for  the  projects, 
however,  no  mention  is  made  of  the  difToing  needs 
of  younger  and  older  adolescents  who  live  on  the 
streets.  A  l(V-year-oId  is  unlikely  to  require  the  same 
types  of  interventions  as  an  18-year-old. 

Tlie  Division  of  Adolescent  and  School  Health 
within  CDC's  Center  for  Chronic  Disease  Preven- 
tion and  Health  Promotion  focuses  solely  on  adoles- 
cents unlike  the  other  DHHS  agencies.  In  fiscal  year 
1990,  the  Division  of  Adolescent  and  School  Health 
awarded  over  $24  million  in  cooperative  agreements 
to  20  n^onal,  55  State,  and  16  local  education 
agencies  to  develop  effective  programs  of  school 
healdi  education  to  prevent  the  spread  of  HIV  (227). 
In  fiscal  year  1989,  the  Division  of  Adolescent  and 
School  Health  awarded  5-year  contracts  to  lOX 
Assessment  Associates,  Macro  Systems,  Inc.,  and 
Westat,  Inc.  to  perform  evaluation  and  survey 
research  pertaining  to  HIV  and  AIDS  (227).  The 
Division  of  Adolescent  and  School  Health  has  also 
I^vided  technical  assistance  to  State  and  local 
<feparlments  of  education  to  develop  and  implement 
an  annual  school-based  survey  of  9th  to  12th  grade 
students  in  public  and  private  schools  0227,231); 
during  1989,  the  survey  questionnaire  focused  on 
students*  HIV-related  knowledge,  beliefs,  and  be- 
haviors. Finally,  the  Division  of  Adolescent  and 
School  Health  has  worked  with  State  and  local 
departments  of  education  and  other  Federal  agencies 
to  develop  a  surveillance  system — the  Youth  Risk 
Behavior  Surveillance  System — that  will  periodi- 
cally measure  changes  in  adolescents*  high-risk 


behaviors,  including  sexual  activity  resulting  in  the 
transmission  of  HIV  infection  and  STDs,  between 
1991  and  2000  ( 108,227,23 1).8»  The  system  wiU 
inovide  con^jarable  data  across  national.  State,  and 
local  populations  of  adoleK»nts. 

As  this  Report  was  going  to  iwess,  CDC  was 
hoping  to  issue  requests  fen-  pn^sals  to  fiind 
coalitions  to  identify  and  provide  outre^  ami 
preventive  services  to  adolescent  populations  at  high 
risk  of  HIV  infection  and  odier  health  pooblems, 
such  as  out-of-school  ytmth  ^72a).  Under  this 
psogram,  coalitions  would  be  funded  in  3  cities  with 
the  highest  caselt^  of  HIV  infection  (272a).  One 
city  would  be  named  a  trainii^  and  demonstration 
site  which  would  bring  togedur  individuals  from 
organizations  working  widi  adolescoits  (e.g.,  local 
education  agencies,  local  healA  agm^i^,  detention 
centers,  runaway  shelters).  These  individuals  would 
then  be  trained  in  AIDS/HIV  prevention  methods 
and  encouraged  to  build  coalitions  in  their  city. 
(272a). 

Three  FoJeral  agencies  that  do  si^)port  research 
on  young  adolescents  are  the  National  Institute  of 
Child  Health  and  Human  Development  within  the 
National  Institutes  of  Health  and  both  the  National 
histimte  of  Mental  Health  and  the  National  Institute 
on  Ehug  Abuse  within  the  Alcohol,  Drag  Abuse,  and 
Mental  Health  Administration.  These  DHHS  agen- 
cies support  researdi  that  is  developmentally  based 
and  stu(6e$  6-  to  12-year-olds'  knowledge,  attitudes, 
and  feelings  related  to  AIDS,  sexuality,  and  sub- 
stance abuse  (262). 

From  responses  to  OTA's  Federal  agency  survey 
and  the  list  in  table  9-13,  it  is  clear  that  HIV 
prevention  efforts  among  adolescents  receive  much 
more  emphasis  21  the  Federal  level  than  do  STD 
prevention  activities  (2O7.208,214,227;251,257,258). 
Even  the  one  division  within  CDC  that  in  the  past 
was  devoted  to  STD  control  is  now  called  the 
Division  of  Sexually  Transmitted  Disease  and  HTV 
Prevention  and  has  as  cme  of  its  current  prioriQr  areas 
the  reduction  of  HIV  infection  (227).  Since  1985, 
HIV  prevention  efforts  have  received  a  larg«-  share 
of  financial  and  personnel  resources  than  have  STD 
prevention  efforts  at  both  die  Federal  and  State 
levels  (240).  In  fiscal  year  1990,  for  example,  CDC's 
Division  of  Sexually  Transmitted  Diseases  and  HIV 


'^Tbeimvalcaoe  of  other  heaitfa  risk  behaviore  ilut  witi  be  measured  include  drug  use,  alcohol  use.  tobacco  use.  dietiry  patterns,  inadeqnate^ijrsicat 
activity,  and  behaviors  resulting  in  accidental  iojuriea  (231  >. 
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nnevemion,  received  an  estimate  $23.7  million  for 
adolescent  5TD  and  HTV  activities;  the  Dimion  of 
Adolescent  School  Health,  wh^  most  funds  are 
being  used  to  st^^rt  the  deveiopmrot  of  effective 
HIV  education  for  adolescents^  received  over  $36.5 
million  (1084 18^27). 

DHHS  may  be  emfdiasizing  the  {neventio^  of 
HIV/AIDS  among  adolescents  several  reasons. 
First,  although  STDs  other  than  HIV  infection  are 
more  prevalent  in  the  adolescent  population,  HTV 
infection  has  potentially  grea^  amsequences  for 
affected  individuals,  their  families,  and  society. 
There  is  no  cure  for  AIDS,  and  AIDS  is  a  fatal  and 
often  costly  disease;  most  STDs,  on  the  other  hand, 
are  curable.  An  additional  reason  for  DHHS'  em{dia* 
sis  on  AIDS  prevention  rather  than  SID  prevention 
is  that  Ccmgress  has  earmariced  funds  for  AIDS 
preventicm.  For  example,  although  the  mission  of  the 
Division  of  Adolescent  and  School  HeaMi  in  CDC 
is  broad  in  relation  to  adolescent  health,  most  of  the 
Division's  funding  has  been  provided  specifically  to 
help  schools  prevent  HIV  infection  among  adoles- 
cents (108,227), 

It  is  important  to  note  that  the  methods  that 
individuals  adopt  for  preventing  the  sexual  transmis- 
sion of  HIV  infection  and  STDs  are  virtually 
identical — abstaining  from  sexual  intercoms  or 
nKKlifying  sexual  or  drug-using  behaviors  that  put 
one  at  ri^  of  infection.  While  federally  supported 
STD  educational  cunicula  incorporate  AIDS  infor- 
mation, the  importance  of  STDs  other  than  AIDS 
tends  to  be  i^red  in  most  HIV  educational 
curricula  (117).  Federally  supported  surveys  often 
question  adolescent  students  about  their  knowledge 
and  attitudes  related  to  AIDS  but  do  not  ask  similar 
questions  about  their  knowledge  and  attihides  re- 
lated to  STDs*  An  exception  was  the  National 
Adolescent  Student  Health  Survey;  this  survey — 
supported  by  DHHS  through  the  Office  of  Disease 
Prevention  and  Health  Promotion,  CDC,  and  the 
National  Institute  on  Drug  Abuse — did  ask  adoles- 
cents in  school  questions  about  tbeir  knowledge  of 
both  AIDS  and  STDs  (7). 

Generally,  most  of  the  money  from  DHHS  that 
supports  AIDS  and  STD  prevention  projects  for 
adolescents  goes  to  projects  that  are  located  in  the 
schools  and  in  major  metropolitan  areas.  This  focus 
is  reasonable  b^ause  most  adolescents  are  in  school 
and  metropolitan  areas  have  had  the  highest  reported 
{mvalence  rates  of  AIDS  and  STDs.  On  the  other 


hand,  invention  activities  in  ^hools  will  not  reach 
out-of-sdiool  adolesmits  who  are  at  increased  risk 
of  infection,  such  as  runaway  and  homeless  adoles- 
cems,  aiKl  prevention  efforts  ronmitrat^  in  metio* 
politan  areas  will  not  reach  adole»:eiits  in  rural  and 
c^ha  areas  that  are  not  yet  reporting  hig^  rates  of 
infection* 

As  directed  by  Congress*  most  funds  for  HIV 
[mventiim  efforts  by  the  Divi^n  of  Adolescent  and 
Sch<H>l  Healdi  in  CDC  are  direct^  to  adolescent  in 
schools.  CDC  guidelines  stme  that  HIV  prevaition 
efforts  should  be  consis^t  with  community  and 
(mr»tal  standards  ^2)  so  State  and  local  school 
boards  of  ediK^ation  have  control  over  the  scope  and 
content  of  HIV  and  STD  preventive  n^sages  in  die 
schools.  The  role  of  the  Division  of  Adolescent  and 
School  Health  in  determining  the  content  of  educa- 
tional messages  about  AIDS  and  STDs  to  adoles- 
cents in  sch<K>l  is  quite  limiteda  In  some  c^mmnmi- 
ties,  teadios  are  not  permitted  to  discuss  condoms 
as  a  method  of  protecticm  against  HIV  and  STE^  for 
fear  that  such  discussicm  promotes  sexual  activity. 
Thus,  students  in  those  communities*  who  do  »igage 
in  sexual  intmourse^  may  not  receive  basic  infmma- 
^on  about  how  to  protect  themselves  against  HIV 
infection  m  STDs.  A  recent  survey  by  the  National 
Association  of  State  Boards  of  Education  found  that 
only  three  StiUes  actually  had  policies  indicating  that 
condom  use  should  be  di^nissed  as  either  a  recom- 
mended or  unreliable  method  of  protection  (I47)« 

Increasingly,  agencies  within  the  Public  Health 
Service  are  taigeting  moi^y  for  prevention  efforts  to 
out-of-school  adolescents  (e.g.,  drq>outs,  runaways) 
who  may  be  at  increased  risk  of  infection.  As  shown 
in  table  9-13,  CDC*s  Division  of  Sexually  Transmit- 
ted Diseases  and  HTV  Prevention  is  supporting  the 
evaluation  of  strategies  for  preventing  HTV  trans- 
mission throu^  seven  AIDS  community  d^on- 
stration  projects.  Five  of  the  seven  demonstration 
projects  target  school-aged  adolescents,  particularly 
those  who  are  on  the  streets  (240).  In  addition,  the 
National  Institute  of  Memal  Health  (within  the 
Alcohol,  Drag  Abuse,  and  Mental  Healdi  Adminis- 
tration) and  the  National  Center  for  Research 
Resources  (within  the  National  Institutes  of  Health) 
are  supporting  AIDS  extramural  grants  to  the  HIV 
Center  for  Clinical  and  Behavioral  Studies  for  HTV 
preventicm  efforts  targeting  specified  ^ups  of 
adolescents,  including  runaways  and  sex  offenders 
(159,203,216,257),  Finally,  the  National  Institute  on 
Drag  Abuse  (within  the  Alcohol,  Drag  Abuse,  and 
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Mental  Health  Admmistration)  provided  $713,486 
in  fiscal  year  1989  for  an  AIDS  Community 
Outreach  DenKm^ratiim  Project  in  San  Antonio, 
Ibxas,  targeting  AIDS  ediK»ti(m  to  ^olescooit 
nmaways  (214),  ami  the  National  Network  of 
Runaway  and  Youth  Sexvices  in  fi^  year  1 989-90 
recdved  $156,000  from  the  Diviaion  of  Adolescrat 
and  School  HealA  in  C!DC  to  tsnsim  that  its 
youth-serving  a^ncies  throughout  the  United  States 
operate  AIDS  invention  and  education  programs 
(209,227). 

Because  of  limited  funds  and  higher  reported 
{Hevalence  rates  of  HIV  infection  and  STDs  within 
major  metropolitan  aieas,  most  Fedml  funds  are 
directed  to  urban  areas.  CDC^s  Division  of  Sexually 
Transmitted  Diseases  and  HTV  Ptevention,  for 
example,  provides  grants  and  cooperative  agiee- 
n^ts  to  10  STD  I^entira/I>aining  Coiters,  all  of 
which  aie  located  in  large  metrq)oIitan  areas  mh  as 
Newaric,  Baltimore,  Chicago,  Dallas,  Doivex,  and 
Seattle  (227)  (54  FR  8828;  55  FR  7570).  This 
Division  also  sui^>orts  two  demonstration  projects, 
one  in  New  York  City  and  one  in  San  T^cisco 
(227).  Recenay,  CDC  has  provided  funding  for 
community-based  education  in  several  cities 
throu^  the  U.S.  Conference  of  Mayors,  including 
New  York,  San  Francisco,  and  Los  Angeles,  in 
addition  to  providing  money  to  the  States  to 
distribute  to  localities  (198),  The  U.S.  Conference  of 
Mayors  received  $857,000  in  1991  and  planned  to 
award  grants  to  17  noiqm)tit,  nongov^nn^tal, 
conmiunity-based  organizations  (198a).  Out-of- 
school  youth  and  racial  and  etfmic  minorities  are  two 
priority  groups  receiving  education  firom  these 
community-based  efiforts.  Given  that  overall  AIDS 
cases  are  becoming  increasingly  common  in  rural 
and  noDcoastal  areas  (77),  direct  funding  of  effints 
in  these  areas  as  weU  may  help  prev^t  further 
transmission  of  infection  into  yet  uninfected  popula- 
tions. 

The  most  effective  way  for  adolescents  to  avoid 
acquiring  an  HIV  infection  or  STD  is  to  abstain  firom 
sexual  intercourse.  For  adolescents  who  do  not 
abstain  firom  sexual  intercourse,  however,  the  proper 
use  of  condoms  is  the  most  effective  method  to 
reduce  the  chances  of  infection  (222).  Few  federally 
supported  projects  are  smdying  adolescents*  atti- 
tudes toward  condoms  in  relation  to  the  prevention 
of  HTV  and  STDs.  CDC*s  Division  of  Sexually 
lYansmitted  Diseases  and  HTV  Prevention  is  sup- 
-^rting  applied  research  projects  that  not  only  will 


study  people*s  attitudes  toward  condom  use  but  wiU 
evahiate  5ti^g»»  using  (xn^cmis  for  comrolling 
syphilis,  but  ^me  jmjects  are  ncA  adolescent- 
specific  (54  FR  8828).  In  addition,  during  fiscal  year 
1987-88,  the  National  Institute  of  Heal&*$  National 
Instimte  of  Child  Health  and  Human  Development 
mi^  the  ctevekqmatait  of  safe,  more  efifective 
ccmtraceirtives  tiiat  would  he^  to  prevent  tl^  trans- 
mission of  HIV  infection  and  STDs  one  of  its 
{)doritii» .  The  reason  for  tte  lack  of  Federal  siq^port 
fOT  HTV  and  STD  preveaiticm  projects  related  to 
adolescents  and  condoms  is  unclear,  but  it  may  be  an 
unintended  reailt  of  the  Fi^deral  Govemmoit's 
nearly  exclusive  em{diasis  on  getting  adol^crats  to 
abstain  frcnn  sexual  intercourse.  Some  of  tibe  limita* 
ticms  of  relying  exclusively  on  abstinence  to  control 
the  spse^  of  HIV  and  STI>»  among  adolescents 
were  noted  earlier  in  this  chapter. 

DHHS  is  increasingly  directing  money  for  HTV 
and  STD  prevention  efforts  to  mend)ers  of  racial  and 
ethnic  mincmty  groui»  at  increased  risk  of  HTV  ami 
STDs.  As  directed  by  Congress  in  fiscal  year  1988, 
for  example,  the  OSk^  of  Mirority  Health  in  the 
Public  Health  Service  awarded  ^)proximately  $1.4 
million  to  4  national  and  23  community-bas<^ 
miuOTity  organizations  for  HIV  prevention  and 
education  efforts  directed  at  racial  and  ethnic 
minority  populations,  including  adolescents  (22). 
Five  of  tl^  HIV  prevention  projects  specifically 
address  the  needs  of  racial  and  ethnic  minority 
adolescents;  interventions  include  a  peer  teen  HIV 
prevention  program  for  black  youth  in  Los  Angeles 
and  family-based  HIV  i^evention  strategies  for  a 
Hi^yanic  commimity  in  Salt  Lake  CiQr.  In  Edition, 
CDC's  Division  of  Sexually  Transmitted  Diseases 
and  HIV  Prevention  has  made  street  outreach 
programs  to  assist  adolescents  on  the  street  get  HIV 
and  AIDS  risk-reduction  counseling  a  priority  activ- 
ity in  its  Cooperative  Agreen^ts  for  Minority 
Community-Based  HIV  Prevention  Pirojects  (55  FR 
9955).  These  projects  may  increase  understanding  as 
to  how  to  most  effectively  target  interventions  to 
adolescents  in  racial  and  ethnic  minority  groiq>s  with 
high  reported  prevalence  rates  of  HTV  and  STDs. 

Federal  Frograms  Related  to  AIDS  and 
STD  Treatment 

Primarily  because  relatively  few  adolescents  are 
diagnosed  with  AIDS,  fwlerally  funded  AIDS  treat- 
ment services  are  rarely  specific  to  adolescents. 
Most  AIDS  treatment  and  treatment-related  research 
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efforts  include  adolescents  within  populations  of 
adults  or  childrra.  Tt^  j^imaiy  agrades  within 
DHHS  that  provide  AIDS  treatment  services  or 
AIDS  treatment-related  research  are  die  Bureau  of 
Mati^nal  and  Child  HealOi  in  tl^  Health  Resources 
aiKl  Sovices  Administratioii  and  the  National  Insti- 
tute of  Allergy  and  Infectious  Diseases  in  the 
National  Institutes  of  Health.  Both  the  Health 
Services  and  Resources  Administration  and  the 
National  Institutes  of  Health  are  components  of  the 
Public  Health  Service. 

The  Bureau  of  Maternal  and  Child  Health  of  the 
Health  Resources  and  Services  AdministraticHi  funds 
various  AIDS  treatment-related  activitira  that  in- 
clude adolescents.  As  shown  in  table  9-13,  these 
include  subacute  care  demonstration  projects,  pedi- 
atric AIDS  healdi  care  services  demonstraticm  proj- 
ects (as  descril^  above),  pediatric  AIDS  ccmfipre- 
hensive  center  demcmstration  projects,  and  national 
issues  of  high  priority  in  pediatric  AIDS  (100^9). 

The  Bureau  of  Maternal  and  Child  Health  also 
administers  the  materoal  and  child  health  block 
grants  to  States.  As  discussed  at  the  beginning  of  this 
chapter,  however,  services  funded  with  these  grants 
are  determined  by  the  States  receiving  the  grants. 
The  Federal  Govemn^nt*s  ability  to  target  block 
grant  funds  for  AIDS  or  other  services  is  limited  to 
the  IS  pocent  of  the  block  grants  that  is  set  aside  to 
fimd  ''qiecial  projects  of  regional  and  national 
significance*'  (SPRANS)-  Through  SPRANS,  the 
Bureau  of  Maternal  and  Child  Health  supjKHls 
hmophilia  diagnostic  and  treatment  centers,  which 
have  been  recognized  by  tte  DHHS  Secretary's 
Workgroiq)  on  Piediatric  AIDS  as  models  for  com- 
inebensive  care  for  children  and  adolescents  with 
chronic  illness^  (90,209,252).  An  mtefdisdplinary 
team  of  professionals  provide  medical  and  dental 
care,  i^ysical  ther^y,  orthopedic  care,  psychoso- 
cial care,  vocational  counseling^  and  genetic  coun- 
seling in  inpatient  and  outpatient  settings  in  the 
context  of  an  adolescent's  family  (209).  With  the 
help  of  a  $6.2  miUion  transfo^  from  CE>C,  the  25 
regional  hemophilia  centers  will  focus  on  the  serious 
AIDS-related  problems  of  hemophiliacs  and  their 
families  (253). 


The  N^cmal  Institute  of  All^gy  and  Infectious 
Diseases  within  die  National  In^tutM  of  Health 
recoitly  made  adoleraents  eligible  u>  jmiticqmte  in 
adult  AIDS  clinical  trials  droi^mig  the  age  of 
eligibility  from  18  U>  13.'^  Because  adolescents  are 
not  actively  sought  to  paxtkipoic  in  trials,  howevo:* 
many  eligible  adolescoits  are  not  involved  (90^91a, 
184).  lb  encourage  the  particip^on  of  individuals 
from  racial  and  ethnic  mincmty  grraps  who  are 
uiKtorq)resented  in  clinical  trials,  the  Institute  has 
set  aside  $3.6  millicm  for  coqierative  agreeoKmts, 
but  th^  agreen^ts  are  not  q)ecific  to  adole«:»ts 
(283).  The  National  Institute  of  Allergy  and  Infec- 
tious CHseases  also  siq^its  rraearch  effort  to  study 
potential  vaccina  and  treatments  for  STDs  (e.g., 
goncmhea,  chlamydia,  syphilis,  and  herpes  simplex 
virus  type  2). 

Adolescents  can  receive  services  for  family  plan- 
ning and  STD-related  services  dirough  the  4,(X)0 
family  planning  clinics  mi^xmed  by  Federal  funds 
under  Title  X  of  the  Public  Health  Service  Act 
(Family  Planning  Services  and  Re'^eaich  Program 
[Public  Law  91-572]).  These  grant  programs  are 
administered  by  the  Office  of  Population  Affairs 
within  the  Public  Health  Service  of  DHHS«  Among 
the  current  priority  areas  for  Title  X  monies  are 
STDs,  AIDS,  the  involvement  of  familks,  and 
abstinence  (207).^  Adolescents  can  receive  STD- 
related  s^vices  through  some  demonstration  proj- 
ects fund^  under  Title  XX  (Adolescent  Family  Life 
Program)  of  the  Public  Health  Service  Act  (as 
amended  by  Public  Law  97-35).  Title  XX  of  die 
Social  S^urity  Act,  as  amended  by  Public  Law 
97-35,  audiorizes  funds  to  be  provided  to  States  for 
the  provision  of  social  services,  including  family 
planning  services  (207)*  The  Federal  Government's 
emphasis  on  encouraging  abstinence  from  sexual 
activity  and  the  r^juirement  that  organizations  not 
provide  abortion  services  (207)  may  have  the  effect 
of  limiting  sites  providing  STD  and  AIDS  services 
to  adolescents.  Adolescents  who  continue  to  engage 
in  sexual  intercourse  despite  die  Federal  Govero- 
n^t's  aiq>hasis  on  al^tinence»  thexefcm^  may  be 
placed  at  unnecessary  risk  for  HTV  infection  and 
STDs  because  access  to  apjn'opriate  STD  and  AIDS 
services  may  be  limited. 


^or  a  discitssioD  of  adolescdHs  with  dm>iiic  illness*  see  ch.  6,  "OirDiifa:  fftywai  Ilhygctn  Frevemim  and  Scnrioes,"  in  ttkls  vohime. 
^^The  insdtfties  oftbe  Nadiuial  Ifisdistes  of  Health  provide  servkes  <raly  io  coi^iiDctkm  with  their  teseaicli 

92For  timber  di«cttg$ic^  of  TUfes  X  and  XX  of  die  PuUlc  Heal^  Service  Act«  seech.  10,  ''Pregnancy  and  ParemiQg:  Prevoitiotn  and  Sefviccs,"  in 
Ibis  vohtme*  and  ck  19.  '*TheRo1cofFMerat  Agencies  in  Adotecent  Health,"  in  Vol.  m. 
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Recently,  the  Fedaal  Govenunoit  passed  the 
Ryan  White  Con^nehensive  AIDS  R^urces  Emer- 
g«)cy  Act  (Public  Law  101-381),  whidh  authorizes 
$4.4  bilUon  in  Fedend  fimding  to  metropolitan  areas 
hardest  hit  by  the  AIDS  epidemic.  The  Health 
Resources  and  Services  Administration  and  CDC 
widiin  DHHS  are  the  agencies  primarily  responsible 
for  die  implementation  various  aspects  of  the  act 
(198b). 

Conclusions  and  Policy  Implications 

An^  ami  other  STDs  are  in^xnrtant  adolescmt 
health  <»>ncems.  Although  AIDS  can  be  clarified  as 
an  STD,^^  it  has  sometimes  beoi  distinguidied  fam 
oth»  such  diseases  for  reasons  relat»J  to  ri^  &ctcxrs, 
ccmsequences  of  the  diseases,  ^rategjes  for  preven- 
tion, research,  and  implications  for  the  delivery  of 
treatmoit  services. 

Peihiqps  the  nujst  compelling  difference  between 
AIDS  and  odier  diseases  that  can  be  transmittiKi 
sexually  is  that  AIDS  is  almost  mevitably  fatal.'^ 
This  almost  certain  fatality,  pahed  with  the  long 
period  between  initial  infection  and  the  £^}pearance 
of  symptoms  of  AIDS  (now  thought  to  be  8  to  10 
years),  during  which  time  an  inflated  person  can 
unknowingly  transmit  the  virus  to  others,  makes  it  a 
particularly  frightening  disease.  Hius,  AIDS  has 
been  designated  the  Nation's  number  one  health 
priority  by  DHHS. 

Con(«m  about  HIV  infection  and  AIDS  among 
adolescents  seems  to  have  lagged  behind.  Perh^s 
one  reason  for  the  lag  is  that  the  long  latency  period 
means  that  few  ^olescents  (568  cases,  or  less  dian 
1  percent  of  AIDS  cases  in  the  United  States  through 
August  31,  1990)''  were  among  those  actoally 
diagnosed  as  having  AIDS. 

The  fact  that  few  adolescents  have  been  diagnosed 
with  AIDS,  however,  may  result  in  a  false  sense  of 
security.  Small  samples  of  adolescents  whose  blood 


has  been  tested  for  HIV  suggest  that  the  rate  of  HIV 
infecticm  may  be  as  hi^  as  3.4  percent  iinr  runaway 
and  homeless  adolescents  seen  in  New  York  City. 
Even  more  disturbing  is  tttc  finding  diat  people  who 
are  diagnc^  with  AIDS  in  didr  eariy  twenties 
make  up  4  pocent  of  AIDS  cases  in  dw  country, 
suggesting  that  HIV  infecttoo  may  be  higher  than 
currently  known  in  adolescents.'*  For  these  reasons, 
ASiXS  anumg  adolescents  should  be  of  critical 
concern  to  the  Nation's  health  policymakas. 

If  one  uses  prevalence  and  eaK  of  transmission  as 
benchmarks,  paired  with  long-tcmi  in^Ucations  for 
infertility  and  otho*  serious  drnmic  healdi  problons, 
some  di^as^  other  dian  An>S  diat  can  be  transmit- 
^sd  sexually  should  also  be  a  critical  ccmccm.  Yet 
anoOor  basis  fta  coa<xm  sSbont  traditiraal  STDs  is 
that  the  presence  of  some  STDs  may  fecilitate  die 
transmission  of  HIV.  Available  data,  incon^late 
though  they  are,  suggest  diat  the  rate  of  STDs  among 
^lescents  is  hi^.  Rates  for  chlffix^dia  infecti(m, 
the  most  jnevalent  STD  ancKmg  adolescmts,  varies 
from  3  to  37  pen^t  c^irading  upon  the  pojMlation 
surveyed  (see  table  9-6).  Rates  for  goncsrhea  vary 
from  3  to  1 8.5  percent  and  would  probably  be  hi^ier 
if  the  rates  w&e  based  on  the  number  of  sexually 
active  adolescents  rather  than  the  entne  adolescent 
population  (239,240).  Given  the  asymptomatic  na- 
ture of  many  STDs,  diverse  State  laws  for  reporting, 
adolescents'  lack  of  knowledge  about  STD  symp- 
toms and  about  the  availability  of  and  confidmtial 
treannem,  the  picture  of  STI^  among  the  adolesooit 
population  may  be  even  worse  than  it  appears. 

Efforts  to  inevent  both  HIV  infection  and  other 
STDs  are  stymied  by  a  lack  of  inftmnation  about 
adolescent  behavirais.  Unfortun^ly,  little  is  known 
about  the  extent  of  risky  sexual  practices  among 
adolescents  (including  nonuse  of  condrans  and 
sexual  intercourse  with  older,  perhaps  infected, 
individuals)  or  about  adolescents'  perceived  or 
actual  access  to  preventive  and  treatment  services. 


''Ahhoaglitbevinstlut  causes  AIDS  (HFV)  ran  be,  nidttsBiU]yi«.lrattsmitM  goually  in  adolesmm,  theie  are  other  modes  of  tranantggtotv.  a»rf> 
as  tfaroogh  IV  dntg  vac  and  thioB]^  the  troosfu^on  of  ctHtfaminated  Mood  aiM>  blood  ptodectt  for  tbe  (neatmem  of  beim^iliilla,  tbu  ane  not  ooonmn  to 
many  c«her  STDs  allhoii^h  Ihey  may  ocoir.  Thus,  prevention  strategies  for  AIDS  nmst  cntaU  dferta  directed  at  otter  mmts  of  uangmiBaion.  such  as 
Mood  traogfitsioss. 

^As  «r  May  1990, 61  pen:e«  of  ibe  130.252  ntmntativc  AIDS  cases  reponed  among  adnlts  and  adolescents  ages  13  and  ova  had  died  (237). 
«3Cases  ore  tttroDgb  Aug.  31 . 19^.  and  rqmesent  adolescents  ages  13  to  19  (237a). 

'^The  {aa  that  older  adolcscfnt  and  youi^  adoll  men  are  likely  to  engage  in  sexual  intocoune  with  younger  females  (tee  ch.  tO,  "Pr^nancy  and 
Parenting:  Prevention  and  Services")  and.  appaicDUy.  males  provides  additional  cause  for  concern.  Fortunately,  female-to-male  sexual  trmrasisttoa 
apfcaoi  to  be  more  di0icnlt  than  mate-to-female  transmissira,  so  Out  females  who  to  turn  have  sexual  taitercoarse  wWi  adolescoit  males  arooDd  fl»ir 
mm  age  sic  pn?baMy  not  as  litrty  tg  n^timff  !V  f*"»*"  "f  franmiseim  s^mi  jwaetfaies  involved  in  male- to-male  tranfrnitssion.  bowcvg-.  make  AIDS 
s  health  problem  of  extreme  concern  for  sexually  active  homosexual  adolescents. 
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Given  &e  heterogeneity  of  the  popul^on  and  the 
ciffrtnt  levels  of  infecticm  abeady  jm^rat  in  the 
population,  controlling  the  S{^cad  of  HIV  infection* 
An>S,  and  other  SUh  wiOan  the  entire  adolesc^t 
population  has  proven  difficuh.  Despite  the  current 
ongoing  efforts,  more  remains  to  be  done  for 
adolescents  who  are  already  infected  and  for  those 
who  are  not. 


Pmention  of  HIV  Infection,  Aa)S,  ana  Ottior 
STDs  In  Adolments^ 

As  noted  throughout  this  chapter,  the  most 
effective  way  for  adolescents  to  avoid  acquiring  an 
HTV  infection  or  other  STD  is  to  abstain  from  sexual 
intercourse  and  IV  drug  use.^  Fdr  those  adolescents 
who  do  not  to  abstain,  however,  ths  only  way  to 
Invent  infection  is  to  adopt  safer  jnm^tices,  sudi  as 
the  use  of  condoms  and  the  refusal  to  share  IV  dmg 
needles.  Most  education-based  AIDS  and  STD 
prevention  efforts  are  designed  to  convince  adoles- 
c^ts  to  change  their  behaviors  so  they  do  not  get 
infected  at  all;  additionally,  most  efforts  are  directed 
at  changing  adolescent  sexual  behavior  rather  than 
behaviors  related  to  IV  drug  use.  lb  OTA*s  knowl- 
edge*  most  prevention  efforts  focus  on  HTV  and 
AIDS  and  do  not  address  other  STDs,  though  an  HIV 
prevention  course  would  clearly  provide  a  good 
opportunity  to  discuss  STDs. 

Conclusions  and  policy  implications  related  to  the 
design  of  effective  prevention  programs  for  HIV 
infection  and  STDs  are  difficult  to  draw.  For  many 
reasons,  including  time  and  fiscal  restraints,  few 
careful  evaluations  of  AIDS  and  STD  prevention 
projects  for  adolescents  have  been  conducted.  Most 
programs  use  measures  other  than  infection  rates, 
sndi  as  measiu^es  of  knowledge  and  attimdes,  to 
determine  an  intervention's  success.  Hie  use  of 
meafiUres  other  than  infection  rates  may  be  due,  in 
part,  to  the  relatively  inirequent  occurrence  of  STDs 
and  especially  HTV  within  a  targeted  adolescent 
population.  With  the  evidence  that  is  available, 
however,  several  conclusions  about  STD  and  HTV 
prevention  can  be  drawn. 


For  adolescents,  partictilarly  yotmger  adote- 
cents,  who  have  not  yet  initiated  sexual  intercourse, 
evidence  from  piegnaiKy  prevoition  programs  indi- 
cates that  interventions  begun  hefan  die  initiation  of 
sexual  intercourse  have  beat  effective  in  ddaying 
sexual  intercourse.^  Tbe  most  effective  interven- 
ticQs  tnay  be  diose  that  combine  a  vmety  of 
f^^lHoaches,  including  discussions  of  responsible 
sexuality.  Pregnancy  prevention  programs  that  delay 
the  initiation  of  sexual  iutermin^  probably  indi- 
rectly affect  the  rates  of  HIV  and  STDs,  although 
their  effect  on  HIV  and  STI^  has  not  yet  hem 
demonstrated. 

Hvid^ce  that  some  adolescents  lack  accurate 
information  about  fflV  and  STDs  suggests  that,  at  a 
minimum,  adolescoits— -especially  older  adoles- 
cents who  are  sexually  active — need  information 
about  condoms  and  oth^  methods  of  protecting 
themselves  from  infection.  When  STD  and  HIV 
education  programs  in  the  schools  have  been  pro- 
vided, they  have  proven  useful  in  increasing  adoles- 
cents' knowledge  over  shcnt  periods  of  time.  Over 
longer  periods  of  time,  however,  increases  in  knowl- 
edge seem  to  disappear*  Because  education*based 
prevration  efforts  in  the  schools  are  often  of  limits 
dur^on,  it  is  not  surprising  that  knowledge  in- 
creases are  not  maintained  especially  given  the 
amount  of  tin^  adolescents  spend  outside  of  school 
in  other  activities  and  with  other  people  who  may 
provide  inaccurate  and  often  conflicting  infomia- 
tion. 

Education-based  AIDS  and  STD  prevention  pro- 
grams in  the  schools  that  appear  to  be  particularly 
promising  are  those  that  are  in^lemented  before 
adolescents  engage  in  risky  sexual  and  drug-using 
behaviors.  Thus,  educational  i^proaches  that  ad- 
dress HTV  infection  and  other  STI^  may  be  most 
effective  if  they  are  begun  in  elementary  and  middle 
school  rather  than  in  high  school  when  such 
behaviors  may  have  already  occtmed  Efforts  are 
underway  to  develop  age-appropriate  and  culturally 
relevant  messages,  but  to  OTA*s  knowledge,  they 
have  not  been  evaluated  for  their  effectiveness. 


'^Because  AIDS  is  caused  by  infecdon  with  HIV.  efforts  oflen  focus  on  ptneveatiog  the  initial  infection  of  laV.  Therefore,  activities  in  this  section 
arc  refemd  to  HIV  pirvcntioa  efforts  rather  tbm  AIDS  prevention  effort*, 

^This  chapter  focused  ^ecifkally  on  preventing  Uansmission  through  sexual  intmoursc  and  IV  dmg  use.  Other  rc»ites  of  trattaDtission,  ^^ffd^ng 
the  transfusion  of  owrtamitwtcd  blood  and  blood  pnxhicts  for  the  trcatnjcnt  of  bcmopbilia,  require  diffcrm  prevention  efforts,  such  as  blood  donor 
satcning*  which  are  not  discussed  here. 

^or  a  discussion  of  pregnancy  prevention  programs,  see  ch.  fO,  **Pn^gnaQcy  and  Foresting:  Prevention  and  Service**  in  this  volume. 
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Pho$i}  cyvdft;  ^anrwd  PBrmtthood  Moration  ctAnwffc^^ 

Some  AIDS  booklets,  auch  as  this  one  for  sexuafly  active 
young  teenagers,  use  aoomic-txxA-slzedl  ootorfui  format 
TTie  booHet  tnch^^  (nstnictlons  tor  condom  ira,  scr^ 
use  ^  negottattng  ocmdom  use,  oomparteons  risks 
r^ted  to  alternative  sexual  tsehavtors,  and  txasic  facts 
about  the  human  Inmmodeftatoncy  vfois  <HtV). 
The  booklet  was  designed  fc^adotosoents  reading 
as  low  as  the  third-grade  tevef. 

Given  that  most  adolescents  live  at  home  and  that 
adolescents  often  view  their  parents  as  oiedsble 
sources  of  information«  AIDS  and  STD  preventive 
interventions  within  families  may  be  promisingp  at 
least  for  adolescents  with  strong  familial  bonds.  Few 
fanuly-based  efforts  related  to  HIV  prevention  have 
been  evaluated  to  date,  and  virtually  no  activities 
have  been  directed  to  faniilies  for  the  prevention  of 
STDs. 

Conclusions  rclated  to  the  effectiveness  of  education- 
based  prevention  efforts  in  modifying  the  behaviors 
of  adolescents  who  have  already  begun  engaging  in 
sexual  intercourse  and  FV  drug  use  are  not  encourag- 
ing. It  does  appear  that  some  adolescents  report 
adopting  preventive  behaviors  as  a  result  of  a  fear  of 
AIDS,  Despite  recent  HIV  and  STD  education 
efforts  by  schools,  however,  most  adolescents  have 
not  consistently  adopted  safe  sex  or  ne^le  practices. 

Few  studies  have  specifically  look^  at  adoles- 
cents and  their  attitudes  toward  condom  use  as  a 
method  of  HIV  and  STD  prevention.  There  is  some 
evidence  to  suggest  that  adolescents  who  perceive 
that  condoms  reduce  pleasure  or  are  embarrassing  to 
buy  or  use  are  highly  unlikely  to  use  them.  Although 
adolescents  can  obtain  free  condoms  in  a  few 


locations,  little  is  known  regarding  the  intact  of 
these  programs  on  adoles<^ts*  attitudes,  bdiavior, 
and  incidence  of  HIV  and  STDs.  Additionally, 
because  most  prevention  efforts  aimed  at  IV  drug 
users  target  adults,  linle  remains  known  about 
effective  prevention  {rograms  for  adolescents* 

Iimovative  approaches,  such  as  distributing  con- 
doms through  voiding  machines  and  by  individuals 
who  deliver  them  directly  to  a  person's  door,  aie 
ctffrently  taking  place  on  college  can^u^s  and 
universities  in  the  United  States  for  young  ^ults  and 
in  high  schools  in  othor  countries,  such  as  Canada 
(44,123).  More  innovative  condom  distribution  pro- 
grams such  as  these  may  be  needed  in  order  to 
control  the  spread  of  HTV  infecticm  and  (Mho^  SUDs 
among  adolescents  who  chcKise  not  to  abstain  from 
sextial  intercoms.  Th^  programs  may  be  nrost 
a{^nt)priate  for  older  adolescents  who  are  more 
likely  to  be  sexually  active  than  youngor  adoles- 
cents. It  seems  reasonable  to  expect  that  the  more 
effective  programs  will  be  those  that  ackirc^  adoles- 
cents^ perceptions  related  to  the  difficulty  in  using 
condoms.  Limited  access  to  condoms  becmise  of 
inconvenient  dispensing  locations  may  be  an  addi* 
tional  barrio  to  adolescents  who  want  to  practice 
safer  sex. 

Given  that  adolescents'  sexual  and  drug-using 
behaviors  are  tied  intricately  with  adolescents* 
personal  values,  perceptions  of  peers*  attitudes, 
feelings  alK>ut  ihemselves,  perception  of  ri^  com- 
fort in  discussing  and  negotiating  less  risky  behav- 
iors, and  community  norms — behaviors  that  have 
evolved  throughout  adolescence — it  may  be  unreal- 
istic to  expect  that  a  small  number  of  classes,  a 
pamphlet,  or  a  public  service  announcement  will 
dramatically  change  an  adolescent*s  sexual  and 
dmg-using  behaviors.  Preliminaiy  evidence  sug- 
gests that  the  most  promising  approaches  to  chang- 
ing behavior  may  be  those  that  combine  role  playing 
exercises  and  involve  other  same-aged  adolescents 
to  improve  decisioiunaking  and  comrnimication 
skills  that  deal  with  real  and  perceived  peer  pres- 
sures in  negotiating  safer  sex  aiKi  drug-use  behaviors 
with  unwilling  or  ambivalent  partners. 

Many  AIDS  and  STD  prevention  efforts  have 
been  unable  to  or  have  not  reached  runaway, 
homeless,  and  incarcerated  ^olescents«  groups  which 
may  be  at  increased  risk  of  infection  because  of  high 
levels  of  sexual  activity  and  low  consistent  use  of 
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contraception  (262b).^^  It  »ems  reasonable  to 
expect  that  for  these  ^olescents,  the  most  successful 
a{^>roaches  may  be  those  that  address  other  addi- 
tional concerns,  concems  that  these  i^lescents 
perceive  as  more  important^  such  as  shelter  and  food. 

Jmatmem  of  ASUS  and  STDs  In  Adolescents 

For  adolescents  who  are  already  infected  with 
HTV  or  STDs»  clearly  the  best  treatment  is  treatment 
that  is  given  early  (early  tream^m  of  HIV  with 
zidovudine  has  been  shown  to  reduce  syn^toms  and 
im>long  individuals*  lives).  For  many  reasons, 
including  the  fact  that  STDs  are  often  asynqnomatic, 
however,  adolescents  tend  to  delay  treatment.  Ac- 
tive and  flexible  apiTOaches  to  encourage  adoles- 
c^ts  mth  HIV  inflection  or  other  STDs  to  seek 
treatment  and  return  for  fbllowup  care  are  needed. 
For  example,  despite  the  fact  that  States  have  waived 
parental  consent  requirements  for  treatment  of  STDs 
because  of  sorious  public  health  conceroSt  three- 
quarters  of  adolescents  are  unaware  of  the  availabil- 
ity of  fiee,  confidential  treatment  (7).  Clinicians  who 
are  re^nsive  to  adolescents  and  their  health 
problems  and  who  are  perceived  by  adolescents  to  be 
friendly,  understanding,  and  wiUing  to  take  their 
time  may  be  the  most  effective  in  getting  adolescents 
to  return  for  care*  Additionally,  because  single  dose 
regimens  ensure  compliance  and  confidentiality* 
clinical  experiences  suggest  that  therapies  involving 
single-dose  regimens  rather  than  multiple-dose  regi- 
mens may  be  more  effective  in  treating  adolescent 
STDs.  Treatment  for  some  STDs,  including 
chlamydia  infection,  however,  is  only  effective 
using  multiple  doses,  so  continued  research  is 
needed  to  develop  therapies  that  may  be  more 
effective  in  treating  AIDS  and  STDs  in  adolescents. 

Relatively  few  adolescents  are  enrolled  in  feder- 
ally sponsored  AIDS  clinical  trials.  Access  to  these 
trials  appears  particularly  difficult  for  those  adoles- 
cents who  do  not  have  regular  access  to  the  health 
care  system.  Typically,  parents  find  out  about 
clinical  trials  through  physicians,  but  those  adoles- 
cents at  greatest  risk  may  not  be  living  with  their 
parents.  Research  protocols  may  need  to  be  more 
adoiescent-speciiic  to  increase  adolescents*  partici- 
pation in  clinical  trials.  Often,  for  example,  adoles- 
cents are  included  with  aduhs  up  to  age  99.  Many 
adolescents  do  not  use  the  traditional  health  care 
system;  therefore,  eligible  adolescents  may  need  to 


be  recruited  through  aggies  and  other  systems, 
such  as  the  child  welfare  system.  The  National 
Institute  of  Allergy  and  Infectious  Diseases  of  the 
Naticmal  Institutes  of  Health  in  DHHS  has  set  aside 
$3.6  millicm  for  cooperative  agreonents  to  oicour- 
age  the  participation  of  individuals  from  racial  and 
ethnic  minority  groiq>s  who  are  undenepre^ted  in 
clinical  trials;  ihex  agreements  are  not  specific  to 
adolescents  (283). 

Data  from  the  Health  Resources  and  Services 
Administration's  hemc^hilia  diagnostic  and  ueat- 
n^nt  and  Pediatric  AIDS  Health  Care  Demcmstra- 
tion  P!roject  craters  may  provide  essential  informa- 
tion for  iqppropriate  comprehensive  care  for  children 
and  adolescents  with  serious  AIDS-related  problems 
and  their  families. 

Federal  Agencies*  Role  In  Prevention 
and  Services 

Responsibility  for  controlling  the  spread  of  HTV 
infection,  AIDS^  and  other  STDs  within  the  adoles- 
cent population  rests  with  Fed^,  State,  and  local 
governments.  Within  the  Federal  Government,  sev- 
eral agencies  of  DHHS  are  playing  a  major  role  in 
atten^^  to  control  the  spread  of  HTV  infection, 
AIDS,  and  STDs.  Whether  their  activities  are 
sufTscient,  and  specific  enough,  in  relation  to  adoles- 
cents, however,  is  open  to  question.  The  require- 
ments for  reporting  HIV,  AIDS,  and  STDs,  for 
example,  are  determined  at  the  State  and  local  leveL 
In  order  to  more  clearly  deHne  the  extent  of  the  HIV, 
AIDS,  and  STD  problem  within  the  adolescent 
population  and  more  ^propriately  target  preventive 
interventions,  the  Fedei^  Government  may  want  to 
support  more  thorough  research  related  to  epidemi- 
ology and  the  differences  in  the  occurrence  of 
disease  between  younger  and  older  adolescents; 
homosexual,  bisexual,  and  heterosexual  adoles- 
cents; in-school  and  out-of-school  youth;  and  among 
various  socioeconomic  groups.  Additionally^  al- 
though reporting  requirements  arc  determined  at  the 
State  level,  the  Federal  Government  may  want  to 
more  strongly  encourage  States  to  collect  and  report 
additional  demographic  data,  such  as  smaller  age 
breaks,  socioeconomic  status,  and  race,  to  CDC. 

Typically,  the  Federal  Government  provides  tech- 
nical and  limited  monetary  support  for  prevention 
and  research  activities  to  States,  localities,  and 
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organizations  serving  adolescents.  Civm  the  hetero- 
geneity of  the  adotesos^t  pojnilation,  pievention 
strategies  cm!  to  address  the  ^xual  ami  drag-using 
bdiaviors  within  the  entire  adole^i^ent  pojmlation 
ami  in  certain  subgroups,  such  as  homosexual  and 
bisexual  adolescents,  racial  and  ethnic  minority 
groups,  homeless  adolescents,  and  incarcerated  ado- 
lescents in  ord^  to  control  the  transmission  of  HTV 
and  STDs  within  the  adolescent  population.  While 
most  of  the  content  and  message  of  prevention 
efforts  is  det^mined  at  the  State  level  CDC*s 
guidelines  for  effective  school  health  education  to 
prevent  HIV  do  not  address  the  actual  sexual  and 
drug-using  practices  of  adolescents  and  have  been 
slow  to  include  prevention  education  address  efforts 
for  out-of-school  adolescents.  Jn  addition,  the  Fed- 
eral Government's  general  enqdiasis  on  abstinence 
and  restrictions  on  su{^)ort  for  programs  that  may  be 
perceived  as  encouraging  homosexuality  may  have 
the  effect  of  limiting  the  more  effective  activities  for 
controlling  the  spread  of  HTV,  AIDS,  and  STDs 
among  adolescents  who  are  most  at  risk  of  infection, 
namely  those  adole^nts  who  choose  to  remain 
sexually  active*  It  is  encouraging,  howevo*,  that  the 
CDC  has  recently  stated  that  sexually  active  adoles- 
cents should  be  encouraged  to  use  condoms. 

Most  federally  suf^rted  educational  prevention 
activities  for  adolescents  are  limi^  to  students  and 
adolescents  living  in  metropolitan  areas.  Few  ad- 
dress adolescents'  differing  developmental  needs, 
and  most  include  yoimger  and  older  adolescents 
together*  More  specifically,  adolescents  who  are 
homosexual  and  bisexual,  adolescents  who  are  not  in 
school  (such  as  runaway  and  homeless  youth),  and 
adolescents  who  live  in  rural  areas  receive  relatively 
little  Federal  financial  sui^>ort.  Although  the  number 
of  Fwleral  AIDS  prevention  activities  reaching 
racial  and  ethnic  minorities  of  all  ages  has  increased 
recently,  only  a  few  projects  specifically  target 
adolescents  firom  minority  groups.  Finally,  there  are 
few  federally  supported  prevention  efforts  targeting 
adolescent  IV  drug  users. 

lb  increase  funding  to  these  adolescent  groups 
who  receive  little  Federal  support,  the  Federal 
Government  may  want  to  consider  providing  set- 
asides  in  the  social  services  and  maternal  and  child 
health  services  block  grants  to  the  States.  There  is 
precedent  for  this  type  of  funding.  For  example, 
because  Members  of  Congress  became  concerned 
about  child  sexual  abuse.  Congress  appropriated  a 
$25  million  increase  in  the  Title  XX  Social  Services 
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Block  Grant  program  funding  in  fiscal  year  1985  for 
use  by  die  States  in  providing  trainii^  and  odier 
related  activities  to  child  day  care  sta£f  (200). 
Additionally,  in  order  to  reach  adolescoits  in  low 
pfevalence  areas,  the  Federal  Govenm^  needs  to 
do  more  than  fiind  cities  with  high  fnevalence  of 
HIV,  AIDS,  and  STDs. 

Because  DHHS  has  made  AIDS  the  Nation's 
number  one  healdi  priOTity,  the  importance  of  STI^s 
oth^  than  AIDS  as  a  public  health  problem  and  die 
money  allocated  to  OHitrol  them  has  been  directly 
affected.  In  fact,  HIV  efforts  have  received  a  lager 
share  of  financial  and  personnel  resources  than  have 
STD  prevention  efforts  since  1985  at  both  die 
Federal  and  State  levels  (240).  Given  diat  mote 
adolescents  have  other  STDs  than  have  AIDS,  that 
adolescrate  may  perceive  themselves  at  greater  risk 
for  STDs  than  for  HTV  infection,  and  that  the 
presence  of  STDs  may  facilitate  the  transmission  of 
HIV,  the  Federal  Government  as  well  as  State 
governments  may  want  to  ensure  the  integration  of 
STDs  into  HIV  educational  efforts-  Federal  and 
State  governments  could  require  that  STD  education 
be  incorporated  within  HTV  education  as  a  condition 
for  funding  at  the  local  school  level.  Additionally, 
Federal  funding  for  HIV-related  activities  targeting 
out-of-school  adolescents  and  racial  and  edmic 
minorities  could  also  be  made  contingent  upon  the 
incorporation  of  STD  witii  HSV/AJDS  information. 

DHHS  also  provides  financial  assistance  for  die 
treatment  of  AIDS  and  STDs.  While  the  Federal 
Government  has  developed  guidelines  for  treating 
certain  STDs,  howev^,  many  of  the  guidelines  are 
not  specific  to  adolescents,  and  neither  are  the 
guidelines  for  treating  adolescents  with  AIDS. 

Because  adolescents  receive  many,  often  conflict- 
ing, messi^es  from  the  media,  peers,  adults,  and  the 
Federal  Government,  interventions  need  to  provide 
unambiguous  yet  developraentally  and  culturally 
appropriate  nwssages  to  adolescents  who  are  not  yet 
engaging  in  sexual  intercourse  or  drug  use  and  those 
who  are.  Unless  more  creative  qjproaches  are  found 
to  contixil  HIV,  AIDS,  and  STDs  among  adolescents 
who  are  not  yet  infected  and  those  who  are  already 
infected,  adolescents  wiU  continue  to  ctnitract  HIV 
infection  and  STDs.  Prevention  of  infection  is  die 
most  effective  approach  to  control,  but  careful 
evaluations  are  needed  and  much  more  remains  to  be 
done  to  make  adolescents  as  well  as  society  aware  of 
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the  risk  of  HIV  infection,  AIDS,  and  STDs  to 
adolescents. 
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Chapter  10 

PREGNANCY  AND  mRENTING:  PREVENTION  AND  SERVICES 


Introduction^ 

In  1988,  rougWy  one  million  U.S.  adolescents 
became  pregnant,  and  nearly  half  a  million  gave 
birth.  In  recent  draades.  sexual  activity  rates  among 
U.S.  adolescents  have  been  increasing,  but  biith 
rates  among  U.S.  adolescents  have  generally  been 
dcclining.2  Since  1960,  however,  births  to  unmar- 
ried U.S.  adolescents  have  increased  dramatically 
(195c).  About  two-thiids  of  the  almost  488,941  U.S. 
females  under  age  20  who  gave  birth  in  this  country 
in  1988  (as  compared  to  about  one-fifth  in  1960) 
were  single  mothers  (195c).  Some  of  the  immediate 
difficulties  encountered  by  unmarried  adolescents 
who  become  pregnant  and  bear  children  out  of 
wedlock  are  illustrated  by  one  mother's  story  in  box 
10-A. 

Early  out-of-wedlock  childbearing  increases  dra- 
matically the  chance  that  a  mother  and  her  child  (or 
children)  will  live  in  poverty.  Because  of  their  need 
for  economic  and  other  support,  adolescents  who 
become  mothers  and  their  children  cost  U.S.  taxpay- 
ers a  substantial  amount  of  money.  Families  started 
by  adolescents  account  for  the  majority  of  families 
receiving  benefits  under  Aid  to  Families  With 
Dependent  Children  (AFDC)  program;  and  in  1985, 
AFDC,  Medicaid,  and  Food  Stamp  Program  costs 
for  families  begun  by  a  birth  to  a  teenager  were 
estimated  to  be  $16.65  bilUon  (149).'  In  1988, 
Federal,  State,  and  local  governments  spent  an 
estimated  $20  billion  on  AFDC,  Medicaid,  and  food 
stamps  to  support  families  started  by  women  when 
they  were  under  age  20  (33).*  These  estimates  do  not 
inclucte  other  public  costs  commonly  associated 
with  family  support  such  as  housing  subsidies,  foster 
care,  or  day  care  (33). 

Adolescent  pregnancy  and  parenthood  are  not 
new  phenomena  in  this  country.  In  recent  d^ades, 
however,  numerous  societal  and  other  transforma- 


tions have  changed  the  context  in  which  these 
phenomena  occur  and  heightened  perceptions  that 
pregnancy  and  childbearing  among  U.S.  adolescents 
are  serious  problems  (13,148,149,235).  Among  the 
concerns  are  recent  increases  in  births  to  adol^crats 
as  a  propcHTtion  of  all  births  and  the  rising  numb^  of 
these  that  are  out  of  wedkKk  (51a,89a).  Black 
adolescents  have  much  higter  rates  of  i»emarital 
pregnancy  and  out-of-wedlock  births  than  white 
adolescents,  but  in  recent  decades,  a  large  increase 
in  out-of-wedlock  childbearing  rates  has  taken  place 
among  whites  (51a,196). 

Hits  chapter  examines  the  problems  of  adolescent 
pregnancy  and  parenting.  The  first  section  of  the 
chapter  {Hesents  backgroimd  information  on  sexual 
activity,  pregnancies,  births,  and  abortions  among 
U.S.  adolescents.  Subswjuent  sections  review  pro- 
grams that  may  help  prevent  adolescent  pregnancy, 
programs  that  may  help  prevent  negative  outcomes 
associated  with  adolescent  pregnancy  and  parenting, 
and  major  Federal  policies  and  programs  pertaimng 
to  adolescent  pregnancy  and  parenting.  The  chiq>ter 
ends  with  conclusions  and  policy  implications. 

Background  on  Adolescent  Pi  jgnancy 
and  Parenting 

Sources  ansl  Umltatlons  of  Data  on  Adof ascent 
Sexual  Acti¥ity,  Pregnancy,  CMIdtearlng, 
ani  Abortion 

Data  on  U.S.  adolescents'  sexual  activity,  contra- 
ceptive use,  pregnancy,  childbearing,  and  abortion 
are  available  from  a  variety  of  sources  described 
below.  Data  on  births  among  adolescents,  as  noted 
below,  are  considerably  mwe  accurate  than  data  on 
sexual  activity,  pregnancies,  or  abortions. 

Data  on  U.S.  adolescents*  sexual  activity  have 
been  collected  in  several  surveys,  although  the  type 


^Although  the  focus  of  OTA  s  ^olcsccm  hcalih  rqwt  ts  on  adolescents  ages  10  Unou^  18.  much  of  the  daia  on  ddol^ccnt  prcgnimcy  prcscoled 
in  this  di^cr  ts  for  odolcscms  ages  15  to  19.  Itesc  arc  the  ages  covered  in  vmX  puMisbed  data  on  adolescent  pregnancy. 

2»iith  rates  amcMig  black  U.S .  adolcsccnU  dccUned  in  the  i970s,  l>ol  incrc^  during  ibc  1980s  (202f).  Ala>  an  upswing  in  Inrth  rates  occurred  amopg 
\%-  to  iT-year-olds  and  18-  to  19-ycarHDtds  in  1988  and  hears  watching  QQZf). 

>rtoc  and  otbff  federal  programs  relevant  to  low-iiKome  wloksccms  arc  discu^  in  ch.  1 8/  'Issues  in  the  Delivery  of  Services  to  Selected  Orot^s 
of  Adolescents/*  and  in  ch.  19.  "The  Rote  of  Federal  Agcodcs  in  Adolesce&t  Health,"  in  Vol.  m. 
O     ^According  to  the  C^er  for  A^mlation  Cations*  the  components  of  these  estimates  were  as  follows:  $10.07  biOton  for  AFDC,  $6.53  billion  for 
E  R^C  Micaid.  and  $3.23  billion     food  stamps  (33). 
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Box  ItM-^Tbe  Trw  Story  o/Keesha:  An  Unwed  Tkenm  Mother^ 

At  d»  ^  of  11,  Kee$ha  ooved  in  Witt  lia- giai^imitter  tecaose 
oaty  a  year      hex  gnndmodiesr,  she  nmtd  in  with  an  aunt  Lifie  was  luxd  with  hsr  «tatt«      beal  Kc^u,  and 
told  Keestui  tistt  sto  ««s  nevtr  inntBd  by  to  modt^ 
Keesba  was  sent  to  live  with  aiwiberaiiitt.  and  later  back  to  to 

When  Keesha  was  16,  to  nK«tobec»ine  very  ill  After  being  tun^ 
finsoiten  to  insBiaooe  cant,  Keeshi's  motto  wis  Mindtted  to  anotto  bo^ltal,  wiiae  dodm  dlscovaed  a 
Mnceiais  tamer  on  to  Iddoey.  At  ttat  time,  she  had 
stayiriginti»lu»p|}alforacoapleofmaafts,sbewasdiscbai$^ 
Willi  to  ftmify.  Because  ^  was  so  iU,  l»owTO,  and  was  having  tii^ 

to  &e  hospital  in  a  few  days.  Her  oooditioo  ctsaimied  to  decline,  aiKl  stotly  after  tiw  Now  Year,  she  died. 

In  eksnenlaiy  school,  Keedia  was  a  popular  and  socoK^  stode&t.  bitt  after  moi^ 

to  have  poUons  in  school  i%ialfy.  when  to  motto  became  in,  Keesha  droned  0^ 
tomotto. 

Keedm  had  sental  hitenoaiw  for  the  fiist  time  ai  the  ^  of  IS.  and  shoidy  before  to 
became  pregnant  When  Keesha  was  3  tncaiM  pregnant,  to  grandmotfMx,  with  whom  ^  had  been  living,  h«i  a 
fittal  heart  attack.  Keesha  thai  b^  movh%  aromid  ftimi  ^Ke  to  pbn^  fiitt 
to  moAer.  Keesha  had  a  difiBcuh  pregnancy,  and  at  7  UKmOs.  she  was  hoq^itaUzsd 

A^t^t^  Keesha  wem  to  stqrwidiaftiendwhQhe^toand  die  bal^oa  by  getth^  them  some  clotto 
cram  a  charitable  agoicy.  After  a  ficw  months,  Keesha  and  to  danghler  moved  to  anotto 


and  level  of  information  are  often  insufficient  for 
program  and  policy  purposes  (100a).*  In  1971,  the 
first  epidemiological  study  of  U.S.  adolescents' 
sexual  activity  was  conducted  by  researchers 
Zelnick  and  Kanlner  at  Johns  Hopkins  Univereity, 
and  these  researchers  conducted  subsequent  studies 
in  1976  and  1979  (47a).  A  more  recent  survey  that 
collected  data  on  U.S.  adolescents'  sexual  behavior 
and  pregnancies  is  the  National  Longitudinal  Survey 
of  Labor  Market  Experience— Youth  Cohort  (NLS  Y) 
(47a).  Sponsored  by  the  U.S.  I>epartment  of  Labor, 
NLSY  was  begun  in  1979  with  a  youth  cohort  of 
over  12.000  males  and  females  ages  14  to  21.  One 
positive  feature  of  this  survey  was  oversampling  of 
black  and  Hi^anic  youth  aiid  of  white  youth  from 
socioeconoraically  disadvantaged  families  to  pro- 
vide sample  sizes  large  enough  for  statistically 
reliable  ethnic  and  socioeconomic  comparisons. 

Data  on  U.S.  adolescent  females'  sexual  activity 
(and  other  items,  including  contraception,  spontane- 


ous fetal  losses,  and  prenatal  care)  are  available  from 
the  National  Survey  of  Family  Growth  conducted 
periodically  by  the  National  Center  for  Health 
Statistics  in  the  U.S.  Department  of  Health  and 
Human  Services  (DHHS)  (47a,2 1 3).  This  survey  has 
been  tr^king  fertility  patterns  and  contraceptive  use 
of  American  women  ages  15  through  44  since  the 
early  1970s.  Cycle  III  of  the  survey  was  conducted 
ftom  August  1982  through  Fetaiary  1983  and 
interviewed  a  sample  of  about  8,000  U.S.  females  of 
childbearing  age  (ages  15  through  44).  Cycle  m 
included  unmarri^i  adolescents  for  the  first  time  and 
sample  black  women  and  adolescents  ages  15  to  19 
at  higher  rates  than  other  women  (202e).  Data  on 
younger  adolescents  are  not  available  from  this 
survey.  Cycle  IV  of  the  National  Survey  of  Family 
Cjrowth  was  conducted  in  1988  among  about  8,500 
U.S.  females  ages  15  to  44  (59a). 

Among  the  other  sources  of  data  on  U.S.  adoles- 
cents' sexual  activity  are  the  High  School  and 


'It  is  important  to  note  (hat  Ite  term  "sexually  acme"  is  often  used  in  the  Uimtnrc  to  denote  wb^bet  an  individual  has  ever  bad  tieieiosenul 
intcrcoiffsc.  Il  does  i»t  necessarily  mean  (hat  an  individual  is  cuneoUy  having  sexual  intercourse,  or  indicate  Otc  number  of  partners  or  immber  of  times. 
Asanile.tboset«lividBaIs,  including  adolescents,  who  have  ever  had  sexual  intercourse  do  report  having  had  intercourse  in  the  past  3  m«Uhs.  wiudi 
IS  one  measure  of  cunm  sexual  activity  lcvcls{59a).ln  the  1988  National  Survey  of  Family  Grwah,92.3pOT  15-te  19^year.«ldsirt»rtt»rted 

hsvii^  ever  having  had  intercourse  also  reported  having  had  intearoursc  in  the  3  mtmths  prior  to  the  survey  date  (59b).  The  term  *  'sejatdly  experience<r ' 
is  also  used  as  a  symnyro  for  ever  bavipg  had  sexual  intercourse. 


Chaffter  10—Pr^nancy  and  Parenting:  Pmentfon  and  Smvkm  • 


ever  leaUy  weaned  to  woric:  oat,  aadKeeshaaw^ 

I^Des  dm  WIS  1  tot  ftf  itrag  tnfiSc » aid  ? 

Keesltt  tried  to     some      of  sodal  so^^ 

becoiiieawaidofttieogap^tWtiktiKoesItt 

of  her  baby ,  She  foiiiid  tbat  it^oto 

amjbr  age  18.  There      few  places  d^S^ 

Whm  ste  was  18»  Keesltt  becsBM  pregBam  4^iiL  CQQ^^ 
staying  with  toM  hex  ttiat  if  she  temdoated  die  pst^naneyv  she  wqqU  do  lo^er  be  able  tp      wifli  diem.  Late  in 
her  fm^gaaiicy ,         moired  in  widi  a&odwr 
and  die  ai»i  die  baby  moved  hi  widihfan;d»ycantimied  to  stqrwiA 

aiHl  h^  boyfrteiKl  iiad  scane  pw^rfem&t  and  Keesha  left  hiin  seveial  tiroes.  Qm  of  die  diings  they  aigoed  sSmst  was 

aigwd  ^  ^  sIkidM  have  his       sh»^  ^ 

Keesha  teft  tiris  roan  and  loo  wd  into  a  ope4>edroo!n  basement  ^xaitowit  with  aoodw  modier  of  two  3^omig 
cfaildicn;  diis  toqsh^  lasted  only  a  nioitfiit  and  after  dia^ 
to  |daoe.  Thffl  Keesha's  diildia  weie  taken  awi^ 
widi  d»  ftdictf' of  ihe  <Aler  diild  (now      wtoi  he  was  ai^ 

oHirt  tm  behalf  of  die  fiittor  of  d^  yoimger  child  (now  about  1)— this  roan  had  been  acrasedctf  namSer.  Keesha 
moved  back  with  imr  sum  and  woxlmi  for  a  \riiile  In  a  fast  food  outkt,  but  when  last  heani  fnm  ste  was  living  in 
a  stKlt^  ficv  wonen.  Sl^  can*t  get  her  chihfavn  te^ 

education  course*  When  last  seen,  Keesha  was  jsegnant  agaia  While  fx^^naitt,  she  was  sexu^Iy  ^saulted. 


Beyond  Survey  conducted  from  1980  to  1984  and 
the  National  Survey  of  Adolescent  Males  conducted 
in  1988.  The  High  School  and  Beyond  Survey 
followed  about  1 3,000  individuals  who  were  sopho- 
mores in  1980  (47a).  The  National  Survey  of 
Adolescent  Males,  fielded  by  the  Institute  for  Survey 
Research  at  Tfemple  University,  interviewed  1,880 
VS.  never-married  males  ages  IS  to  19  between 
April  and  November  1988  about  their  patterns  of 
sexual  activity  (187). 

There  is  no  independent  and  valid  measure  of 
pregnancies  or  pregnancy  rales,  and  these  are 
typically  calculated  using  live  birth  and  other  data 
(^-g*»  by  summing  the  numbers  of  live  births, 
induced  abortions,  and  fetal  losses  (214)).  Estimates 
of  the  numb»  of  pregnancies  and  pregnancy  rates 
among  U.S.  adolescents  are  available  from  the  Alan 
Guttmacher  Institute,  a  private  organization.  Esti- 
mates of  pregnancies  and  pregnancy  rates  for  the 
United  States  from  1976  through  1985  arc  also 
available  from  the  National  Center  for  Health 
Statistics  in  DHHS  (214). 

Data  on  live  births  are  among  the  vital  statistics 
available  from  the  National  Center  for  Health 
Statistics  in  DHHS  (81a;202e).  The  National  Center 
for  Health  Statistics  obtains  information  on  births 
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from  the  birth  registration  offices  of  all  States,  New 
Yoit  City»  the  EHstrict  of  Columbia*  Pu^o  Rico,  the 
VS.  Virgin  Islands  and  Guam  (202e)«  Each  year^  the 
National  Ceitter  for  Health  Statistics  publishes  the 
numb^  of  births  ac^cnding  to  age,  race,  marital 
status,  and  State  of  residence  of  the  mother.  Because 
data  on  births  among  U.S.  adolescents  are  based  on 
a  100-percent  sample  of  birth  certificates  (which  are 
filed  for  more  than  99  percent  of  all  births),  data  on 
births  are  considerably  more  accurate  than  data  on 
sexual  activity,  pregtiancies,  or  abortions  (8).  Hie 
major  Federal  report  on  health  indicators  in  die 
United  Sm&B^-Health  United  States— tsbuistes  birth 
rates  by  race  but  not  by  income  or  other  factors 
indicative  of  socioeconomic  level  (202e;202f). 

Data  on  aggregate  numbers  and  rates  of  induced 
abortions  are  available  from  the  Alan  Guttmacher 
Institute.  The  Alan  Guttmacher  Institute  obtaios 
information  on  the  number  of  abortions  in  each  St  ate 
from  periodic  surveys  of  abortion  providers 
(8,81a,81b^202cX  A  limitation  of  the  Alan  Guttma- 
cher Institute  data  on  abortion  is  that  they  do  not 
provide  information  regarding  the  age,  race,  and 
marital  status  of  the  won^n  obtaining  abortions 
(148).  Data  on  abortions  performed  by  or  under  die 
supervision  of  a  licensed  physician  are  also  available 
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from  the  ^rtion  surveillance  system  of  the  Centers 
for  Disease  Control  within  DHHS  (202e).  This 
^ston  currently  obtains  data  on  the  numba*  of 
abortions  and  characteristics  of  abcntion  recipients 
lepoi^  by  cental  health  agencies  in  r^xnting  areas 
&at  include  the  50  States,  New  York  City,  and  Ae 
District  of  Columbia  (202c).  the  States.  The  total 
number  of  abortions  reported  to  the  Centm  for 
Disease  Contrors  abortion  surveillance  system  is 
considoably  smaller  than  the  number  estimated 
indepradently  by  the  Alan  Guttmacher  Institute  and 
is  probably  less  accurate  (202c,202e).  By  integrating 
the  Cent^  for  Disease  Control  data  on  abortion 
with  the  Alan  Guttmacher  data,  one  can  estimate  the 
incidence  and  rates  of  abortions  among  age,  race, 
and  marital  subgroups  (148).  In  surveys  such  as  the 
National  Survey  of  Family  Growth,  abortions  are 
severely  underreported  (59a). 

The  repOTting  estimates  of  spontaneous  fetal 
losses  (miscarriages  and  stillbirths)  among  U.S. 
females  is  not  very  accurate  (148).  Estimates  of  fetal 
losses  among  U.S.  females  t^es  15  to  19  can  be 
tabulated  on  the  basis  of  1982  data  &om  C^ycle  III  of 
the  National  Survey  of  Family  Growth  (214),  but 
these  estimates  are  likely  to  be  undercounts,  b^ause 
early  miscarriages  are  not  always  detected  by  the 
women  in  whom  they  occur. 

The  national  adoption  reporting  system  was 
discontinued  in  1975,  so  there  are  no  systematically 
collected  national  data  on  the  number  of  adoptions 
or  trends  in  adoption  (148).  Currently,  the  only 
system  that  collects  annual  information  on  adoptions 
is  the  Voluntary  Cooperative  Information  System, 
operated  by  the  American  Public  Welfare  System. 
This  system  collects  data  on  the  characteristics  of 
adopted  children  and  adoptive  families  placed  for 
adoption  by  public  child  welfare  agencies.  It  does 
not  collect  dma  on  private  placements. 

Trends  in  the  Incidence  and  Prevalence  of 
Adolescent  Sexual  Activity,  Pregnancy, 
CMIdbeartng,  and  Abortion 

Sexual  Activity  and  Contraceptive  Use 
Among  Adolescents 

AvaUable  data  suggest  that  U.S.  adolescents  are 
becoming  sexually  active  at  increasingly  earlier 
ages.  According  to  the  National  Survey  of  Family 
Growth,  the  proportion  of  15-  to  19-year-old  U.S. 
females  who  reported  having  had  premarital  sexual 
intercourse  has  increased  steadily  since  1970  (202d). 
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lb&  percentage  of  15-  to  19-ycar-old  U.S.  females 
who  repOTted  having  had  jnemarital  sexual  into-- 
course  was  28.6  pm%nt  in  1970,  36.4  percmt  in 
1975. 42  percent  in  1980, 44.1  percent  in  1985,  and 
51.5  percent  in  1988  (202d).  The  largest  relative 
increase  in  the  perc^iti^e  of  15-  to  19-year-old 
females  who  reported  having  had  premarital  sexual 
intercourse  occurred  amraig  females  age  15  (fiom 
4.6  percent  in  1970  to  25.6  perc««  in  1988). 
Conq)arabIe  time-series  data  on  adolescent  males 
are  not  available,  but  the  1988  National  Survey  of 
Adolescent  Males  found  that  64  percrat  of  15-  to 
18-year-old  males  had  had  sexual  intocourse,  33 
percent  of  them  by  the  time  they  reached  15 
(186b,  187).  There  are  no  national  level  data  on 
adolescents  under  age  15. 

Cycle  IV  of  the  1988  National  Survey  of  FamUy 
(jTowth,  which  was  conducted  in  1988,  found  diat 
among  U.S.  females  at  risk  of  pregnancy,  females 
ages  15  to  19  were  more  likely  than  females  age  20 
and  over  to  be  using  no  contraceptive  method  (59a). 
The  1988  survey  found  that  78.8  percent  of  s  :ually 
active  adolescent  U.S.  females  ages  15  to  19 
reported  "current"  use  of  some  method  of  a>ntra- 
ception,  as  compared  to  90.1  percent  of  all  women 
ages  15  to  44  (143).  Still,  the  percentage  of  sexually 
active  15-  to  19-year-olds  who  reported  using 
contraception  in  1988  (78.8  percent  )  was  higher 
than  in  1982  (71  pacent)  (59a).  The  1988  National 
Survey  of  Adolescent  Males  had  similar  findings, 
with  76.6  percent  of  t*^  to  19-year-old  males 
reporting  some  form  oi  •.uutraceptive  use  at  last 
intercourse  (1 86b).  Neither  survey  collected  data  on 
contraceptive  use  anK>ng  youngea*  adolescents. 

Pregnancies  Among  Adolescents 

Each  year  since  1974  in  this  country,  there  are 
estimated  to  have  been  over  1  million  pregnancies  to 
mothers  between  the  ages  of  10  and  19.  It  has  been 
projected  that  as  many  as  43  percent  of  the  17 
million  female  adolescents  in  this  country  may 
broome  pregnant  ax  least  once  before  they  reach  the 
age  of  20  (58). 

The  vast  majority  of  pregnancies  among  U.S. 
adolescents  occur  among  females  ages  15  to  19.  In 
1985,  for  example,  an  estimated  1,031,000  U.S. 
females  under  age  20  became  pregnant,  and  all  but 
31,000  of  them  were  ages  15  to  19  (81a).  Figure  10-1 
^ows  the  number  of  U.S.  females  ages  15  to  19,  the 
estimated  number  of  sexually  experienced  U.S. 
females  ages  15  to  19,  and  the  estimated  number  of 
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Figure  10-1--Number  of  U.S.  Fenrales  Ages  15  to  19, 
Mimber  of  Sexually  Exp^onced  U.S.  Feiratfes  Ages 
15  to  19.  and  Estimated  Number  of  Pregnancies 
Among  U.S.  Females  Ages  15  to  19, 1970-95 
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SOURCE:  OHto9  of  Tedhnotogy  A99«$sniont  1991.  basod  on  Nali(»>at 
Ac^tomyof  Sefenees,  Nationaf  Rdsoan^CouncH,  Commtosion 
on  Bah^toral  ar^  Soda!  Soioncas  and  Bfucation*  Committ0» 
0ft  CWW  Dovatepmont  Ramrch,  Pan«J  on  Adola^aont  Preg- 
nancy andChlkibsarfng,  R^dng^Fytfr0,Addt09<mrtS^ximt- 
ity,  PfpgneeKy,  and  CWtfbaarin^.  Itift^  //;  WMn^  f^Mfs 
mjd&atf$tk^App0n<&(^  S.L  Hoffarth  and  CD.  Kayos  (ods.) 
(Wfiishbigton.  DC:  Natkmai  Acadwny  Prats,  1987);  and  S.K. 
Hanshaw.  Alan  Quttmaohar  fnstltuta,  Maw  Yi^.  NY  fHH-sonat 
communicatfon.  May  23. 1990* 


pn^gnancies  lo  females  ages  15  to  19  from  1970 
to  1985, 

Pregnancy  rates  are  typically  presented  as  num- 
bers of  pregnancies  per  1,000  women  of  a  given  age 
OT  ages  in  the  population.  In  1988»  the  estimated 
pregnancy  rate  among  all  U.S.  females  ages  IS  to  19 
was  109  pregnancies  per  1,000  females  (1 24a).  As 
shown  in  figure  10-2,  this  rate  was  fairly  stable 
throughout  the  1980s  (195a),  Not  unexpectedly, 
pregnancy  rates  are  higher  among  older  U,S,  adoles- 
cent females  (those  ages  15  to  19)  than  among 
younger  adolescent  females  (those  under  age  15).  In 
1985,  for  example,  the  pregnancy  rate  was  109.8 
pregnancies  per  IfiOO  population  among  U.S.  fe- 
males ages  15  to  19  and  16.6  pregnancies  per  1,000 
population  among  U.S.  females  under  age  15  (81a). 

As  noted  above.  National  Survey  of  Family 
Growth  data  indicate  that  about  half  of  15-  to 
19-year-old  U.S.  females  in  1988  were  not  sexually 
^active  and  were  therefore  not  at  ri^  of  pregnancy 
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par8onaloommunicatten,llay21, 1990. 


(202d).  Trends  in  sexual  experience  rates  among 
U.S.  females  ages  15  to  19  are  shown  in  figure  10-3. 
Between  1970  and  1985,  sexual  exj^rience  rates  m 
this  group  rose  steadily,  but  estimated  pregnancy 
rates  among  sexually  experienced  15-  to  19-year-old 
U.S.  females  declined  (see  figure  10-3).  The  declbe 
in  pregnancy  rates  among  sexually  active  15-  to 
19-year-old  females  up  to  1985  may  reflect  an 
increase  in  older  sexually  active  U.S.  adolescents' 
willingness  or  ability  to  use  effective  contn^ptives 
(25,125,148,187).  Estimated  pregnancy  rates  among 
sexually  experienced  adolescent  females  increased 
betwwn  1985  and  1987,  however,  and  this  is  a 
development  that  bears  watching. 

Adolescent  pregnancy  rates  are  considerably  higher 
in  the  United  States  than  in  many  other  developed 
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nations  (see  figure  10-4),  despite  similar  rates  of 
adolescent  sexual  activity  in  these  countries  (148). 
The  higher  adol^cent  pregnancy  rates  in  the  Unit^ 
States  have  been  attributed  to  various  factors,  among 
them  attitudes  legarding  sexuality,  the  nature  of 
n^dia  programming,  and  lack  of  access  to  contra- 
ceptives (182), 

Births  Amgng  Adolescents 

Of  the  roughly  1  millicm  U.S.  females  under  age 
ID  who  become  pregnant  each  year,  about  half  give 
birth.  In  1988,  there  were  488,941  births  to  VS. 
females  under  age  20  (207b).  Of  these,  478,353 
births  were  to  £»nali^  ages  15  to  19,  and  10,588 


biiths  were  to  adolescents  under  age  15  (207b). 
AccOTding  to  a  1987  iqxnt  by  the  Panel  on 
Adolescent  Pregnancy  and  Cbildbearing  of  the 
Natsmial  Acaiteiny  of  Sciei^«,  U.S.  acfolesceots 
under  ^  15  are  more  than  five  times  as  likely  to 
give  bhth  as  girls  in  any  other  Western  developed 
country  of  die  world  (148,149). 

In  1988,  the  birtk  rate  for  U,S,  femsi^  ages  15  to 

19  was  53.6  births  pa  1,000  females  (2(r7b).  Not 
smprisingly,  1(V  to  14-year-old  females  have  mudh 
lowCTl>irdi  rates  (1.3  births  per  1,000  fiemales)  tium 

15-  to  17-year-old8  (33.8  births  per  1,000)  or  18-  to 
19-year-^lds  (8L7  biitfis  per  1,000)  (see  figure 

16-  5).  Birdi  rat^  miong  all  U.S.  females  under  age 

20  began  declining  in  the  1960s  and  leveled  off  after 
about  1976. 

The  largest  d^line  in  birth  rates  since  the  early 
1970s  has  occurred  among  U.S«  females  ages  18  and 
19  (203).  Tl^  birdi  rates  dropped  from  1 14.7  births 
per  1,000  females  in  1970  to  81J  biiths  pa  1,000  in 
1981  and  have  remained  roughly  at  that  level  ever 
since  (figure  10-5)  (202f).  Birthrates  among  females 
ages  15  to  17  and  ages  10  to  14  have  shown 
somewhat  diffeitrat  trends.  Birth  rates  among  U.S. 
females  ages  10  to  14  have  remained  relatively 
stable  since  1970,  at  about  1.2  births  per  1,000 
females  (202f,203).  Birth  rates  among  U.S.  females 
ages  15  to  17  showed  a  steady  declme  from  1955  to 
1980,  going  from  44.5  births  per  1,000  females  in 
1955,  to  43.9  births  per  1 ,000  in  1960,  to  33.8  births 
per  1,000  in  1970,  to  32.5  births  per  1,000  in  1980 
(2Q2f).  From  1980  to  1986,  the  birth  rate  among 
15-to  17-year-oIds  fonales  declined  only  slighdy, 
dropping  to  30.6  births  per  1,000  15-  to  17-year-old 
females  in  1986  (202f).  In  1987,  and  1988,  the  birth 
r^  among  15-  to  17-year<<»lds  rose  slightly  to  33.8 
births  per  1,(XX)  females,  the  same  level  as  in  1970 
(202f). 

As  discussed  later  in  this  chapter,  birth  rates  for 
blade  and  white  adolescents  have  differed  substan- 
tially for  many  years.^  Historically,  black  adoles- 
cents have  had  much  higher  birth  rates  dian  U.S. 
adolescents  as  a  whole,  and  white  adolescents  have 
had  lower  birth  rates  than  U.S.  adolescents  as  a 
whole*  Racial  disparities  in  birth  rat^  among  U.S. 
adolescents  have  narrowed  over  the  years  but  still 


^someextcDU  racial  dispartdeslnbiitbrMesniayr^loctfwH^ 
are  far  mow  likely  to  be  poor  or  near  poor  than  ^tc  adolcscozts.  Natioiial  data  on  biith  rates  aimcmg  adolescents  tabulated  by  socloecOTomic  status 
^  lot  available. 


Chapter  10—Pngnancy  ami  Pamtting:  Prevention  and  Services  •  //-329 


Figure  10-4— Birth  Ratos,  Abortion  Ral^  Miscarries  Rates,  and  Pregnancy  Rates  Among  Fenrales 
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remain  striking.  Thus,  in  1988,  the  birth  rates  among 
U.S.  females  under  age  20  were  as  follows: 

•  10-  to  M-year-olds:  all  races,  1.3  births  pCT 
1,000  females,  with  whites  at  0.6  births  per 
1,000  and  blacks  at  4.8  births  per  1,000; 

•  15-  to  n-year-olds:  all  races,  33.8  births  per 
UOOO  females^  with  whites  at  253  births  per 
1,000  and  blacks  at  76.6  births  per  1,000; 

•  IS-  to  19-year-olds:  all  races,  81.7  births  per 
1,000  females,  with  whites  at  69.2  births  per 
1,000  and  blacks  at  150.5  births  per  1,000 
(202f). 


Another  point  that  ^ould  be  made  hm  is  that  birth 
rates  among  black  U.S.  females  under  age  20  have 
increased  rather  steadily  since  1984»  reversing  a 
trend  of  declining  birth  rates  among  black  adoles- 
cents that  occurred  in  the  1970s  and  early  1980s 
(202f).  Birth  rates  among  black  adolescents  in  1988 
were  ^  their  highest  levels  in  about  a  decade  (202f). 

Abortions  Among  Adolescents 

The  difference  between  adolescent  pregnancy  and 
birth  rates  is  due  primarily  to  the  use  of  induced 
abortion.'^  Although  over  half  of  all  adolescrat 


'^t  h  also  doe  to  spooifiiioous  fetal  losses  (misearri^ges).  The  muiiba^  of  mlscaiTiages  has  be<m  esttaated  by  ilie  Alan  Ounmacb^  Institute  to  be  20 
peicetu  of     numbesr  of  binhs  plus  10  percent  of  the  raunbo'  of  aboitioDS.  following  a  model  developed  by  Boiq;aaits  aod  TIetze  of  Uie  POpulatlaa 
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Figure  10-5— Trends  in  Birth  Rates  Among 
U.&  Females  Ages  10  to  19, 1970-88 
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No.  {PHSi  90-1 120,  Aug.  15, 1990. 

pregnancies  in  this  country  are  carried  to  term,  the 
use  of  abortion  among  U.S.  adolescents,  as  among 
adults,  has  increased  substantially  since  the  U.S. 
Supreme  Court  ruling  in  the  case  of  Roe  v.  Wade  in 
1973  (7J48).« 

According  to  the  Alan  Guttmacher  Institute,  there 
were  an  estimated  416,170  abortions  among  U.S, 
females  under  age  20  in  1985  (8).  Of  these.  399,200 
were  to  females  ages  15  to  19,  and  16,970  were  to 
females  under  age  15  (8).  Twenty-six  percent  of  all 
abortions  in  1985  were  obtained  by  teenagers.  In 
1984,  only  6  percent  of  the  teenagers  who  obtained 
abortions  were  married  (8), 

Data  from  the  Alan  Guttmacher  Institute  on  the 
percentage  of  pregnancies  ending  in  abortions  among 
VS.  females  under  age  20  from  1970  through  1985 
are  shown  in  figure  10-6.  Between  1970  and  1979, 
there  was  a  dramatic  increase  in  the  percentage  of 


Figure  10-6— Trends  in  the  Percentage  of 
Pregnancies  Ending  in  Abortion  Among 
U.S.  Females  Under  Age  20»  1970-85* 
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pregnancies  ending  in  abortion  among  U.S.  adoles- 
cents ages  15  to  19;  the  percentage  of  pregnancies 
ending  in  abortions  leveled  off  somewhat  between 
1979  and  1983  (8)«  The  increase  in  the  percentage  of 
pregnancies  ending  in  abortions  among  U.S.  females 
under  age  15  between  1970  and  1985  was  far  less 
dramatic. 

According  to  data  from  the  Alan  Guttmadier 
Institute,  the  estim^ed  abortion  rate  for  U.S. 
females  ages  15  to  19  rose  during  the  197C)s  to  43 
abortions  per  l^OOO  females  in  1980  but  then  became 
relatively  stable  through  1985  (8).  Still,  in  1985,  the 
U.S.  abortion  rate  among  teenagers  ages  15  to  19 
was  one  of  the  highest  in  any  country  for  which  data 
are  available  (8).  In  1985,  the  abortion  rate  for  U*S. 
females  ages  15  to  19  was  44  abortions  per  1,000 
females;  thus*  4.4  percent  of  ail  won^n  in  that  age 
group  obtained  an  abortion  in  1985  (8).  Trends  in  the 
abortion  rate  for  U.S.  females  ages  15  to  19  from 
1973  through  1985  are  shown  in  figure  10-7. 

According  to  data  from  the  Alan  Guttmacher 
Instimte,  the  abortion  rate  for  U*S.  females  under  age 


*See  dt.  1 7.  *  'Consent  and  Co&fukntiaiity  in  Adolc$ceni  Healtti  Cart  Decisiommtdi^' '  io  Vol  01  for  a  discmsioti  of  U.S.  Snpncfiie  Court  dedsl<ms 
ifaal  may  affeci  VS.  adolfscmts*  access  to  abortiott 
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Figure  10-7— Trends  In  Pregnancy  Rotas,  Birttt  Rates, 
and  Abortion  Rates  Among  U.S.  Femaios 
Agos  15  to  19. 1973-85 
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IS  increased  during  the  1970s  through  1985  (8).  In 
1973»  the  abortion  rate  among  U.S.  females  under 
age  15  was  5.6  abortions  per  1^000  females,  in  1982, 
it  was  8.3  abortions  per  l^OOO  females  (8).  In  1985, 
St  was  9.2  abortions  per  1,000  females. 

As  noted  earlier,  the  number  of  abortions  reported 
to  the  Centers  for  Disease  Control  is  lower  than  the 
number  reported  to  the  Alan  Guttmacher  institute.  In 
1985,  there  were  1328^70  legal  abortions  reported 
to  the  Center  for  Disease  Controfs  abortion  surveil- 
lance program,  and  26.3  percent  of  these  were  to 
females  under  age  20  (202c).  Thus,  according  to  the 
Centers  for  Disease  Control,  there  were  an  estimated 
349,414  abortions  among  U.S.  females  under  age  20 
in  1985  (202c).  The  Centers  for  Disease  Control 
noted  that  between  1972  and  1987,  the  proportion  of 
abortions  obtained  by  twnagers  decreased  steadily 
from  33  percent  to  26  percent,  reflating  in  part 
upward  shifts  in  the  age  of  women  in  the  population 
(202c), 

Out-of^Wsdlock  Cbildbeaiing  Among  Adolescents 

While  the  overall  birth  rate  among  U.S.  adoles- 
cents has  actually  declined  since  the  early  1970s,  the 
birth  rate  among  unmarried  adolescents  in  this 
country  has  skyrocketed.  As  rfiown  in  figure  10-8,  in 
J'^60,  less  than  one-fifth  (15  percent)  of  aU  births  to 
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U.S.  females  under  age  20  were  to  females  who  were 
not  married  (I95c).  In  1988,  nearly  65  percent 
(322,406  births)  of  the  488,941  births  to  U.S. 
females  under  age  20  were  to  single  mothers 
(195a,195c,207b). 

The  jHXjportion  of  out-of-wedlock  births  among 
younger  adolescents  has  increased  less  dramatically 
since  1970  than  the  overall  proportion  for  females 
under  20,  in  part  borause  it  was  so  high  to  begin 
with.  In  1970,  four-fifths  (8 1  percent)  of  the  births  to 
U.S.  females  under  age  15  were  to  females  who  were 
not  marriwl  (195c);  in  1985,  more  than  nine-tenths 
(92  percent)  of  the  births  to  U.S.  females  under  age 
15  were  to  females  who  were  not  married  (207b). 

What  accounts  for  the  increase  in  out-of-wedlock 
birth  rates  among  U.S.  adolescents  is  not  exactly 
known.  Some  unmarried  adolescents  who  become 
pregnant  maixy  before  they  give  birth,  but  the 
proportion  of  females  conceiving  who  many  before 
giving  birth  has  declined  in  recent  years  (148)*  In 
1981,  the  pro|x>rtion  was  23  percent,  down  from 
about  31  percent  in  1970  (148,154).  The  decline  in 
the  proportion  of  unmarried  adolescents  who  marry 
before  they  give  birth  [Hobably  reflects  changes  in 
societal  Etudes  toward  marriage.  It  may  also 
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reflect  the  inability  of  fathm  who  sure  high  school 
dropouts  to  fmd  jol^  that  provide  suf^cirat  income 
to  support  a  family  (166,195a). 

Adolescent  Fatherhood 

Much  of  the  talk  about  adolescoit  piegnancy 
focuses  on  feniales.  Information  on  adolescent 
fothers  is  scarce  and  tends  to  be  less  reliable  than 
similar  data  on  adolescent  females.  One  limited 
source  of  information  on  the  extent  of  adolescent 
fodieifaood  is  the  VS.  vital  statistics  systm  main- 
tained by  die  Nadonal  Center  for  Health  Statistics  of 
DHHS.  The  vital  ^atistics  system  ccHi^es  data 
from  State  birth  certificates  on  the  ages  of  both 
mothers  and  fathers  of  children  bom  in  the  United 
States.  For  about  40  percent  of  births  to  U.S«  nK>thers 
under  age  20,  however,  information  about  Uie  child 's 
father  is  not  reported  on  the  child's  birth  certificate 
(l,47a,52,203,207b).  The  percwitage  of  mothCTs 
under  age  IS  who  report  information  about  their 
child's  father  is  smaller  than  the  p^centage  of 
mothm  ages  15  to  19  who  do,  probably  because 
younger  mothers  are  also  much  less  likely  to  be 
married  than  older  adolescent  mothers.  Black  ado- 
lescent females  are  substantially  less  likely  to  report 
the  age  of  the  father  than  white  finales. 

In  1988, 18  percent  of  U-S,  mothers  ages  15  to  19 
who  did  report  the  age  of  their  child*s  fatl^  on  their 
child's  birth  certificate  xcp^ned  the  father's  age  as 
15  to  19  (see  table  10-1).  The  percentage  of 
adolescent  mothers  under  age  15  widi  adolescent 
males  as  parmers  is  probably  higher. 

NLSYt  which  as  mentioned  earlier  is  a  longitudi- 
nal survey  of  youth  sponsored  by  the  U-S.  Dq)art- 
ment  of  Labor,  has  included  questions  about  adoles- 
cent males'  sexual  behavior  and  parenthood  experi* 
ence  since  1982  (128),  Although  NLSY  is  probably 
the  best  available  nationally  representative  data 
source  on  adolescent  male  feitility  and  living 
arrangements  it  is  unclear  whether,  and  if  so,  to  what 
extent,  the  available  survey  data  accurately  reflect 
the  total  population  of  adolescent  males  who  have 
fathered  a  child.  Even  when  adolescent  niales  are 
asked,  they  do  not  always  know  that  they  have  made 
a  sexual  partner  pregnant  or  fathered  a  child.  Even  if 
they  do  know  that  they  have  fathered  a  child,  they 
may  be  reluctant  to  acknowledge  that  fact,  even  in  a 
survey  wheie  confidentialiQ^  is  {H^otected  (la). 


Aca»xling  to  Marsiglio,  6.8  percent  (555)  of  die 
nationally  r^frosratative  sample  of  5,550  young 
males  surveyed  in  the  1984  round  of  NLSY  (when 
the  males  surveyed  were  ages  20  to  27)  repented  diat 
diey  had  fathered  »  child  before  the  age  of 20  (128).^ 
As  shown  in  table  10-2,  ekw  dian  diree-fourths 
(446)  of  diese  adolescent  fetfam  reported  diat  they 
had  beoi  single  at  ib^  time  of  ccmo^tion.  Ox^diird 
of  those  who  res^n»ble  for  a  nonmarital 
omcepticm  reported  diat  they  h^  married  within  12 
nK)nths  of  conc^i^n,  and  tmlf  of  all  the  young  men 
lived  widi  their  child  diortly  after  d^  child^s  birtb 
(128X  As  shown  in  table  10-2,  diree-fourths  of  die 
555  males  ^o  had  f adieied  a  diOd  before  the  age  of 
20 rqxmed  they  were  ages  18or  19atthe  time;  these 
old^  adolescrat  fath^  were  more  likely  to  Kpott 
being  married  at  the  time  of  con(^ticm  than  younger 
ones  (128).  Sixty-two  pracent  of  adolesomt  fath^ 
with  a  maritel  conception  reported  being  hi^  school 
dropouts,  but  all  adolescent  fadiers— regarxlless  of 
n^tel  status  at  fi^  binh — were  much  more  likely 
to  be  high  school  dropouts  than  were  other  male 
teenagm. 

NLSY  data  analyzed  by  Marsiglio  indicate  diat 
black  adolescent  males,  economically  disadvan- 
taged white  adolescent  males,  and  Hispanic  adoles- 
cent males  were  all  substantially  more  likely  to 
becon^  adolescent  fathm  than  white  adolescent 
males  from  nondisadvantag^  backgrounds  (128) 
(see  table  10-3).  Black  adolescent  males  were 
eiq>ecially  likely  to  report  having  fathered  a  child 
out-of-wedlock.  FurthCTnore»  only  15  percent  of 
black  teenage  lived  wiUi  dieir  first  child,  as 
compared  with  48  percent  of  Hispanics,  58  percent 
of  disiulvantaged  whites,  and  77  percent  of  nondis- 
advantaged  whites  (128). 

Summaiy 

An  ovariew  of  U.S.  adolescent  pregnancy  and 
parenting  is  pr^ented  in  figure  10-9.  The  United 
States  leads  all  other  Western  developed  countries  in 
its  rates  of  adolescent  pregnancy,  abortion,  and 
childbearing,  although  the  age  of  initiation  and  rates 
of  sexual  activity  in  these  countries  are  comparable 
(8,149).  Although  it  is  encouraging  to  note  diat  die 
pregnancy  rate  among  sexually  active  U.S.  females 
ages  15  to  19  declined  between  1970  and  1985,  an 
increase  in  the  pregnancy  rate  in  this  group  between 
1985  and  1987  is  cause  for  concern. 
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^Al!  pmxntagcs  repcmed  in  the  Marsigtio  artick  are  wdgbted  statistics,  font  ftpoited  sample  sizes  reflect  aOool  twptocy  a^mts  (!28). 
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Tabte  10*1— U.S.  Mathers  and  the  Reported  Age  of  ttie  Fetters  of  Their  Children,  by  Child's  Race,  19BB 


Untf9r15           1Sto19           20to24           »to29           ^to34  dSyears  Not 

^    ^^jj  Total  )^f$  5^rs  yiws  y»r3  years  amlovgr  stated 

and  age  of  mothflr  Numt»f  PBfoant  Numtwr  Percant  Numtw  Percant  Numtmr  Paront  htombef  Peront  Wtfmtwr  Pgrcoirt  ftumtm  Paroant  tomlw  Pefcent 

Allmnriltasas'                      3.909^10    100%     376  — %   tlO^      3%  617,124     16%  1,065,417    27%  903.800     23%  636.741     16%  585367  15% 

URdarlSyoars                          10^   100      110        1        2^41     21         759      7          112     1           23     —  21     —  ?^  69 

15to19yaars                          478353    100       140       —      87,018     18     153.5^     32       34371      7        6.940      1  3.007       1  193352  40 

WMli,ilPtB8S                           3,046.162    100       211        —      79.543       2     494,426     16      ^.849    29     766,167     25  518.275     17  292.691  10 

UffderlSytars                            4.073    100        26       —       1.031     25         4M     12            69     2           18     —  17  2.414  59 

15to19y«ar9                            315.471    100        83       —      61.959     20     119,5S     38       27.089     9        5347      2  2.256      1  99^12  31 

Btort^inign                             671.976    100       146       —      27,166      4     100^     15      116.019    17       85,647     13  71,413     11  271355  40 

UwderlSyaars                           6.182    100        80        1        1,137     1  8         208      3           32    —           3     —  3     —  4,719  75 

15to19yaar9                           146,326    100        49       —      22.046     IS      28^     20        bm      4        1;222      1  583     —  8^234  60 

NOTE:  PofotmtagM  may  not  totaf  100  because  of  fmndin?.  Pafoorttages  te$s       1  pero^nt  are  indtoted  by  a 

^AQ  racm**  Indudw  raoas  other  than  white  and  black.  Separate  data  for  HIspantcs  are  not  available  (see  taxi),  t^spantee  may  be  either  bla^  or  white. 

^^RCE:  U.S.  Department  of  H^ih  and  Hunan  Servtoes.  Public  Health  Service.  Centers  for  Ofsease  Contipf.  National  Center  for  Health  Statistics.  CKvielon  of  Vital  Stcttetice.  "Advance  Repcirt 
of  Final  Natality  Statistics.  1^,"  hhntfffy  Waf  Statistks  /Tiyspft 39(No.  4  suppl  ),  DHHS  Pub.  No.  (PHS)  90-1 120.  Ai^.  15. 1990. 
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Tabid  10-2— Adolescent  Fathers:  Dlstrtbutten  of  Dtate  Parttcipants  in  the  1984  NLSY 
Who  Reported  Having  Fathefed  a  Child  Before  the  Age  of  20,  by  Father's  Age 
at  Child's  Birth  and  Marital  Status  at  Conraption* 


Mates  who  reported 

having  tethered  a         Sln^  at  Mariied  at 


atchlWsWfth  N-555  N-446  N-109 


Age  11  to  16   66    oai*X^           66    {127^  0  {tm^ 

Age  17  -  -   85   (15.8)             76    (18.3)  9  (5.8) 

Age  IB   181    (30.6)           158    (32.8)  23  (22.1) 

Age  19.   223    (43.5)           148    (38^)  77  (72.0) 

Age  11  to  19                                  SS5  (100.0)  446  (IW.O)  109  (100.0) 


^Data  ar»  from  thB  1 984  round  of  NationaJ  Longitudinal  Survoya  of  tabor  Maikat  Exp^rtanc^YOMth  Cat^  (fa.SY). 
apon^rod  by  U.S.  D^rtmant  of  Labor.  Tha  aurvay  was  bagim  in  1^79.  f n  1  d64  mate  f>artkipanla  wara  ^|aa 
20  to  27. 

^9^atnumbarofma]aslnma^a^YBamplain1^84wa8S,^.Aooordh)9to 

to  rapoft  paioantaga9  (aa  notod  In  tabta  10-9),  6,8  panoant  of  mafa  partidpantB  in  ttia  1984  ra.SY  raportad  that  thay 
had  fatfrared  a  chfid  bafora  ttia  aQa  of  20. 

SOURCE:  Offtea  crfTachnoJogy  Assasamant.  1991 .  basadon  W  Marsi^fio,  -A^tefasoant  Fathara  in  tha  Unitad  Slataa: 
Tha^  mm  LhHng  ArrangamantB,  Marital  Expariaoca.  and  &totional  Outcomaa."  FwrOy  PtanrUng 
Fmsp0Ctiws  19(6)^40-251. 1987. 


Tat>la  10-3-*Adotescant  Fathara:  CHstribution  of  Mala  Parttcipants  in  tlia  1^4  NLSY 
Who  Raportad  Having  Fathored  a  Child  Bafora  tha  Ago  of  20,  by  Raca/Ethnlctty*  ^ 


Rao^ethnldty 


Marital  status  at  conqsplion  Total        Htspante       Black       Not  poor  Poor 

and  ^  at  cWkfs  birth  (N  «  S,SSO)    (N  -  858)    (N  «  1,402)  (N- 2.475)  {N-815) 


Percent  of  mala  participants  6.8%  10.9%  14  J%  4.6%  11.9% 
who  fatherad  a  child  before 

age  20  

Sngte   5.5%  7.0%  14.2%  3.4%  9.1% 

Ages  11  to  1 7   i  .7  2.6  5.8  0.7  3.4 

Ages  18  to  19   as  4.4  8.4  2.7  5.7 

Married   1 .3%  3.9%  0.6%  1 .2%  2.8% 


^ta  ara  from  tha  1984  mtmd  of  tha  hteUonalLongttM^  Surw^  of  Labor  MarkatExpafiaooa^Ybuth  Cohort  {ft.SY) 
tpwworad  by  tha  U.S.  Oapartmant  of  Labor,  Tha  mirvay  waa  bagun  In  1979.  In  1 984.  mala  parttolpanta  ware 

^a  NLSY  it  a  nationaiJy  f^ra«antatfva  survey  that  indudas  12,686  mala  and  famala  raspo^^anta  with  an 
ovaraampiir^  of  blacte,  Hi^niot.  and  acoramioal^  disAdvamaoad  arhitaa.  Thaa«  subgroups  can  ba  vraiphtad  to 
r^r^smn  a  national  croas-aact Ion  of  Amartean  youth  agas  1 4  to  21  aa  of  January.  1878.  AD  parcantagas  raportad  fn 
this  tabta  are  walghtad  statlstlca.  but  raportad  sampte  atzaa  raftact  actual  fraquam^  oountg. 

SOURCE:  W.  Mor$^!k).  -Adolascant  Fathers  In  tha  Unltad  States:  Thair  Initial  Uving  Arranganf>ante.  MaHtal 
Ejqjarfanca.  and  Bducattonal  Outooma$r  Famity  PtofUik^  f^fspictiv0s  18(6)'240-251 . 1987.  RajHf  ntad  by 
parmlaalon. 


Birth  rates  among  U.S.  adolescents  as  a  whole 
seem  to  have  leveled  off  since  the  l^e  1970s,  after 
an  initial  sharp  decline  due  to  the  legalization  and 
increased  availability  of  abortipn.  In  1988t  however, 
birth  rates  among  10*  to  14-year-old  adolescents  and 
anK>ng  15-  to  17-year-old  U.S.  adolescents  were  at 
their  highest  levels  in  10  years  (202f).  The  reasons 
are  not  known.  Another  cause  for  concern  is  the  fact 
that  birth  rates  among  black  U.S.  adolescents 
increased  during  the  19S0s  (202f).  Again,  the 
reasons  are  not  entirely  clear.  There  are  about  half  a 
million  births  to  adolescent  mothers  each  year.  It  is 
^•:bling  that  the  proportion  of  births  to  unmarried 


adolescents  has  increased  dramatically  in  recent 
years,  and  currently,  about  two-thirds  of  births  to 
adolescent  mothers  are  out-of-wedlock  births.  Data 
€rom  the  U.S.  vital  statistics  system,  through  limited, 
suggest  that  perhaps  half  of  adolescent  pregnancies 
involve  males  age  20  or  above;  the  rest  of  adolescent 
pregnancies  involve  younger  males  as  fathers. 

CottseQuences  of  Adolescent  Sexual  Actiulty, 
Pregiianey,  Abortion,  anil  Pamnthood 

It  is  often  assumed  that  adolescent  pregnancy  and 
childbearing  are  associated  with  a  constellation  of 
negative  health,  social,  and  economic  outcomes  for 
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Figure  10-9— Ovorvtew  ot  U.S.  Acioldscftnt  Pregnancy  and  Parenting* 
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ap<imntagos  tA  s«xu«f  in!ar(x>uf9««  prognand»d,  And  out^d-wdcfiock  births  wfiiatabi^alad  from  1986  cterta  Pdrc^agos  of  atxsrtions,  miscarri^^os.  and  birthft 
m0t0  tabMlattfd  from  1S84  dats.  P0rc0ntag»s  ot  adoptions  w^tb  iabd^t^d  from  1S82  data 

SOURCE:  Otflos  of  Technology  Assessment.  1991.  based  on  data  from  tha  foiioivinfl  sources:  Adoletcant  males  ew  had  aaxuat  lnt#reouf»a:  F.L. 

Sonnestein,  JM,  Pte<*,  and  LO.  Ku,  •Patterns  of  Sext^l  Activity  Among  Adofesoent  M»l*s."  f>apef  presented  at  the  annual  meeting  of  tha 
Pof»ifatton  Association  of  Anwtea,  Toronto.  Canada.  May  1  WO.  Adoteac«tt  femataa  avar  had  sexual  fnt^cKJraa:  J.D.  IPorreM  and  S.  Singh, 
"V\9  Sexual  and  RaptfoAictlve  Behavior  of  American  Women.  1982-1988.''  Famify  Planning  ftsr^pac*^^  22(5):eoe-214. 1990.  Pregnant  In  the 
past  yaar  U.S.  Congress.  Concessional  Bt«%et  Cmtee,  Saw^s  ofSuppoftts^AOol^ac^tt  A«otfMrs{WBshlngten.  00:  Sep^wnber  1990).  Had  an 
owt-of^fvedloek  bUih  In  IK*  paat  year:  U.S.  Department  of  Health  and  Ht^nan  Servtoas.  PvtiOo  HaaHh  Sorvica,  Cantors  for  DiBsasa  ContrtM. 
National  Center  tor  Health  Statistics.  CWvisten  of  Vital  Siatlsftes.  'Advance  R^rtof  RnaU^allty  Stallrtlcs.  IMS.**  *l»rtW^  VHMfStstttites  Report 
39  {No.  4.  stippl  ).  DHHS  Pub.  Ho.  (PNS)  90-1120.  Aug.  15.  1990.  Alt  otham:  htetlonal  Academy  of  Solancas,  National  R^aareh  Coiindl. 
Commisskm of  Behavk>ratand Social  Sc^enoesand Edition  Committee  onCWId  Dei^lo^^ 

Pregnancy  and  ChJkft>ear1ng.  Risking  ttw  Futun:  AOol^scm  S^xuiUlfy.  Pr0ffnmKy.  and  CNfOb^afinff,  Vt^  /.  CD,  Hayes  (ed.)  (WtoWngton,  DC: 
National  Academy  Press.  1987). 


adolescents  ( 196).  As  discussed  below,  however,  not 
all  adolescents  experience  these  negative  outcomes, 
and  there  is  evidence  that  some  of  the  negative 
outcomes  may  actually  result  from  lack  of  prenatal 
care  or  other  factors  related  to  socioeconomic  status 


rather  than  from  adolescent  pregnancy  or  childbear- 
ing  per  se  (196).  A  better  understanding  of  risk  and 
protective  factors  in  adolescent  {w^egnancy  and 
childbearing  would  undoubtedly  be  useful  in  devel- 
oping appropriate  interventions. 
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Consequences  for  Adolescents 

H&dth  Consequences  (tf  Early  Sexual  Activity — 
Adolewente  who  engage  in  sexual  intercourse  are  at 
veiy  higb  risk  of  immediate  Inaltfa  consequences. 
Oaxi  comequencx  fc»-  females,  of  course,  is  unin- 
taided  imgnancy  due  to  die  failure  to  use  effective 
contraception  (47a).  As  noted  bdow,  different 
sut^groi^  of  adolescents  are  nKnre  likely  to  pnu^e 
effi^tive  contracq)tion  Aan  odiers.  Youngo-  adoles- 
cents, for  exanq)te,  are  less  likely  to  use  effective 
contraceptive  nK;tbods  tban  okter  oaes.^^ 

Engaging  in  sexual  inten»urse  places  both  male 
and  fnnale  adolescents  at  very  high  risk  of  getting 
sexually  transmitted  diseases  (STDs)  and  their 
related  side  effects,  infecticm  widi  human  immu- 
nodeficioicy  virus  (HTV),  and  die  life-threatening 
acquired  immunodeficiency  syndrome  (AIDS)  (47a, 
1S9).  The  risk  of  AIDS  and  some  STDs  can  be 
reduced  through  the  use  of  condoms  and  other 
measures  discussed  elsewhese  in  this  Report." 

Health  Consequences  of  Pregnancy  and  Child- 
bearing — Pregnant  adolescents  are  at  risk  for  nega- 
tive health  outconws  including  excessive  wei^t 
gain  during  pregnancy,  anemia,  nutritional  deficien- 
cies, mild  and  severe  toxemia  of  pregnancy,  jno- 
longed  OS  ateupt  labors,  cephalopelvic  diqiropor- 
tion,  and  maternal  mortality  C75a,134.137,I89).  The 
adolescents  at  highest  risk  are  very  young  (under  age 
15),  black,  have  a  low  gynecological  age,  are  diin, 
are  of  low  socioeconomic  status,  and  do  not  seek 
prenatal  care  (75a).  Son^  a{k>Iesc«its  eota  preg- 
nancy with  preexisting  conditions  that  may  produce 
negative  outcomes  (e.g.,  poor  nutrition,  anemia, 
STDs,  substance  abuse  problems'^).  Thus,  the  prob- 
lems they  experience  stem  from  those  conditions. 
Many  of  the  adverse  outcomes  that  piegnant  adoles- 
cents experience  can  be  avoided  by  good  nutrition 
and  q}propriate  medical  care  (75a). 

Health  Consequences  of  Abortion — Like  any 
surgical  procedure,  induced  abortion  carries  some 
physical  health  risks  (189).  Length  of  gestation  is  the 


most  important  determinant  of  abortion  cfHx^lica- 
tions  (30,189).  Part  of  the  reason  is  diat  it  determine 
the  abortion  method,  and  methods  used  later  in 
jaegnancy  have  higher  risks  of  conq^lications.  Ado- 
lescents are  twice  as  likely  as  older  women  to  obtain 
an  abortion  after  12  weeks,  and  die  youngest 
adolescents  are  nK>st  likely  to  delay  seeking  an 
abortion  (30,189). 

The  most  conqnehensive  analysis  of  complica- 
tions of  abortions  annnig  adolescents,  by  Cates  and 
his  colleagues,  was  based  on  data  for  legal  abortk}ns 
pcffismed  in  the  1970s  (30,189).  The  Cates  analysis 
found  diat  the  overall  rate  of  major  c(»iq>lications 
following  abortion  by  sucticm  curettage  at  12  wedcs 
gratation  or  earlier  was  simUar  for  teens  and  older 
womai  (between  1  and  2  per  1,000  in  1975-78) 
(30,189).  Complication  rates  associated  widi  abor- 
tion by  dilatation  and  evacuation  <^  saline  adminis- 
tration were  lower  ftxt  teoiagers  dian  for  any  odier 
age  group.  The  Cates  analysis  found  that  between 
1972  and  1978,  the  risk  of  dying  from  a  legal 
induct  abintion  was  lower  among  adolescents  than 
anKmg  older  females.  Within  lengths  of  gestation. 
adoIes(^ts  had  the  lowest  cteadi  rates. 

Cates  conchided  that  the  {Aiysical  health  risks  of 
induced  abortion  for  teenagers  were  generally  no 
greater  than  the  risks  for  older  women  (30,189).  The 
(me  exception  was  die  greater  risk  of  cervical  trauma 
among  teenagers.  Adolescents  who  experience  cer- 
vical trauma  following  induced  abortion  may  be  at 
increased  risk  for  adverse  outcomes  in  subsequent 
pregnancies.'^ 

A  1989  report  by  then  Surgeon  (jeneral  C.  Everett 
Koop  stated  that  firm  (inclusions  regarding  the 
psychological  effects  of  abortion  wctc  not  possible 
(krgely  because  of  serious  flaws  in  mudi  of  the 
existing  research),  but  the  Surgeon  General*s  report 
did  not  specifically  address  psychological  effects  of 
abortion  for  adole^nts  (209).  Adler  and  col- 
leagues' review  of  tfie  most  re<;^  methodologically 
sound  stiKlies  of  psychological  responses  of  U.S. 


'^^Ibe  effectiveness  of  cooirocepiive  melbods  most  commonly  used  by  U.S.  adolescents  is  discossed  lota  In  oas  charter. 

I  *Ttae  risk  of  HI  V  infection.  AIDS.  8«l  other  STDs  amoog  U  J.  and  attolescents  and  iiuasiires 
imd  Other  Sexually  Transmitted  Diseases:  Preventloa  and  Services."  in  this  vohune. 

'^The  special  nattitknal  needs  of  pregmnt  adolesoeots  stne  discitssed  in  di.  7.  "Notrltimi  and  Blness  Ptobtans:  Pnevcotiffii  md  Services."  in  lUs 
votnme.StibstafKxidmseinobtenisanKnig  adolescents  are  discussed  inch.  12.  "AlcoboLTbbacco,  and  Drag  Abuse:  Piteventiwt  and  Services."  in  this 
vohune. 

I'Tbe  effect  of  a  prim'  induced  abmion  oa  siibseqneoi  pregnancy  outcomes  hiis  not  been  specifkatly  evafaiated  for  adolescents.  Given  die  tncrfffnt 
risk  of  c«rviail  iojuiy  sta  a  coinplication  among  adolescents  and  its  possible  association  with  subsapent  onfavofshle  pr^^nancy  outcomes,  rescmh  oo 
^  4elayed  effects  of  indiKxd  abortim  anxmg  adolescents  seems  warranted  (iS9). 

3r,r, 
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wc»nen  after  obtaining  legal  abortions  found 
women  ofi^  expm^ce  particulaa:  distress  before  an 
aboition  but  that  legal  abortion  during  the  fir^ 
trime^  of  their  pregnancy  does  not  pose  a  psycho- 
logical hazard  for  nK>st  won^  (4).  Several  studies 
have  found  that  adolescents  expoience  niore  nega* 
tive  enK)tional  reacticms  imn^diately  following  an 
abortion  ttmx  women  over  age  19  do  (3^,126). 
This  finding  may  reflect  the  older  won^^s  greater 
ability  to  make  use  of  their  siqyport  networks  to 
resolve  negative  emotiGm  following  an  ^rtion 
(11,62).  Adler  and  Dolcini  note,  however,  that 
statistically  significant  differences  between  adoles- 
cents^ and  adults*  psychological  reactions  to  abor- 
tion are  small,  and  negative  reactions  of  both  groups 
are  generally  mild  (5).  Some  distress  preceding  an 
abortion  is  to  be  expected. 

Studies  cf  the  long-term  psychological  impact  of 
abortion  on  adolescents  are  rare.  A  recent  study  that 
followed  360  black,  urban  adolescents  who  received 
a  pregnancy  test  in  Baltimore  found  that  adolescents 
who  obtained  an  abortion  were  no  more  likely  to 
have  psychological  jnt>blems  2  years  later  than  were 
adolescents  who  caiiied  their  pregnancies  to  term  or 
whose  pregnancy  test  was  negative  (225), 

Social  and  Economic  Consequences  of  Parent- 
hood— ^According  to  Dryfoos,  adolescent  mothers 
face  **a  myriad**  of  short-  and  long-;;.-Tn  problems, 
as  do  the  babies  they  bear,  the  fathers*  their  f  amilies« 
andp  ultimately,  their  communities  (47a).  One  jW)b- 
lem  that  researchers  have  confironted  in  attempting 
to  document  the  consequences  of  parenthcKxi  for 
adolescents  as  compared  with  the  consequences  for 
older  women,  however,  is  determining  the  effects  of 
low  socioeconomic  status  and  race  apart  from  age 
(47a). 

In  the  short-term,  adolescent  mothers  finequently 
report  many  stresses  in  their  lives:  reliance  on  tbeir 
family  of  origin,  unstable  relationships  with  the 
child  *s  father  and  other  male  partners,  unusual  rates 
of  physical  health  problems  for  themselves  and  their 
children,  economic  banishes,  school  changes,  fam- 
ily conflict,  loneliness,  isolation,  and  depression 
(1635,102). 

The  relationi^ip  between  adolescent  parenthood 
and  educational  attairmient  is  a  complex  one, 
especially  amcmg  females  (185c),  A  number  of 
studies  have  found  that  females  who  have  babies 
while  in  junior  or  senior  high  school  complete  on 
^•"TOge  fewer  years  of  school  than  their  peei^  who 
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(telay  childbearing  until  dieir  twenties  and  are  less 
likely  to  r^:eive  a  high  sch(x>l  degree  or  to  attrad 
college  or  graduate  school;  these  studio  have  found 
diat  the  younger  the  i^lescent,  the  greato'tise  effect 
(29, 145,66).  In  stiuiies  conducted  several  years  ago« 
as  many  as  duee-<quart^  of  femate  drc^uts  ci^ 
pregnancy  and/or  marriage  as  their  reason  for 
leaWng  school  (185c).  As  discussed  below,  how-^ 
evo*,  females  who  become  adoIe«:rat  mothers  tend 
to  be  those  who  lack  basic  skills  and  are  low 
achievers  in  school  (47a).  Thus,  poor  academic 
p^cmnance  may  be  a  precursor  of  pregnancy  ami 
motherhood  mtbex  than  a  consequence*  Using  data 
from  NLSY,  Upchurch  and  McCar&y  found  that 
female  adolescents  who  had  a  baby  while  still 
enroll^  in  school  and  who  remain^  in  school  were 
just  as  likely  to  graduate  as  ^lescrats  who  did  not 
have  b;^ies  (195).  Female  high  school  dropouts  who 
had  a  baby,  however,  had  their  chances  of  eventual 
graduation  from  high  school  reduced. 

Some  studies  have  found  that  adolescent  mothers 
tend  to  have  lower  status  jobs  and  lower  incomes 
than  other  fonales  and  that  they  ar^  meat  likely  to 
depend  on  public  assistance  (29,70,89);  it  is  sug- 
gested that  part  of  die  reason  may  be  that  females 
who  give  birth  during  adolescence  tend  to  have  more 
subsequent  births  at  closer  intervals  than  their  peei^ 
who  delay  childbearing  (90).  Economic  outcomes 
are  substantially  tmghter  for  adolescent  mothers 
who  marry  and  maintain  stable  marital  relationships 
than  they  are  for  othw  adolescent  mothers  (67).  As 
noted  earlier,  most  births  to  adolescents,  especially 
blacks,  occur  outside  of  marriage.  Furthermore, 
adolesc^t  marriafes  are  very  hkely  to  end  in 
divOTce,  and  adolescent  cohabitadonal  relationships 
are  even  more  unstable  than  adolescent  marriages 
(14,29,66.67). 

Recently,  a  couple  of  longitudinal  studies  have 
found  that  there  is  great  variability  in  how  adoles- 
cent parenthood  affects  adolescent  mothers'  educa- 
ticMial  and  vocational  attairui^nt  Furstenberg  and 
colleagues  conducted  a  longitudinal  study  that 
followed  a  group  of  mostly  urt^  black  adolescent 
mothers  in  Baltimore  and  dieir  children  for  17  years 
(68,68a).  They  found  a  great  deal  of  diversity  in  how 
these  mothers,  who  gave  birth  as  adolescents  in  the 
middle  to  late  1960s,  responded  in  the  long  run  to  die 
setback  in  education  and  labor  fmce  partici9)ation 
asscK^iated  with  adolescent  childbearing  and  parent- 
hood. Women  who  had  more  economically  secure 
and  better  educate  parents  and  womra  who  had 
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been  doing  well  in  school  and  bad  high  ^ucational 
aspirations  at  the  time  of  their  child's  birth  were 
much  more  likely  to  be  successful  later  on. 

At  5-year  followup  in  1972,  Fiirstenberg  and 
colleagues  found,  most  of  the  331  mothers  were  in 
their  early  twenties  and  were  struggling  to  remain  in 
or  remra  to  school,  to  enter  the  job  market  and  to 
raise  their  child  (68,68a).  Close  to  one-third  of  the 
young  women  were  receiving  welfare.  Only  50 
percrat  of  the  wcnnen  had  graduated  from  high 
school*  Having  more  children  at  a  young  age  was 
found  to  constrain  these  mothers'  ability  to  pursue 
their  education  or  get  job  experience.  TTie  mothers 
who  had  had  nfK>re  children  in  the  5  years  did  less 
well  m  school,  had  lower  aspirations,  and  came  from 
more  sociocconomically  disadvantaged  families  than 
those  who  had  no  subsequent  children. 

At  17-year  followup  in  1984,  Fursienberg  and 
colleagues  found  that  a  substantial  majority  of  the 
Baltimore  adolescent  mothers  had  renmied  to 
school,  had  gotten  off  welfare,  and  were  ©nploy^ 
in  stable  jobs  (68,68a)^  Relatively  few  had  ended  up 
with  large  families.  Nevertheless,  barely  more  than 
one*third  were  married,  and  in  comparison  with 
samples  from  several  national  surveys,  the  Balti- 
more mothers  were  not  as  successful  as  metropolitan 
black  women  who  had  delayed  childbcaring  until 
their  early  twenties.  Women  who  had  attended  a 
spccM  sch(K)l  for  pregnant  women  were  more  likely 
to  be  economically  independent  at  followup. 

This  smdy  by  Furstenberg  and  colleagues  sug- 
gests  that  adolescent  parenthood  does  not  inevitably 
lead  to  a  life  of  poverty  and  disadvantage  fo^ 
adolescent  mothers  (68).^*  Furstenberg  and  col- 
leagues caution,  however,  that  the  situation  con- 
fronting the  sample  of  mothers  in  their  study  may  be 
very  different  from  that  of  pregnant  twnagers  today. 
During  the  mid-1960s,  for  example*  abortion  was 
illegal,  and  early  childbearing  was  not  considered  a 
problem  so  long  as  it  was  accon^sinied  by  marriage; 
thus,  many  women  married  to  avoid  the  stigma  of 
unw^  parenthood.  Special  services  for  adolescent 
mothers  were  less  available  20  years  ago  than  they 
are  today.  In  drawing  conclusions  about  the  implica- 
tions of  the  Furstenberg  study's  fmdings  for  today's 
adolescent  mothers,  these  changes  should  be  kept  in 
mind.  The  effects  these  changes  are  likely  to  have 
are  not  really  known. 


HOTwitz  and  colleagues  investigated  the  long- 
temi  effects  of  school-age  pregnancy  in  a  20-year 
followup  of  wonten  who  were  {rognant  adolescents 
in  the  late  1960s  (92a).  The  sttidy  population 
consisted  of  154  black  women  who  had  been 
enrolled  in  a  program  that  offered  obstetric,  social, 
and  ^ucational  s^es  to  pregnant  teenagers.  This 
study  also  found  that  tl^  life  course  and  kmg-term 
outcomes  for  adolescent  mothers  woe  not  homoge- 
neous. Long-term  success,  defined  as  being  cur- 
rently employed  or  supported  by  a  ^use  and 
having  a  high  school  education  or  its  equival^t,  had 
been  achieved  by  62  percent  of  the  women  in  this 
study  at  20-year  followup.  Long-term  success  was 
associate  with  six  factors:  1)  having  convicted 
more  school  prior  to  becwning  pregnant,  2)  partici- 
pating more  extensively  in  life  skills  training  ses- 
sions offered  to  them  as  pregnant  adolescents,  3) 
being  in  school  with  no  subsequrat  pregnancies  at 
26  months  posQ^rtum,  4)  feeling  in  control  of  one's 
life  at  26  months  postpamrai;  5)  experiencing  little 
social  isolation  at  26  months  postpartum,  and  6) 
lifetime  fertility  conttol  defined  as  one  or  two 
children  after  the  first* 

The  educational  attainment  of  male  adolescents 
who  become  fathers  during  their  teenage  years  has 
been  found  to  be  negatively  affected  by  parenthood 
but  to  a  lesser  extent  than  the  educational  attainment 
of  adolescent  mothers  (29,128).  Data  from  the  1984 
round  of  NLSY  suggest  that  adolescent  fathers 
whose  first  child  is  com^ived  within  marriage  have 
the  poorest  high  school  con^Ietion  patterns  ( 128).  A 
number  of  questions  remain  about  whether  adoles- 
cent fathers  who  live  with  a  child  they  have  father^ 
are  harmed  in  their  educational  careers,  and  if  so, 
under  wh^  conditions  (128). 

Psychological  Consequences  of  Giving  Up  a 
Baby  for  Adoption — ^Adoption  is  a  relatively  rare 
event,  and  the  process  of  formalizing  adoption 
decisions  has  been  highly  confidential,  so  research 
data  have  been  difficult  to  obtain.  Some  data  indicate 
that  placing  a  child  for  adoption  results  in  a  grieving 
process  that  may  affect  many  aspects  of  a  young 
woman's  life  (44)  and  that  mothers  who  give  their 
children  up  for  adoption  experience  a  variety  of 
negative  psychological  consequences  (162),  Tbe 
snidies  from  which  these  data  are  drawn  have  been 
based  on  small,  self-selected  samples  and  have  not 
concentrated  on  adolescents,  however,  so  their 


O     i4Tbc  stiidy-s  fiudings  with  respect  lo  ouicomcs  for  the  duWrcn  of  adolescent  moihcra  were  less  positive,  as  discu^  bctow. 
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ai^licability  to  the  general  iH>pulati(Ni  of  adoles- 
cents who  give  Imbies  up  for  adoption  is  limited. 

A  1988  study  conq>wing  female  adolescents  who 
chose  to  give  up  a  baby  for  adoption  with  female 
adolescents  who  cho»  to  keep  their  baby  found  that 
both  groups  of  adolescent  mothers  experienced  a 
decline  in  satisfaction  with  themselves  and  Aeir 
lives  which  closely  followed  their  decisions  to  give 
up  or  to  keep  their  baby  (1 33).  But  when  researchCTS 
followed  up  the  two  groups  of  adolescent  mothers  at 
least  6  months  later,  they  found  no  differences 
between  the  two  groups  in  overall  levels  of  self-  or 
life  satisfaction  (133)*  Adolescent  mothers  who 
chose  to  keep  their  babies  were  slightly  more 
satisfied  with  their  decisicms  than  adolescent  moth- 
ers who  chose  adoption. 

Conssquences  for  Children  of  Adolescent  Parents 

Health  Consequences — Babies  bora  to  adoles- 
cent mothers  (especially  adolescent  mothers  undor 
age  15)  are  more  likely  to  be  premature  or  low 
birthweight  and  are  more  likely  to  require  hospitali- 
zation within  the  first  5  years  of  life  than  b^ies  bora 
to  women  age  20  and  over  (71b,84,190496).  The 
risks  of  prematurity  and  low  birthweight  can 
reduced  with  adequate  prenatal  care.  Furthermore, 
the  fetus  of  an  adolescent  is  at  less  than  average  risk 
in  some  respects  (e.g.,  fetal  death),  and  many 
children  bom  to  adolescent  mothers  tend  to  grow 
better  in  the  earlier  years  of  life  (71b). 

Some  studies  suggest  that  the  children  of  adoles- 
cent parents  are  at  increased  risk  of  cognitive 
deficits,  tend  to  perform  less  well  in  school  than 
children  bora  when  their  parents  were  older,  and  are 
more  likely  to  exhibit  behavior  problems  in  school 
(14,70,106,120,140).  Some  data  suggest  higher  rates 
of  abuse  and  neglect  among  children  of  adolescent 
mothers  (105,176),  but  such  outcomes  seem  to  be 
affected  by  socioeconomic  factors;  when  the  effects 
of  socioeconomic  variables  are  controlled,  apparent 
differences  between  the  children  of  adolescents  and 
older  mothers  are  substantially  reduced,  although 
not  completely  eliminated  (148,196). 

Social  and  Other  Consequences — Furstenberg 
and  colleagues*  longitudinal  study  of  mostly  poor 
black  adolescent  mothers  and  their  children  in 
Baltimore  found  that  the  offspring  of  their  sample  of 


mothers  who  gave  birth  in  the  mid-1960s  were  at 
greater  risk  of  developing  problems  in  hue  adol^- 
coice  and  early  adulthood  dian  the  children  of  older 
nwfliers  interviewed  in  the  Naticmal  Survey  of 
Children  who  did  not  give  birdi  as  actolescents  (70). 
The  children  of  tte  Baltimore  nK>thers  were  int^- 
viewed  at  5-year  followup  (whe^n  they  woe  {Hies- 
choolears),  at  17-year  followiq)  (when  they  were 
adole^:ent5),  and  at  20-year  foUowiq)  (wten  they 
were  ages  18  to  21). 

At  17-year  followup,  the  Fiirstenburg  study  found 
that  the  frequency  of  school  failure,  delim|uem:y, 
emotional  difficulties,  and  other  probkm  behaviors 
was  much  greater  amcHig  the  children  of  the  adoles- 
cent mothm  than  among  diildren  of  older  mothers 
in  the  National  Survey  of  Children  (70).  At  20-year 
followi^,  the  children  of  the  Baltinune  adolesK^t 
mothers  were  not  doing  as  well  as  tl^  diildren  of 
older  mothers  in  the  National  Survey  of  Children, 
but  the  difierenc^  were  not  as  large  as  some 
observers  might  have  been  expected.  Sixty-three 
percent  of  the  chiklren  of  the  Baltimore  adolescent 
mothers  had  convicted  high  school  or  obtained  a 
high  sdiool  equivaloicy  degree  and  another  10 
percent  seemed  likely  to  do  so.  Still,  a  conspicuous 
minority  had  dropped  out  of  school  (23  percent)  or 
had  ^nt  time  in  jails  or  correctional  institutions  (17 
percent),  and  a  substantial  proportion  were  experi- 
encing syfi^toms  of  depression  (32  percent). 

Because  of  its  ability  to  follow  families  over 
generations,  the  Furstenbag  study  was  also  able  to 
address  the  impmtant  and  controversial  issue  of  the 
tiansmissibility  (e.g*,  through  parental  socialization 
or  modeling)  of  adolescent  childbearing  between 
generations.  This  study  found  that  early  childbearing 
was  at  least  indirectly  involved  in  increasing  the 
chance  that  one's  child  would  ba:ome  an  adolescent 
parent  (daughters  of  women  who  had  given  birth  at 
ages  14  to  17  were  more  likely  than  those  whose 
mothers  were  20  or  older  at  their  first  birth  to 
themselves  give  birth  as  adolescents).  On  the  other 
hand,  the  great  majority  (two-thirds)  of  the  children 
of  adolescent  mothers  did  not  become  parents  before 
age  19  (68  J0).^5 

Furstenburg  and  colleagues  unfortunately  found 
that  the  second-generation  adolescent  mothers  were 
not  faring  as  well  as  their  mothers  had  and  predicted 


^^It  may  be  impoitant  to  m>tt  that  because  not  ail  wonscn  m  their  sample  had  reached  ages  14  to  1 8,  the  nesearchcrs  calctiiated  probabilities  based  oo 
Q***^'  expcfieoces  of  the  sample  that  was  avaitabte  (70).  * 
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wooe  outcomes  for  them  than  for  their  motl^rs  in 
tmm  of  educaticmal  achieven^nt,  mairi^,  and 
welfare  dependoice  (68  JO).  Hie  second-generation 
adolescent  mothers  were  abnost  twice  as  likely  as 
their  mothers  to  have  failed  a  grade  in  school  (57 
percent  v.  33  percent),  were  le^  likely  to  have 
married  (14  parent  v.  60  parent),  and  woe  more 
likely  to  be  on  welfare  {60  percoit  v.  30  pocent). 
Ftirstenburg  and  colleague  concluded  that  '^s^^d- 
generation  teenage  mothers  in  the  1980s  f^>pear 
mote  vulnerable  to  Icmg-teim  dqpendeiK^e  and  prob- 
ably less  equq)ped  to  maneuver  dieir  way  out  of 
lifelong  disadvantage  than  were  their  mothers  in  the 
1960s'*  (68).  They  recommended  that  second- 
generation  ^olescent  mothers  be  targeted  for  exten- 
sive educational  and  social  services  (68)* 

Risk  and  Proteetlw  Factors  In  Adolescent 
Pngnancy  and  Parenting 

In  recent  years*  researchers  have  documented  a 
number  of  potential  risk  and  protective  factors 
lelatol  to  aidolesmit  inegnancy  and  parroting. 
Much  of  the  available  le^arch  was  recently  re- 
viewed in  a  comprehensive  analysis  of  adolescent 
pregnancy  and  parroting  by  the  National  Academy 
of  Sciences'  Panel  on  Adolescent  Pregnancy  and 
Ouldbearing  (148J49),  and  that  information  is 
^mmiarized^  along  with  other  information,  below.  It 
is  in^rtant  to  note  that  there  is  still  a  paucity  of 
methodologically  sound  research  cm  the  precursors 
to  adolescent  pregnancy  and  postpregnancy  deci- 
sions. 

In  an  attempt  to  capture  the  many  factors  that  may 
be  associated  with  the  determinants  and  outcomes  of 
pregnancy  resolution  decisions  made  by  adolescent 
females  and  their  male  partners  after  conception, 
Marsiglio  recently  presroted  the  conceptual  model 
shown  in  figure  10-10.  As  sho\ra,  the  factoid 
affecting  the  pregnancy  resolution  decision  alone 
have  many  determinants,  including  the  social  stmc- 
ture;  cultural  and  subcultural  values  and  nomis; 
policies  and  programs;  the  flow  of  flnancial  re- 
sources and  s(M:ial  support  £rom  family,  friends,  and 
parmer;  and  the  adolescents^  own  attitudes,  aspira- 
tions, and  resources.  The  decisions  made  as  a  result 
of  these  factors  afiect  the  process  and  outcomes  of 
a  pregnancy-related  decision,  which  in  turn  affect 
the  life-style  adaptations  made  by  the  couple  and 
their  future  life  options  and  weU-being.  What  is 
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perhaps  moe  important  to  note  is  that  these  fc^tors 
often  intam:t  widi  e^  other  in  causally  complex 
ways  and  that  each  cx>uple's  decision  in  turn  affects 
the  cultural  values  and  nom^  of  other  contempora- 
neous coi^les  and  si^c^ding  generations. 

Models  similar  to  the  (me  shown  in  figure  10-10 
could  be  construct^  for  the  (Visions  that  may  lead 
to  a  pnegnancy:  whetho^  to  initiate  sexual  activity  at 
all,  whether  to  initiate  sexual  activity  with  a 
jwticular  partner^  whedier  to  use  contraception,  and 
what  n^diod  of  contraception  to  use*  Each  of  diese 
decisions  has  its  own  set  of  deteminants.  Longitudi- 
nal research  focusing  on  the  psychological^  social, 
and  economic  determinants  of  pregnancy  and  preg- 
nancy outcome  wcmld  be  useful  in  resolving  some 
of  the  questions  about  nsk  and  potrctive  factors  in 
adolescoit  pregnancy  and  parmting  (171b). 

Nun^rous  individual,  familial,  and  social/environ- 
n^ntal  factors  related  to  pre^^iancy  and  ]negnaiK:y 
ouuxmies  among  adolescents  are  discussed  below. 
Factcn^  afTi^^ting  all  events  that  can  lead  up  to  a 
pregnancy  (i.e.,  sexual  intercoui^,  use  or  nonuse  of 
ccmtraceptives)  are  discussed  below  as  factors 
related  to  pregnancy/*  and  factors  affecting  events 
that  may  occur  during  or  aft^  a  {megnancy  (aborticm, 
complications  during  pregnancy,  childbearing,  adop- 
tion, [^renting)  are  discussed  as  ''factors  related  to 
pregnancy  outcomes.*' 

Risk  and  Protective  Factors  Related  to  Pregnancy 

Individual  Factors  Related  to  Pregnancy — 
Two  strong  predictors  of  adolescent  pregnancy  are 
the  initi^on  of  sexual  activi^  at  an  early  age  and 
engaging  in  unin-otected  sexual  intercourse  (i.e., 
intercourse  without  the  u^  of  effective  contracep** 
tives).  Females  who  first  have  intercourse  at  s^e  IS 
or  below  have  been  found  to  be  nearly  twice  as  likely 
to  get  pregnam  in  the  first  1  to  6  months  of  sexual 
activity  as  adolescents  who  wait  to  have  intercourse 
until  they  are  18  or  19  (228a).  One  of  the  reasons  is 
that  older  adolescents  who  become  sexually  active 
are  considerably  more  likely  than  younger  adoles- 
cents to  use  contraception  and  to  use  it  effectively 
(229).  In  general,  the  older  an  adolescent  female  is, 
die  more  likely  she  is  to  report  using  some  form  of 
birth  control  when  she  is  sexually  active  (229,231), 
and  the  older  she  is  when  she  begins  having  sex,  the 
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Figure  10-10— Ccmceptual  Model  for  f^nant/Parentlng  Ds^ns  and  Their  Male  Partners:  Pregnancy  Resolution 
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more  likely  she  is  to  use  contraception  at  first 
intercourse  (235).^^ 

According  to  the  <x)mpiTehensive  review  of  ado- 
lescent pregnancy  and  parroting  by  the  National 
Academy  of  Sciences'  Panel  m  Adolescent  Plreg- 
nancy  and  Childbearing,  research  suggests  that  a 
number  of  factors  are  strongly  associated  with  the 
initiation  of  sexual  activity  before  marriage  (148), 
Among  the  most  important  are  individual  character- 
istics such  as  physical  maturation  leveU  age,  race, 
socioecraomic  status,  religiousness,  intelligence 
and  academic  achievement^  and  dating  behavior 

There  is  almost  universal  agreement  that  early 
pubertal  development  (e.g«,  age  of  menarche  for 
females,  body  development  ami  hornK>nal  develop- 
ment  for  males)  is  strongly  associated  with  early 
initiation  of  sexual  activity  (148).  During  the  pencil 
of  adolescosce,  young  pe<^le  undergo  dramatic 
biological  changes  that  give  them  the  capacity  to 
create  children.  U.S.  females  today  first  menstruate, 
on  average,  at  age  12%  (with  a  range  between  8  and 
16),  but  in  some  cases,  they  cannot  get  pregnant  for 
at  least  a  year  (47a).  Boys  are  able  to  fadier  children 
at  age  14  or  so,  although  they  can  and  sometin^s  do 
engage  in  sexual  intercourse  before  that  Studies 
provide  evidence  for  the  hormonal  basis  of  sexual 
motivation  and  behavior  aimng  white  males.  For 
white  females,  sexual  behavior  (as  opposed  to 
interest)  seems  to  be  influenced  more  by  social 
environment  than  by  physical  development.  There 
are  no  conq^arable  data  on  black  adolescents.^^ 

Apart  from  pubertal  development,  age  is  associ- 
ated with  the  initiation  of  sexual  activity.  The  older 
an  adolescent  is,  the  more  likely  he  or  she  is  to  have 
had  sexual  intercourse  (148), 

Race  is  also  associated  with  the  initiation  of 
sexual  intercourse.  Black  males  and  females  become 
sexually  experienced  on  average  2  years  earlier  than 
white  males  and  females  (148,187).  As  discussed 
later  in  this  chapter,  there  is  disagreement  over  the 
cause  of  racial  differences  in  the  proportion  of 
adolescents  who  are  sexually  active  and  the  age  of 


sexually  initiation  (e.g.,  subcultural  values  and 
attitudes  regarding  the  aa:q)tability  of  early  sexual 
behavior,  residence  in  socioeconomically  disadvan- 
taged neighborhoods)  (148). 

Religiousness  (the  t^idency  to  be  devout  and 
observant  of  religious  custom*  regardless  of  relig- 
ious affiliation)  sppeBis  to  be  a  factor  that  distin- 
guishes early  and  late  initiators  of  sexual  activity 
(43,148,231). 

A  number  of  studies  indicate  that  there  is  a  strong 
association  between  low  intellectual  ability,  low 
academic  achievement,  a  lack  of  educational  goals, 
and  early  sexual  experieno?  among  b<^  black 
adolescents  and  white  adolescents  (148).  Male  and 
female  adolescents  with  higher  levels  of  academic 
achievement  and  higho-  educational  and  life  grals 
are  less  likely  than  other  adolescents  to  engage  in 
sexual  intercourse  during  their  early  adolescent 
years,  and  they  are  more  litely  to  make  consistent 
use  of  contraceptives  when  they  do  have  intercourse 
(43,98a,139).  Adolescent  fraiales  who  are  eiqperi- 
encing  academic  problems,  who  have  low  academic 
and  career  e3q)ectations,  and  particularly  those  who 
have  dropped  out  of  school  are  more  likely  to  initiate 
sexual  activity  at  an  early  b^c  than  those  who  are 
more  acad^nically  aiccessfol  azKi  anibitk)U8  (148,149). 
The  association  between  ability,  educational  aspira- 
tions, and  life  goals  and  the  lower  likelihood  of  early 
sexual  experience  is  undoubtedly  tied  to  several 
interacting  social,  economic,  psychological,  and 
situatioiud  variables  (14S^ 

Research  findings  suggest  that  adolescents  who 
begin  dating  early  are  likely  to  have  early  sexual 
experience  (148).  Research  also  suggests  that  ado- 
lescents who  become  ^xually  active  at  an  early  age 
are  also  often  involved  in  other  behaviors  that  push 
toward  independence  and  adulthood  (e.g.,  smoking, 
drinking,  and  drug  use)  (148). 

A  factor  in  adolescent  sexuality  and  pregnancy 
that  may  be  important  but  that  is  rarely  analyzed  or 
discussed  is  adolescent  females'  perceptions  about 
their  roles  as  women  (56a,149,122,I45a).  Lewin 


<^£>ftta  on  t€ponc4  contraceptive  use  among  adolescent  males  are  very  limited,  but  what  little  inforroatioo  (hert  is  suggests  that  age  has  little  dfecf 
on  adolescent  males'  use  of  birth  control  mettods  (142):  older  adolescent  males  nxt  no  more  likely  to  report  usit^  birth  control  methods  than  arc  yoni^ 
males. 

"One  issue  of  imporcance  is  the  extent  lo  wliich  initiation  of  sexual  intercourse  is  voluntary  or  forced  (i.e.,  the  result  of  rape  or  incest)  (86a).  Cumcmly, 
there  is  no  relial^  informatioo  about  this  al  the  national  level. 
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found,  for  exaiTq>Ie,  that  college-aged  women  felt 
that  it  was  psychologically  niore  cost-beneficial  to 
accept  unwanted  sexual  intercourse  than  to  refuse  it 
(122).^*  The  review  by  the  National  Academy  of 
Sciences*  Panel  on  Adolescrat  Pregnancy  and  CMd- 
bearing  suggested  that  adolescents'  increasing  exiK>- 
sure  to  working  women  and  single  mothers  could  be 
expected  to  influence  the  desirability  of  early 
childbearing  in  diverse  ways  (149). 

Not  surprisingly^  sexually  active  females  who 
practice  effective  contraception  are  less  likely  to 
experience  an  unintended  pregnancy  than  those  who 
do  not  (235).^^  As  noted  earlio',  the  older  an 
adolescent  female  is  at  the  time  of  initiation  of 
sexual  activity,  the  more  likely  she  is  to  use 
contraception  and  to  use  it  effectively  (148)*  TTie 
old^  a  female  is.  the  more  likely  she  is  to  use  a 
prescription  method  of  contraception  such  as  the  pill 
(148,231).  Among  males,  age  appears  to  have  little 
effect  on  contraceptive  use  at  first  intercourse  ( 148). 

According  to  the  review  by  the  National  Academy 
of  Sciences'  Panel  on  Adolescent  Pregnancy  and 
Childbearing.  studies  have  found  that,  in  addition  to 
the  age  at  initiation  of  sexual  intercourse,  several 
factors  are  strongly  associated  with  contraceptive 
use  by  unmarried,  sexually  active  adolescents. 
These  include  having  a  stable  relationship  with  a 
sexual  partner,  knowledge  of  reproduction  and 
contraception,  acceptance  of  one's  own  sexuality, 
academic  aspirations,  developmental  characteris- 
tics, and  parental  support  for  the  use  of  contraception 
(148)- 

Adolescents  who  are  involved  in  a  committed 
relationship  (e,g.,  are  *' going  steady'*)  are  more 
likely  to  use  contraceptives  than  adolescents  who  do 
not  have  strong  ties  to  one  partner  (148),  One  study 
found  this  observation  to  hold  for  black  adolescents 
in  particular  (143). 


Seme  obs^ers  have  atttibuted  sexually  active 
adolescents*  failure  to  use  contraceptives  to  their 
lack  of  knowl^ge  about  reprcKluction  and  ccmtra- 
ception  (231).  Althou]^  most  U*S.  adolescents 
^pear  to  know  that  a  girl  can  b^rome  ^ffmA  if  she 
has  intercourse,  significant  numbers  of  U,S*  adoles- 
cents— especially  young  adolescent  females — 
sxppcai  not  to  know  what  time  of  the  nK)nth  entails  a 
higher  rate  of  pregnancy,  that  they  can  get  pregnant 
at  first  intercour^,  that  infrequent  sex  can  lead  to 
pregnancy,  and  oth»  facts  about  pregnancy  risk  and 
birth  control  that  are  more  well  known  to  sexually 
active  adults  (26a, 137,248).  At  least  one  snidy  has 
found  that  adolescents  who  have  h£^  sex  education 
are  more  likely  to  be  knowledgeable  about  reproduc- 
tion and  contraception  than  adolescents  who  have 
not  had  sex  education  (107),^ 

Regular  and  effective  contraceptive  use  among 
adolescent  females  has  b^n  found  in  some  studies 
to  be  associ^ed  with  adolescents'  acceptance  of 
their  own  sexual  behavior  (223J248).  Some  adoles- 
cents, especially  younger  adolescents,  who  delay 
using  contraceptives  (often  for  up  to  a  year)  after 
they  start  having  sexual  intercourse,  may  do  so 
because  they  have  difficulty  coming  to  temis  with 
their  own  sexuality  (148).  Positive  attitudes  toward 
contraception  and  low  levels  of  guilt  about  sexual 
activity  are  strongly  asscH:iated  with  effective  con- 
traceptive use  (148).  Fear  that  contraception  will 
have  negative  health  effects  and  int^ere  with 
pleasure  has  also  been  found  to  be  related  to  less 
frequent  contraceptive  use  (148).^^  Adolescent  fe- 
males who  believe  contraception  is  the  female's 
responsibility  arc  likely  to  be  more  effective  con- 
traceptors  (148,168,232). 

Female  adolescents  (blacks  and  whites)  who  have 
clear  educational  goals  and  expectations  and  are 
performing  weU  in  school  appear  more  likely  to  use 
contraception  than  those  who  lack  a  strong  achieve- 
ment orientation  (148).  Some  studies  have  found 


^^ontraccpUve  use  during  uowantcd  se:^uaJ  ioicrcoursc  was  not  rocaswed  in  this  study  of  hypothetical  situattons. 

'^t  is  impoitant  to  tiote  that,  for  as  yet  tuikoown  reasons^  the  perceotage  of  adotcsccats  wtK>  use  coDtxdscpt^OQ  and  experience  cootraccplive  failure 
io  tenns  of  preventing  pregnancy  is  generally  higher  than  tbt  peiremage  of  older  won^  who  expericiKre  contraccpUve  failure.  Controcq^dve  failure 
mtcs  for  adotesiceiUs  arc  shown  in  figure  10-12  later  in  this  cl^pter. 

^^^Tbc  relationship  between  gains  in  kmiwledge  about  coiKeplion  and  contraception  tim>ugb  sex  education  courses  and  adol^cents'  sexual  activity 
or  use  of  contraceptives  is  not  fully  understood*  but  it  seems  that  Information  alone  is  not  sufBcictit  to  charge  adolescents*  sexual  behavior.  As  discussed 
Eater  in  this  chapter,  a  1984  study  by  Kirby  found  that  while  education  programs  did  iturease  adolescents'  loK^wtedge  about  conception  and 
eontiaceptloii«  ibcy  had  little  impact  on  whether  adolescents  became  sexually  active  or  used  contraception  (107).  \Mous  studies  on  the  effectiven«s 
of  eObrts  to  prevent  adolescent  pregnancy  through  school-based  sex  educatiofv^amily  life  education  classes^  parent-chUd  communicatioD  programs,  and 
other  informational  prc^rams  arr  discussed  laler  in  this  chapter. 

^'Tbe  types  of  contraceptives  available  to  adolescents  and  some  of  their  advantages  and  disadvantages  are  discussed  later  in  this  chapter.  Also 
discQssed  m  various  programs  that  make  contraceptives  available  to  adolescents. 
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tiliat  adolracents  who  beccm^  teenage  modiers  are 
performing  below  grade  level  at  the  time  they 
become  pregnant  (68, 148),  sugg^ting  a  itlationship 
between  school  achievemmt  and  the  likelihrod  of 
pregnancy  (148). 

Son^  research  has  found  that  adolescent  females 
who  have  a  higjb  level  of  self-esteem  and  believe 
diey  have  a  large  measure  of  control  over  their  lives 
are  more  likely  to  be  effective  us^^  of  contracq)- 
tives  than  adolescrats  who  have  low  self-esterai  and 
lack  a  sense  of  competence  (148).  Adolescent 
females  who  tend  to  be  passive  and  to  hold 
traditicmal  views  of  male-female  relationships  tend 
to  be  poor  contraceptors  (148).  Adolescents  who  are 
inqnilsive  and  like  to  take  risks  are  more  likely  to  be 
poor  users  of  contraceptives  than  odier  ^olescents 
(148). 

Son^  research  indicates  that  adolescents  who  use 
illicit  drugs  other  than  marijuana  are  at  especially 
high  risk  for  experiencing  a  premarital  pregnancy 
(223b).  Such  adolescents  are  especially  likely  to 
engage  in  early  sexual  experimentation  and  to  have 
permissive  attitudes  about  sexual  behavior  (223b). 
Elliott  and  Morse  found  in  a  large  national  sample 
that  among  young  men  and  women  ages  15  to  21  in 
1981 ,  the  jmiportions  sexually  active  in  the  last  year 
ranged  fiom  21  percent  among  those  who  used  no 
drags,  to  45  percent  among  those  who  used  mari- 
juana, and  to  89  percent  among  those  who  experi- 
mented with  illicit  drags  other  than  marijuana  (51a). 

Several  studies  indicate  that  female  adolescents 
who  have  good  lines  of  communication  with  their 
mothers  and  whose  moth^s  discuss  contraception 
with  them  in  a  positive  way  are  mMC  likely  to  be 
effective  contraceptors  than  adolescents  who  lack 
such  communication  (57a«60,I48).^  Furthermore, 
female  adolescents  whose  mothers  $iq>port  them  in 
selecting  and  using  contraception  seem  to  be  more 
consistent  in  their  own  use  of  contraception  (118, 148). 

Familial  Factors  Related  to  Pregnancy — 
AccOTding  to  the  comprehensive  review  of  adoles- 
cent pregnancy  and  parenting  by  the  National 
Academy  of  Sciences'  Panel  on  Adolescent  Preg- 
nancy and  Childbearing^  research  examining  the  role 
of  family  members  on  adolescents'  sexual  behavior 
and  contraceptive  use  is  limited  (148).  Most  studies 
in  this  area  have  examined  mother-daughter  rela- 


tionships, igncnng  the  role  of  fa&ers  and  fbt 
relatk>ndiq>  of  parants  to  sons.  Nevertheless,  several 
^dies  have  shed  some  li^t  on  family  factms 
related  to  adolescCTt  pregnancy  and  childbraring. 

One  of  die  factors  that  has  been  found  to  be  mo^ 
strongly  assroiated  widi  an  adolescoit  female's 
initiation  of  sexuai  activity  before  marrii^  is  die 
sexual  and  fertility  experience  of  her  mother  (1^). 
Several  studies  have  found  a  strong  relatiofiditp 
between  a  niodier's  sexual  and  fertility  esqyerieiice  as 
a  teoiagCT  and  diat  of  her  dau^ter  (148,152).  The 
earlier  the  mother's  first  si^cual  eiq>mence  and  first 
birth,  the  earlier  the  daughter's  experience  is  likely 
to  be  (148). 

Other  family  f3K:tors  that  **appear  to  affect  the 
level  and  quality  of  pairatal  stqipoit  and  controls, 
and  pohaps  in  turn  influence  sexual  bdiavior  among 
teenagers,*'  include  family  intactness,  family  com- 
position, and  mother's  age  at  mania^  (148).  Sev* 
eral  studies  have  also  shown  that  females  who  have 
grown  up  in  fetho^less  families  are  more  likely  to 
initiate  sexual  activity  at  an  early  age  than  those  who 
have  grown  iq>  in  two-^aeat  fanaHi^  (139a,148,152). 
One  study  foimd  that  fonales  in  families  with  large 
numbors  of  siblings  are  also  likely  to  become 
sexually  active  at  an  early  age  (91,148).  The 
mechanism  by  which  these  factors  influence  the 
initiation  of  sexual  activity  is  not  well  understood. 
Several  plausible  explanations  have  been  offered 
(e.g.,  girls  in  fatherless  families  may  seek  affection 
in  sexual  relationships)  but  have  not  been  sul^tanti- 
ated(148). 

Some  studies  have  found  that  adolescents*  sexual 
behavior  is  affected  by  the  nature  of  their  relation- 
ships with  their  mothers  (148).  Specifically,  adoles- 
cent girls  whose  mothos  do  not  combine  affection 
with  firm,  mild  discipline  and  set  clearly  defined 
limits  on  behavior  are  likely  to  engage  in  prmiarital 
sexual  intercourse  (148).  In  addition,  as  suggested  in 
the  previous  section,  some  studies  have  found  that 
adole^nts  in  homes  where  there  is  good  communi- 
cation between  parents  and  adolescents  about  sex 
tend  to  engage  in  less  sexual  activity  and  to  make 
better  use  of  contraceptives  and  th^  parental  support 
for  adolescents  in  sedcing  family  planning  services 
results  in  more  consistent  contraceptive  use  (60,1 18, 
96).  According  to  Hofferth,  writing  in  the  report  of 


^See  ch.  3.  'Tanents  and  Families''  Infltience  on  Adolescent  Health**"  in  this  volume  for  a  disaissioti  of  the  impoitaacc  of  psnntts  in  adolesoeols* 
lives. 
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the  National  Academy  of  Sciences*  Panel  on  Ado- 
lescent Pregnancy  and  Childbearing,  however,  parent- 
child  relationships  and  paient-child  communication 
seem  to  have  an  ambiguous  association  with  die 
initiation  of  sexual  activity  and  use  of  contraception 
by  adolescents  (86a,  148).  Thus,  **  there  is  no  clear 
implication  for  program  development'*  <148). 

Social/Environmental  Factors  Related  to  Pr^- 
nancy — ^Research  on  how  peers  influence  adoles- 
cents' sexual  attitudes  and  behavior  is  limited  and 
exhibits  anumber  of  methodological  prc^lems  (e-g., 
data  are  gathered  at  one  point  in  time,  so  delayed 
effects  cannot  be  detected).  Several  studies  indicate 
that  same-sex  peers  are  a  major  source  of  informa- 
tion for  adolescents  about  sex  (148),  and  at  least  one 
study  has  found  that  the  proportion  of  their  same-sex 
peers  that  teenagers  believe  are  sexually  active  and 
how  sexually  active  they  perceive  them  to  be  are 
strong  predictors  of  sexual  experience  among  ado- 
lescent males  and  females  (38.148).  Some  research 
has  suggested  diat  adolescents'  sexual  behavior  is 
influenced  more  by  their  perceptions  of  peers' 
attitudes  and  behavior  than  by  what  their  friends 
actually  do  and  think  (148,151).  The  influence  of 
peer  pressure  seems  to  vary  by  age  and  gender  ( 1 48). 
Younger  adolescents  (i.e-,  those  below  the  age  of 
15),  especially  white  females,  seem  to  be  more 
susceptible  to  peer  influences  in  sexual  decision- 
making than  others  (123,148), 

Although  the  influence  of  television  on  adoles- 
cents' sexual  behavior  has  been  little  studied,  it  is 
clear  that  television  is  a  predominant  aspect  of  the 
lives  of  today's  adolescents.  Studies  show  that  both 
explicit  and  implicit  sexual  behavior  in  television 
programming  increased  dramatically  during  the 
1970s  (148).  Contraception  is  almost  never  men- 
tioned or  referred  to,  and  the  negative  consequences 
of  an  unintended  pregnancy  are  seldom  portrayed 
(148). 

Knowledge  of  how  neighborhood  environments 
and  community  institutions  such  as  schools  and 
churches  affect  sexual  activity  is  just  beginning  lo 
emerge  (148).  Adolescents  who  live  in  poor  neigh- 
boHioods  in  which  early  childbearing  and  single 
parenthood  are  the  norm  are  more  likely  to  become 
sexually  active  and  become  pregnant  than  adoles- 


cents living  in  and  going  to  school  in  more  prosper- 
ous environments  (9c,  149)* 

An  overview  of  the  effectivei^ss  and  other 
features  of  contraceptive  methods  available  to  U.S. 
adolescents  is  presented  later  in  this  chapter*  Re- 
search suggests  that  some  adolescents  fmd  these 
medtiods  difficult  to  use  or  otherwise  unappealing 
and  are  therefore  inconsistent  or  ineffective  con- 
traceptors(148). 

As  discussed  later  in  this  ch^»ter,  support  for 
public  and  private  nonprofit  family  plaiming  clinics 
ttiat  serve  adolescents  and  other,  predominantly 
low-income,  women  is  provided  through  Title  X  of 
the  Public  Health  Service  Act  and  other  Federal, 
State,  local  government,  and  private  programs.^^ 
Expansion  in  tte  availability  of  contrao^tives  and 
abortion  during  the  1970s  was  paralleled  by  an 
increase  in  adolescent  sexual  activity.  Critics  of 
family  planning  programs  suggest  that  the  availabil- 
ity  of  contraceptive  services  has  caused  higher  rates 
of  sexual  activity  and  unintended  pregnancy  among 
U.S.  adolescents  (148).  As  noted  later  in  this  chapter, 
available  research  findings  on  this  point  are  contra- 
dictory (e.g.,  100,138).^ 

Risk  and  Protective  Factors  Related  to 
Pregnancy  Outcomes 

Individual  Factors  Related  to  Pregnancy  Out* 
comes — ^Adolescents  who  become  pregnant  may 
decide  to  have  an  abortion,  or  deliver  their  infants 
and  keep  them,  or  deliver  them  and  give  them  up  for 
adoption.  Mothers  who  bear  children  out  of  wedlock 
may  remain  single,  cohabit  without  marrying,  or  get 
married. 

According  to  the  National  Academy  of  Sciences* 
1987  report  on  adolescent  programming  and  child- 
bearing,  one  of  the  most  important  factors  affecting 
whether  a  pregnancy  is  terminated  by  abortion  or 
carried  to  term  is  whether  it  was  intended  (148X 
Adolescents  who  report  that  their  pregn  mcy  was 
unintraded  are  more  likely  to  have  an  abortion  than 
those  who  repoit  th^  their  pregnancy  was  intended 
(148).  As  noted  below,  almost  two-thirds  of  15-  to 
19-year-old  U.S.  females  giving  birth  in  1988  said 
that  their  pregnancies  were  unintended  (59a);  com- 
bined with  the  high  rate  of  abortions  among  pregnant 


^itlc  X  of  the  Public  Health  Service  Act  is  dlscu»se<S  m  tbc  section  of  this  chapter  on  Federal  progmms  and  poHctes  related  to  adolescent  pregnancy 
aid  chihlbeariog. 

^niiU  research  is  summarized  in  table       In  the  section  of  this  ctiapter  on  contraceptive  provision  prosrams  below. 
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VS.  adolescents,  this  observation  suggests  that  most 
pregnancies  among  U.S.  adolest^ts  are  unintencted. 

Adolescents  who  are  unmarried  are  more  likely  to 
have  an  abortion  dian  those  who  are  married 
(13,8032);  and  {ne^iant  adole^ents  who  are 
achieving  acadonically  before  pregnancy  and  who 
have  a  strong  future  (orientation  are  more  likely  to 
choc^  abortion  to  resolve  an  unintended  pregnancy 
&an  &OX  who  are  not  doing  well  in  school  and  lack 
high  educational  and  vocational  goals  (148).  An- 
other attitudinal  factor  that  has  consistently  been 
fcrand  to  discriminate  between  abortion  and  torn 
pregnancy  groups  is  attitude  toward  abortion,  with 
those  choosing  to  tenninate  their  pregnancy  ex{a«s$- 
ing  greatei  acceptance  of  abortion  (53,114). 

As  noted  er.lier,  pregnant  fulolescents  are  at  risk 
fos  a  variety  of  pregnancy  and  birth  con^lications 
(75a,134,137,189).  Fiirttermore,  babies  bom  to 
adolescent  motheis  are  nune  likely  to  be  premature 
or  low  birthweight  and  are  more  likely  to  require 
hoiqntalization  within  the  first  5  years  of  life  than 
babies  bom  to  women  over  age  19  (71b,84,190,196). 
But  as  noted  above,  except  m  the  case  of  the  very 
youngest  adolescents,  pregnancy  and  birth  compli- 
caticms  are  probably  not  related  to  low  matomal  age 
per  se  (63a).  Some  adolescents  enter  pregnaiKry  with 
preexisting  conditions  such  as  anemia  or  substance 
abuse  problems  that  may  cause  adverse  outcomes. 
Adolescents  who  »se  illicit  drugs  are  at  high  risk  for 
experiencing  poor  pregnancy  outcomes  such  as  low 
birthweight  (unde^  2,500  grams)  and  infant  mortal- 
ity (223b),  and  heavy  alcohol  use  is  believed  to  be  a 
risk  factor  for  long-tenn  damage  to  children  (188a).^ 
Other  preexisting  conditions  that  may  cause  prob- 
lems include  poor  nutrition  and  anemia.'^  l^nagers 
seem  to  be  at  especially  high  risk  of  nutritional 
deprivation  during  pregnancy  (148). 

Many  of  the  physical  health  risks  to  adolescent 
mothers  and  dieir  babies  can  be  sipiificantly  re- 
dun^  with  propo*  pxenatal  care  and  good  nutrition 
(14).^  The  standards  of  the  American  College  of 
Obstetricians  and  Gynecologists,  and  the  American 


Academy  of  Pediatrics  recommend  that  ev^  preg- 
nant woman  have  a  iron^>rdiensive  program  of 
pienatal  care  beginning  as  cariy  in  die  &st  trimester 
of  pregnancy  as  possible  (9a,  148).  FurtfaemKire,  a 
1988  OfTA  study  concluded  that  available  evidence 
mippoits  the  value  of  bodi  earl^  and  frequent 
pienatal  care  and  the  provision  of  enhaiwed  services 
to  ^olescoits.^ 

Unfortunately,  many  pregnant  adolescmts  in  this 
country— 53  percent  of  pregnant  15-  to  19-year-olds 
in  1988  (207b)— do  not  receive  inmiatal  care  ever  or 
until  afto-  the  first  trin^ster  of  their  pregnancy 
(204,207b).  The  problem  of  late  or  no  prenatal  care 
is  caused  by  numerous  factors,  ranging  from  adoles- 
cents* failure  to  recognize  the  eariy  signs  of  preg- 
nancy to  concmis  about  costs  or  conftdentiality 
(148).  Unmarried  t^iagexs  widi  less  Uian  a  hi^ 
school  education  have  been  found  to  be  among  tide 
least  likely  to  receive  first-trimesttr  jaenatal  care 
(96a,148.185a,199).  The  problems  associated  with 
late  OT  no  pr^tal  care  are  exacerbated  among 
pregnant  adolescents  who  have  not  been  educate 
about  nutrition  or  who  have  poor  healdi  habits 
(6,127). 

Adolescents  who  choo^  to  carry  their  pregnan- 
cies to  term  also  need  adequate  care  for  labor  and 
delivery.^  Maternity  care  is  often  expenme,  and 
some  adolescrats  may  experience  problem  related 
to  financial  access. 

Following  delivery,  the  imn^diate  needs  of  ado- 
lescent mothers  and  d»ir  babies  (e.g.,  food,  housing, 
health  care,  economic  support,  social  support,  child 
care)  are  numerous  (148).  IiKiividual  adolescents 
vary  in  their  ability  to  have  diese  needs  met,  and 
some  adolesc^its  (e.g.,  those  who  are  v^  young, 
those  who  have  poor  parenting  or  life  planning 
skills,  those  with  substance  abuse  problons)  may 
have  greater  difficulty  than  others.  Many  adolescent 
parents  require  extensive  social  and  economic  sup- 
port. A  1990  review  by  the  Congressional  Budget 
Office  (CTBO)  found  that  few  adolescent  mothers  are 
able  tc  su[^)ort  themselves  and  their  children  during 


^^Sec  ch.  12. '  'Alcohol.  Tbbacco,  and  Drag  >Ujbsc:  Freveiition  and  Services.*  *  to  this  voltune.  As  noted  in  tbat  di^Her.  alcobot  Is  the  most  frequently 
used  drag  amoDg  adolesccntt.  The  exieol  to  wbkh  adolescent  females  drink  heavily  during  pregpancy  is  unknown,  however. 
i^^See  ch.  7.  "Nutritioo  and  Fitness  ProMemt:  Preventiffii  and  Services,"  in  this  vohuoe. 

^Prmaua  care  ref«s  to  medical  services  delivered  fnm  ooncq>tion  to  labor  (199).  Such  care  encompasses  a  wide  range  of  preventive,  diagnostic, 
and  theiaiKtilic  services  deUvered  OtroBS^iom  dte  oottrse  of  pngnaocy  wtt^ 
»8«e  OTA's  1988  lepmt  Healthy  Childrtn:  Investing  in  the  Ftaure  (19^ 
^Maternity  care  inclodes  pimatal  care  and  inir^aitimi  care  (tabor  and  deiiveiy  care)  (199). 
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ibe  Srst  few  years  of  paiendKxxl  (195).'^  According 
to  CBO's  analysis,  ^  amount  of  nippoit  available 
to  married  adolesce  nK>dias  varies,  dqieiuling  on 
their  husbands*  age,  edocaticmal  level,  and  enq)Ioy- 
n»Eit  status;  however,  40  percoit  of  marmd  adok^- 
fadiCTS  were  found  to  be  hi^  «:hool  drc^uts, 
and  adolescent  fa&ers  weie  1^  likely  dian  fadiers 
age  20  and  over  to  have  jc^s  (19Sa),  Almost  no 
informadcm  is  available  on  supprat  for  adok^^t 
motfam  and  their  children  from  the  absoit  fatto^  of 
those  children. 

Familid  Factors  Reteted  to  Pki^gnanc^rC^iti^^ 
According  to  the  1987  Naticmal  Acadmy  of  Sci- 
«ices'  report,  several  studies  of  adotesceitt  girls  who 
dioose  abortion  have  found  diat  famOy  badcground 
factors  are  significant  predictors  (148).  Adolescent 
females  IGrom  whUe  families  me  nrare  likely  than 
tbox  from  black  families  to  traminate  an  unintended 
pregnancy,  and  fmales  firom  families  with  higher 
socioeconomic  status  are  more  likely  to  have  abor- 
tions than  those  from  families  living  in  poverty. 

Some  studies  have  foimd  that  i^rratal  attituctes, 
especially  mothors^  attitudes  toward  abcntimit  pre- 
dict adolescent  daughters*  pregnancy  termination 
decisions  (50a,  148).  Particularly  among  young  ado- 
lescoits,  parents  seem  to  play  a  major  role  in  the 
decision  to  terminate  an  unintended  jaegnancy 
(i73),^^  There  is  some  evidence  of  a  link  between 
being  raised  in  a  single-parent  hcmie  and  early 
chiidhearing  (2Sa,92)*  Son^  studies  have  found  that 
adolescents  who  bc^me  jnegnant  and  have  an 
abortion  are  more  likely  to  come  from  two-parrat 
families  with  smaller  numbm  of  children  than 
adolescents  who  carry  their  pregnancies  to  term 
(37,63). 

Studies  that  have  examined  the  role  of  families  in 
hewing  adolescent  motbm  adjust  to  parenting  roles 
are  scarce^  and  studies  of  the  families  of  adolescent 
fathers  are  virtually  noncTustent  (148). 

In  its  analysis  of  Ciurent  Population  Survey  data, 
CBO  found  that  more  than  half  of  young  unmarried 
mothers  lived  with  their  parents  or  otho^  relatives 
(19Sa).  CBO  noted  that  by  sharing  living  quartei^ 


widi  par^  and  other  relativi^  young  single 
modim  were  probaUy  able  to  berofit  frmk  die 
overall  housdbold  income  and  ctfher  raiiports  in  the 
hou^bok)  (19Sa).  A  relatively  low  34  percent  of 
unmarried  mothers  who  lived  with  relative  lived  in 
pover^  (Nsed  on  the  cash  ii^n^  of  die  ^dended 
family  unit);  available  data  also  suggi^ted  diat 
adolescent  modms  living  widi  relatives  were  also 
moK  likely  to  be  able  to  a>ntinue  dieir  schooling 
(195a). 

Social/Environmmtal  Factors  Related  to  Preg* 
nancy  Chitecmies— The  inddoice  of  abortion  has 
inoeased  since  the  U.S.  Siqimne  Court's  Roe  v. 
Wade  decision  in  1973  [410  U.S.  113  (1973)].  As 
discussed  later  in  diis  chapter,  however,  some 
adolescoits*  access  to  abortion  is  limitol  by  fectors 
such  as  cost,  geographic  distance  firom  facilities  diat 
perfOTm  abOTtions,  and  parental  consent  and  notifi- 
caticm  lequirenrate.^^  According  to  die  Naticmal 
Aca^ny  of  Sciraices^  report,  one  stiKly  found  that 
adolescent  fmnales"  decisions  about  whettier  or  not 
to  cany  their  pegnancies  to  term  were  predicted  by 
the  attitudes  of  both  dieir  fonale  firirads  and  their 
male  paitners,  and  adolescrat  females  who  have 
firi^ds  who  are  themselv^  adolescoit  parents  are 
more  likely  to  cany  their  pregnancies  to  tarn  dian 
those  who  do  not  have  friends  who  are  parents 
(50a,148)- 

Pregnant  adolesc^ts  who  receive  early  and  regu- 
lar prraatal  care  that  is  ^ppro|niate  to  their  level  of 
risk  are  more  likely  to  have  healthy  birth  outcomes 
than  those  who  do  not,  but  gaining  access  to  prenatal 
and  perinatal  services  seems  to  be  a  probton  for 
many  adolesc^its.  As  noted  above,  about  half  of 
pregnant  15-  to  19-year-olds  in  1988  did  not  receive 
preni^  care  in  the  first  trimest^  of  pregnancy 
(207b).  One  of  die  factors  influoicing  adolescents* 
(and  othCT  won^n's)  use  of  pmiatal  and  other 
maternity  care  is  the  availability  of  a  pajrment 
source.^^  Because  of  a  loophole  in  the  regulations 
issued  under  the  lYegnancy  £>iscrimination  Act  of 
1978  (PubHc  Uw  95-555),  ahnost  one-duid  of 
privately  insured  adole^scents  are  not  cov^ed  for 
mat^nity-relat^  services  by  their  parrats*  employ- 


'^^Mffious  srorces  of  support  Inrhtdtng  AkI  to  FkmiSies  WiCb  Depcodan  Cbildm  (AFDQ«  are  disnisscd  helow. 

^'Foff  feather  discossioQ  of  die  lote  parents  tieaUh  care  decisimis,  see  ch.  3,  *'P&reots  aadFainilJes*  InOiraceoaiyotescem 

Hcftlth,**  in  this  votitme;  mdtL  17,  **CcDseot  $od  Coafi(temiality  in  Atfotescem  Health  Cm  Pedsloniiiafcli^/*  in  VoL  nx. 

^Adolescesits'  access  to  AlMfftk>ii  is  discossetf  in  (he  sectkm  of  this  cbaptcf  below  entitled  "Programs  Hui!  OOcr  Altomtives  to  Pttcsthood.** 

^Scc  ch.  16.  **Pfn&n^  Acoess  to  He«Ith  Services^**  in  Vol  m.  Also  see  01A*8  I98S  rtpM  Healthy  Chiidren:  investing  in  the  Futm^  (199). 
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meat  based  health  plans.^  Pregnant  actolescents 
wiAoot  private  health  insurance  who  rely  on  Medic- 
aid and  other  Federal  and  maternal  and  child  health 
programs  to  pay  fm  their  matemity  care  may  alM 
ejqier^ce  ^ess  problems.^^ 

As  noted  earlier,  few  adolescent  mothers  are  able 
to  suf^ioft  dion^lves  and  their  diikben  during  tibe 
&st  few  years  of  parenthood  (19Sa).  Chher  sources 
of  eomomic  and  social  $u{^x)it^  th4»efore,  can  have 
a  great  intact  on  outoomes  for  adolescents  wlu)  bear 
and  keep  their  children  (128,148).  AFDC  benefits 
are  an  alternative  source  of  ecoiK)mic  5U]q>ort  for 
unmaiTied  (and  some  manied)  adolesc^t  mothers. 
CBO's  analysis  of  NLS Y  data  found  that  about  half 
of  all  adolescent  mothm  received  AFDC  bo^fits 
son^time  during  the  5  years  aft^  they  first  gave 
birth,  but  that  most  were  not  covered  by  AFDC  for 
at  least  some  time  during  those  S  years  (195a).^ 

Overall,  CBO  found  high  levels  of  poverty  among 
adolescent  mothers,  particularly  ^se  who  were 
unmarried  (195aX  Almost  half  of  all  miolesc^t 
mothers,  and  8 1  percent  of  ummuried  mothers  living 
with  only  their  children,  had  funily  cash  incomes 
below  the  poverty  line  in  1985  and  1986  (195a). 
Based  on  the  level  of  pov^ty  among  adolescrat 
mothers  and  an  analysis  of  available  sources  of 
support,  CBO  concluded  that  many  of  the  economic 
problems  of  adolescent  parenthood  could  be  eased  if 
young  mothers  had  more  resources  available  to 
support  their  families  (195a).  Improvements  dis- 
cussed by  CBO  included  programs  to  improve  the 
nK>thers'  earning  abUity,  programs  to  raise  the 
amount  of  support  provided  by  young  fathers  or 
otho*  relatives,  and  programs  to  expand  die  benefits 
offered  by  Federal  and  State  governments  (195a). 

Demographic  Differencas  Related  to  Adolescent 
Pregnancy  and  Pregnancy  Outcomes 

As  noted  elsewhere  in  this  Report,  in  1988,  more 
than  8  million  (26.7  percent)  of  the  country *s  31 
million  adolescents  lived  in  a  poor  or  near-poor 
family .^^  Poor  and  near-poor  arc  terms  defined  in 


relation  to  die  Federal  povaty  levd,  a  cash  income 
level  whidi  varies  witib  fiamily  size  and  tbt  age  of 
family  numbers.  Poor  families  are  those  with 
incomes  below  the  Federal  poverty  level*  and 
near-poor  famili^  are  those  wiA  inccm^  t>etwe» 
100  and  149  percent  of  die  Inderal  poverty  level* 

The  healdi  and  other  effects  of  growing  up  poor 
are  ccmiplex  and  not  well  understood^  but  berause 
poverty  is  often  associated  with  a  low  educarinnat 
level,  sut^andard  living  conditions^  an  inartgqnatc 
socid  si^^xm  network,  poor  nutrition,  unen^loy- 
rrrat,  and  diiiiittished  access  to  teaUh  care,  diildren 
growing  up  in  poOT  or  near-po<»r  famili^  intobably 
confiont  more  ri^  factors  and  braefit  firtHn  fewm* 
protective  factors  than  their  more  advantaged  peers. 

Children  and  adolescents  living  in  single-parent 
housdiolds  headed  by  a  female  are  disproportion- 
ately  poor*  In  1988,  nearly  two-durds  of  U*S, 
adolescents  who  liv^  with  their  iiK>thais  onty  lived 
in  poor  or  near-pocs*  families.  U*S.  ^olescoits  finmi 
racial  and  edmic  minority  groiq)s  are  also  dispn^por- 
tionately  poor*  In  1988,  about  half  of  blade,  non- 
Piiiq^c  adolescents,  half  of  Hi^anic  adolescents, 
half  of  American  Indien  and  Ala^  Native  adoles- 
cents lived  In  poor  or  near-poor  families.^^  Among 
white,  non-Hispanic  adolescents,  less  than 
one-fifth  lived  in  poor  or  near-poor  families. 

As  discussed  elsewhere  in  this  Report,  data  and 
research  on  the  health  status  of  poor  adolescents  and 
on  the  health  effects  of  poverty  have  major  limita- 
tions. How  miolescrats*  social  class  and  race/ 
eUmicity  are  related  to  pregnancy^related  bdiavi^s 
such  as  the  initiation  of  sexual  activity  and  contracep* 
tive  use,  to  pregnancy,  or  to  pregnancy  outcomes 
such  as  abortion,  childbearing,  or  parenting  is  not 
entirely  clear.  Studies  showing  differences  between 
adolescents  of  different  socioeconomic  statuses  or 
racial  or  ethnic  backgrounds  are  discussed  below. 
Many  of  these  studies  differ  among  themselves, 
depending  on  factors  such  as  the  following: 


^Fot  hmhtr  discussion,  see  tbe  section  this  chapter  below  entitled,  *  'Pnc^nms  Desigmd  lb  Ptrvcnt  Negative  Otttconii»  of  Adolescem  Ptegnsncy 
and  P&reoting,**  and  ch,  16,  **Fmaaciai  Accra  to  Health  Services,'*  in  Vol.  HI, 

'^Forfimberdiscttsslon,  seethe  seclk>n  of  this  chapter  t>elow  Adolescent  Pregnancy  and 

Parenting/'  and  ch.  16,  "Financial  Access  to  Health  Services."  in  Vol.  m. 

^HZBO  foand  that  iiearty  40  percean  of  recipients  who  were  m?/ 
than  70  percent  left  within  4  years,  as  coxopsa^  with  ahoia  70  percent  and  90  percent,  r^^wctively,  of  their  mairied  coumciparts  { !95a). 

^Soe  ch.  18.  'issoes  in  the  DeUvery  of  Health  and  Relaled  Services  to  Selected  Groups  of  Adolescextts/'  hi  VoL  m. 

^See  ch.  IS.  ^issues  in  the  Delivery  of  Health  and  Related  Services  to  Selected  Oroups  of  Adolescents,'*  in  Vol.  IQ  for  fastha  dismssion 

ER?C  3U7 


Chapter  lO-^Pngnancy  and  Parenting;  Prewntkm  ami  Services  •  11-349 


m  tte  bdiavior  outcome  that  is  investigated 
(e.g.,  sexual  activity  v.  contraceptive  u%  v, 
ch^beanng); 

#  the  sp^ific  races  ami/or  ethnic  backgrounds 
that  are  compared; 

#  the  n^asure  of  socioeconomic  status  that  is 
used  (e.gM  various  n^asures  of  the  socio^o- 
nomic  ^atus  of  the  family  of  origin,  various 
n^mu^  of  socioeconomic  status  of  the  im- 
l^gnating  male,  the  adole$cait*s  anticipated 
social  class,  education  levels,  job  categories'^); 
and, 

#  perbi4)s  nK>st  importantly,  the  number  and 
types  of  factors  that  are  simultaneously  investi- 
gated, and  subsequently  statistically  controlled, 
in  the  study 

hi  addition,  it  should  be  understood  that  studies 
finding  differences  by  race/ethnicity  or  socioeco- 
nomic status  have  to  be  interpreted  ^nsitively. 
While  such  findings  can  be  us^  to  target  specific 
groups  of  adolescents  for  services,  they  may  not  be 
helpful  in  determining  the  precise  causes  of  adoles- 
cent pregnancy  or  variations  in  pregnancy*related 
outcomes  in  specific  grmips  or  in  individu^  adoles- 
cents. These  determinations  typically  require  further 
study^"*^ 

Socioeconomic  Differences  Related  to  Preg* 
nancy  and  Pregnancy  Outcomes — ^Available  data 
discussed  below  suggest  that  adolescents  from 
^ioeconomically  disadvantaged  famili^  are  at 
greater  risk  of  nonmarital  pregnancy  and  parenting 
than  adolescents  from  nondisadvantaged  families.  In 
ccm^iarison  to  their  mc^e  advantaged  peers,  these 
adolescents  tend  to  initiate  sexual  activity  at  an 
earlier  age,  are  less  likely  to  use  contraceptives  when 
sexually  active,  are  less  likely  to  have  an  abortion, 
and  are  more  likely  to  give  birth  to  children  out  of 
wedlock.  They  also  seem  to  be  less  likely  to  give 
their  babies  up  for  adoption. 

Socioeconomic  Differences  Related  to  Pregnancy — 
Data  from  the  NLS  Y  indic^e  a  relation^ip  between 
adolescents'  mothers*  level  of  schooling,  which  is 


one  measure  of  socicM&conomic  status,  and  the  age  at 
which  adolescents  imtiate  seJUiol  activity  (148).  The 
1982  NLSY  included  a  sample  of  4,657  males  and 
4,648  females  who  were  age  20  and  ov»  at  tbt 
survey  date.  Among  male  adolescrats  whose  iiK>th- 
era  had  some  education  beyond  high  sdiooU  S6 
perc^t  eng^ed  in  sexual  intncouiw  before  age  18, 
in  omiparison  witii  72  peoxroit  of  male  adolescents 
whose  mothm  did  not  c(mq)lete  hi^  school 
Among  female  adolescents  who%  mothm  had  some 
education  beyond  high  school,  34  percoit  became 
sexually  active  before  age  18,  in  comjwison  with  54 
perc^  of  female  adolescrats  whose  motho^  did  wt 
complete  high  school  (148). 

Otfao^  investigator  have  found  that  adolescents* 
anticipated  social  class  (as  n»asured  by  their 
educational  aspirations)  has  a  greater  eff^t  on  the 
initiation  of  sexual  activity  than  does  their  current 
socioeconomic  status.  Adotescents  who  expect  to 
complete  more  years  of  schooling  are  more  lUcely  to 
delay  the  initiation  of  sexual  intercourse  dian 
adolescents  who  exp^t  to  complete  fewer  years  of 
school  (I35a).  And,  not  surprisingly,  other  investi- 
gators have  found  that  the  srcial  class  of  the  family 
of  origin  and  the  adolescent's  anticipated  social 
class  both  influence  the  initiation  of  sexual  activity 
(139,144,183,192,234).  However,  parental  expecta- 
tions of  an  adolescent's  sexual  behavior  have  also 
been  found  to  have  an  independent  influence  (52a). 

Studies  that  have  investigated  the  relaticmship 
between  socioeconomic  status  of  the  adolescent's 
family  of  origin  and  the  use  of  contraceptives  have 
found  results  similar  to  those  for  initiation  of  sexual 
intercourse:  adolescents  from  socioeconomically 
disadvantaged  families  are  less  likely  to  use  contra- 
ceptives than  those  from  those  from  nondisadvan- 
taged families  (152).  Adolescents'  sodc^onomic 
status  has  not  been  found  to  have  as  much  in^)act  on 
adolescents'  contraceptive  use  as  adolescoits'  age  at 
the  time  of  initiation  of  sexual  activity,  adolescents* 
attitudes  about  contraception,  pregnancy,  abortion, 
education,  frequency  of  intercourse,  and  some  of  the 
other  individual  factors  discussed  earlier  (85).  How- 


^^Tbese  measures  are  themselves  often  highly  iotciconrlated. 

^Opox  cxamptc.  If  a  study  ocJy  coUecis  4dta  on  the  race,  Init  not  tltt  socioeconomic  status,  of  adolescents  itn  tt^  mapk,  it  will  not  be  able  lo  dl^iaguisb 
outcomes  by  social  clma  Ixom  oofcomes  tiy  race. 

^iln  same  studies,  sodopcooffyk  mtus  and  mcc/ethnicity  appeal  to  affect  pregnai^relaled  behaviors  and  outcomes  independently,  but  closer 
tn^lionsoaietin^  reveals  amuWpUer  cfTectof  ecomnoicdisaclvanla^Ce  g..  140).  Some  observers  believe  that  attempts  to  control  for  socioeconomic 
diffetenccs  whc©  cofltparing  hl«;±  and     te  adolescents  have  bcc^ 
blacks  and  whites  in  calegc^  of  socioeconomic  status  { 148 ). 
^    4jpor  f^nther  dlsaission,  see  ch.  IS,  ^'Issu^  in  the  Deliveiy  of  Services  to  Selected  Groups  of  Adolescents/*  in  Vol.  UI. 
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ever,  die  influence  of  an  adolescent^s  socioeccmomic 
status  may  be  felt  in  tenns  of  bocc^  to  contrMcp- 
tives  and  the  availability  of  contraceptives  (97a).^^ 

SocioecoQomic  diffietrences  in  rate&  of  sexual 
activity  and  in  the  use  of  contraceptives  would  lead 
naturally  to  fifuiings  that  ^olescents  of  Iowct 
socioeconmuc  status  are  also  more  likely  to>  become 
pregmmt.  Tb  OTA's  knowledge,  there  is  little 
information  directly  m  this  point  Information  on 
pregnancies  and  pregnancy  rates  by  adol^ents^ 
socioeconomic  status  is  not  readily  available.  In  an 
analysis  of  1979  data  fiwn  the  NLSY,  however^ 
Mott  and  Haurin  found  that  the  lower  the  family 
income  of  female  adoles<^ts  and  the  less  the 
motb»*s  education,  the  more  likely  an  aifete^^t 
was  to  report  a  first  pregnancy  prior  to  age  16  (144b). 

Sociaecanomk  Differences  Related  to  Pregnancy 
Outcomes — As  not»l  earlio:,  die  major  Federal 
rqport  on  health  indicators  in  the  United  Stat^ — 
Health  United  States — does  not  tabulate  data  on 
birth  rates  by  income  or  other  factOTS  indicative  of 
socioeconomic  status.  There  is  son^  evidrac^  that 
pregnantadolescentsof  lower  socioeconomic  status— 
as  measured  by  family  incon^  (61)  and  other 
fi^tors — are  more  likely  to  cany  dieir  pregnane!^  to 
tarm  than  other  adolescents  of  higher  socioeconomic 
status,  regardless  of  their  race  (86a).  One  hypothesis 
to  explain  af^>arent  social  class  difToences  in 
childbearing  is  that  having  babies  is  a  nuional 
refuse  to  povaty  for  poor  adolescents,  in  that  by 
having  chilchen  poor  adolescents  may  gain  access  to 
family  networks  and  support  ptogitBsm  that  other- 
wise may  not  be  availabte  to  them.  Sevi^nal  studies 
have  suggested  that  childbearing  may  mobilize 
supportive  responses  from  family,  peers,  and  others 


(e.g.,  social  programs,  including  mentoring  or  edu- 
caticmal  programs)  (19,72422).^  Anodier  hypodiesis 
might  be  diat  adolesceitts  fam  low«inccni»  families 
less  acce»  to  abOTtmis  than  odm  adolescents. 

A  numbtt  of  researchers  have  foumi  diat  poverty 
and  poor  mq>loyment  q)portunities  are  closely 
associated  widi  mt^f-wetUock  Nrths  (148).  The 
1988  Naticmal  Survey  on  Family  Growth  fotmd  that 
among  U.S.  females,  females  ages  15  to  19  asul 
females  with  family  incomes  below  the  Federal 
povaty  tevel  had  tihe  highest  rates  of  unintoided 
births  (SS^).^^  Reports  from  diis  survey  did  not 
omibine  ^e  factors  of  and  sodoeccmcunic  status 
to  give  an  ^timate  of  childbi»iring  by  sodoeco- 
ncmuc  status  for  adolescents  {59a).  In  die  1988 
Naticmal  Survey  of  Family  Growth,  72.6  permit  of 
the  15*  to  19^year-old  finales  who  gave  birth 
between  1984  aiKl  1988  and  60  pocent  of  females 
with  incon»i  undo-  the  poverty  level  repented  diat 
their  pregnancies  wre  unintended  (59a).^ 

S<mw  ot^CTvers  have  also  expre^ed  concern  diat 
tte  conditioning  of  social  boie^  on  the  presence  of 
chikfatra  in  the  family  may  encouragepoor  people  to 
have  children.  The  Imgest  cash  assistance  [ttogram 
serving  poor  families  with  childrm  is  the  AFDC 
program  administeml  by  ^e  Family  Siq^port  Ad- 
ministration in  DHHS-^^  For  the  first  25  years  of 
AFIXT,  if  a  father  lost  his  job  and  his  family  became 
needy.  State  AFDC  programs  were  forbiddea  to  hdp 
the  family  so  long  as  the  father  lived  at  home  (195d). 
(In  1961,  in  an  antirecession  meawre,  the  law  was 
changed  so  tbm  families  with  jobless  fathns  at  home 
could  qualify  for  AFDC  at  a  State's  cation  (195d).) 
This  arrangement  has  been  believed  by  some  to  have 
encoun^ed  out-of-wedlock  childbearing  and  single- 


^Mnious  programs  tntendfid  to  incnasc  low-ioccane  adotesceoig'  access  to  ccmtmqHivcs  vc  (Uscofisod  tela  in  this  cb^^tcr. 

^UfUnund^  birthi  at  a  roinHngrtnnof  bWisregaftii^  bin  pg^nmctea  diat  m  "mtoinMid"  9oA  ''tmwamed*'  {59a). 
^AsiaiQfefliatesofaniges^tegavebiitfaiotbepe^  l^,tbcpcfccmagcoftothsthatwqrnnimrn^ 

ofbiithggiDof^wiiinaiwithfaicMiiiesbe^^  199pcitcotof  tfacpov€nytevel«ai»l3I.Spefvaitftiii^ 

of  the  povoty  levtL 

^AITC  Slid  vaiiiws  odier  Federal  progiw^ 
ifi  Ibt  DeUveo' of  Sefvim  to  Selected  Orm^s  of  Adoles^^  i6»  'l^naarisl  Aocess 

to  Health  Seivkei,**  in  Vbl  QL 

^Arecem  wettm  lefoim  law.  tibe  nmiU 
AFDC  programs  AFDC  to  two-pams  ^unilies  wbo  are  needy  becaose  of  tlie  manploytiatBi  of  the  princ^  wageeamcr — ciie  so-caOod 

AFDC-UF  (Unaqptoyed  Parent)  (Kovision  ( 1 95d).  The  fmen^loyod  parent  most  meet  cotais  tcquiiqucata  pcrtaiiiiog  to  previous  enxploymeot  aod  is 
loqpiired  to  seareh     a  job  or  panidpate  In  the  li^  Oppoit^^ 
gieater  si^»pc»t  f or  die  poffiiMUty  <^  a  fitf^ 
ofcbaoges  in  sociaJ  welfare  prograraeKgiH^ 

jnd  tbe  lOTS  proyacu  sec  die  sectica  on  Federal  polteto  and  piogrtms  related  to  addtesceitf  pregnancy  aod  pareatins  bdow. 
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parent  households.^  Sown  evidence  sugg^^,  how- 
evert  that  birdi  rates  are  not  related  to  potoitial 
receipt  of  welfare  benefits;  real  reductions  in  the 
levd  of  welfare  befits  since  the  imd-1970s  have 
not  r^^ult^  in  dea!eases  in  single-parent  families, 
nor  is  single-parenthood  related  to  differences  in 
levels  of  welfare  bei^fits  across  States  (14a). 

Data  on  the  number  of  abortions  or  abortion  rates 
by  adolMcents*  socio^m>mic  status  are  n(H  avail* 
able.  Some  observers  believe  that  socioeconoj^* 
cally  disadvantaged  adolescents  ^^fbo  beomie  {reg- 
nant are  less  likely  to  have  an  abortion  than  their 
more  advantaged  peers,  as  fliey  may  have  problems 
of  i^cess  (especially  financial)  to  abortions  (1 3,232). 
Federal  fimciing  for  abortion  as  a  metlKxi  of  family 
planning  has  statutcmly  been  prohibited  for  several 
years.^ 

The  few  studies  that  have  be^  condm:ted  on 
adoption  among  adolescents  indicate  that  adoles- 
cents who  make  adoption  plans  tend  to  be  of  higher 
socioeconomic  status  (171a).  A  recent  study  on  the 
characteristics  of  adolescents  who  choose  to  give 
their  child  up  for  adoption  indicate  differences 
between  adolescems  of  different  social  classes: 
adolescents  from  families  of  higher  socioeconomic 
status  are  more  likely  to  choose  to  put  dieir  child  up 
for  adoption  than  iKlolescents  from  disadvantaged 
families.  In  addition,  adolescents  who  have  higher 
educational  aspirations,  which  has  been  linked  to 
social  class,  are  more  likely  to  put  their  child  up  for 
adoption  (19a). 

Racial  Differences  Related  to  Pregnancy  and 
Pregnancy  Outcomes — ^As  discussed  further  below, 
there  are  large  racial  difference's  in  patterns  of  sexual 
activity,  contraceptive  use,  birth  rates,  and  out-of- 
wedlock  chsldbearing  rates.  According  to  the  Na- 
tional Academy  of  Sciences*  comprehensive  1987 
report  on  adolescent  pregnancy  and  childbearing, 
what  accounts  for  these  differences  is  not  at  all  clear 
(148).  Some  observers  attribute  the  racial  differ- 
ences wholly  or  in  part  to  socioeconomic  differences 
among  blacks  and  whites;  others  maintain  that  the 
differences  are  primarily  attributable  to  differences 


in  the  ac^^bility  of  early  nonroarital  sexual 
activity,  {nnegnancy,  and  pamthood  Resewdi  has 
not  yet  re^lvMl  this  controversy  (148). 

Racial  Differences  Related  to  Pregnancy^ 
Available  data  indicate  that  ackilescents  in  this 
(^nmtry  tmd  to  initiate  sexual  iwHvity  at  earlier  ages 
than  white  adolescent  and  diat  the  prc^K^tion  of 
black  adolescmts  who  are  sexually  ^cperioiced 
is  greata  than  the  proportion  of  white  U.S.  adoles- 
ctots  w1k>  are  sexually  esqierien^^  at  evoy  age  of 
adolescoice  (16a39a,86a»151,152,235).  National  data 
from  1984  and  1988  show  Aat  an»>ng  U*S.  adoles- 
cents who  have  had  sexual  interwurse,  black  males 
initiated  intercourse  2  years  earlier  than  whites  and 
blac±  £»nales  initiated  Intocourse  lyear  earlier  than 
whites  (129,187).  The  1988  National  Survey  of 
Family  CJxowth  found  fliat  the  percentage  of  15-  to 
19-year-oki  black,  non-Hispanic  females  who  had 
ever  had  sexual  int^course  was  60.8  p^cent  (59a), 
somewhat  hi^ta*  than  the  pncentage  of  15-  to 
19-year-old  white  n<.n?-Hi^panic  fonales  who  had 
ever  had  sexual  intercourse  (52.4  percent). 

The  National  Survey  of  Adolescent  Males  found 
that  19.8  pocent  of  black  non-Hispanic  adolescoit 
males  surveyed  reported  that  they  had  had  their  firs  t 
sexual  intercourse  by  age  12  or  tmder,  an  average  of 
2  years  younger  than  white  non-Hispanic  and 
Hispanic  males  (187),  Ahnost  half  (47.8  percent)  of 
the  black  non-Hispanic  males  in  this  survey  rqxnted 
having  had  their  first  sexual  intercourse  by  age  14 
(187).  These  data  should  be  viewed  with  some 
caution  because  the  question  atKmt  age  of  first 
sexual  intercourse  was  asked  of  males  who  were 
already  ages  15  to  18;  however,  the  results  are 
consistent  with  other  findings  about  flie  early 
initiation  of  sexual  intercourse  among  black  children 
and  adolescents  of  both  sexes.  In  addition,  black 
non-Hispanic  males  reported  having  had  more 
sexual  ^trtners  in  their  lifetimes  than  did  white 
non-Hi^anic  and  Hispanic  males  (187).^ 

Researchers  disagree  on  the  reasons  for  racial 
differences  in  the  timing  of  the  initiation  of  sexual 
intercourse  and  proportion  of  sexually  active  adoles- 


^^RsJcnil  ftgulatkHis  isiwcd  by  DVim  in  1988  also  prohilMt  abortion  counseling  and  refcmils  by  family  planning  clinics  r«:«ivif^  funds  under  Title 
Xof  the  Public  Health Scmcc  Act  F^ftiithctfd 
related  to  adolescou  pregnancy  and  parcotii^. 

»0n  average  for  ages  15  to  19  taken  tqgctbcr.btockncm'Hispi^  of  8.3  sexual  ponnw,  con^Mrcd  to  429 

paitMis  fOT  wWtc  iioihHispank  males  and  5. 15  partners  for 

across  «rvcy«i  males)  was  greatest  tot  btedt  iK>o-HliqMinic  males  (standard  deviation  of  18.62  for  15-  to  19-yearKilds).  second  greatest  for  Hispanic 
males  (st»idard  deviation  of  12. 1 3  for  15-  to  19-ycar-oWs).  and  lowest  for  white  non-Hispmlc  nudes  {smndard  deviation  of  6.7 1  for  15-  to  19-ycar-oMs) 
'■87), 
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cents  (148).  There  is  some  evidence  that  black 
finales  mature  at  earlier  ages  than  white  females 
(43,75b),  but  the  physical  differences  between  black 
and  white  feriales  are  too  small  to  account  for  the 
greater  differences  in  age  of  initiation  of  sexual 
activity  (I39a,148).  Furthemiore,  in  the  case  of 
white  females,  the  effect  of  biological  factors  on  the 
initiation  of  sexual  activity  seems  to  be  strongly 
mediated  by  factors  m  the  individual's  social  envi- 
ronment (148)*  Son^  studies  have  found  that  neigh- 
boihood  environments  are  very  important  in  influ- 
encing adolescents'  decisions  to  initiate  sexual 
behavior  (9c,  148)*  Several  studies  suggi^  that  when 
comparisons  are  made  among  adolescents  of  similar 
socioeconomic  status,  there  is  no  significant  differ- 
ence between  the  ages  at  which  blacks  and  whites 
initiate  sexual  activity  (35,68,144a,I8S).  A  few 
studies  have  found,  however,  that  even  aftw  control- 
ling for  social  class  (148)  and  mother's  level  of 
education  (86a),  racial  differences  still  exist  between 
blacks  and  whites  in  the  age  of  first  intercourse.^^ 

Overall,  most  of  the  available  research  indicates 
that  black  adolescent  females  are  less  likely  to  use 
conrraception  than  white  adolescents.  Given  that 
black  adolescents  are  more  likely  to  initiate  sexual 
activity  at  an  early  age  and  that  young  adolescents 
are  less  likely  to  use  contraception  than  older  ones, 
this  general  finding  is  not  unexpected.  It  is  important 
to  note,  however,  that  one  investigator  found  that  in 
the  majority  of  the  research  on  contracefrtive  use, 
blacks  are  inadequately  represented  and  race  is 
confounded  with  socioeconomic  status  (142). 

The  1988  National  Survey  of  Family  Growth 
found  that  the  percentage  of  black  non-Hispanic 
females  ages  15  to  19  who  some  contraception 
at  first  intercourse  (one,  but  not  the  only,  indicator  of 
contraceptive  use)  was  54.1  percent,  an  increase 
from  35.8  percent  in  1982  but  somewhat  lower  than 
the  percentage  of  white  non-Hispanic  adolescents 
who  used  some  form  of  contraceptive  at  first 
intercourse  (69  percent)  (59a).  If  one  controls  for 


socioeconomic  status  when  comj^uing  contracep- 
tive practices  at  ffrst  intmxnuse^  one  finds  diat 
blacks  more  oftoi  use  a  [s^^Krripticm  n^od  of 
contraception  (e.g.,  the  pill,  a  diaphragm)  tfiao  thdr 
white  counterparts  (234).  Zelnik  and  Shah  found  that 
among  ^olescents  who  used  contraception  at  first 
intercourse,  41  percent  of  black  adolesce  used  a 
prescription  n^thod  of  contracqition,  as  compared 
with  IS  percent  of  white  adolescents  (234).  Defini- 
tive calculations  of  prescription  ccmtraceptive  use 
are  not  available  fnm  the  Naticmal  Survey  of  Family 
Growth,  but  National  Survey  of  Family  Growth  data 
do  indicate  that  15.7  percent  of  black,  non-Hispanic 
females,  as  complied  with  7  J  percrat  of  white, 
non-Hispanic  females,  used  the  pill  at  first  inter- 
coms (59a). 

Among  U.S.  adolescents  who  do  not  use  contra- 
ception at  first  intercoiu-se  (if  one  does  not  take 
socioeconomic  status  into  account),  black  adoles- 
cents have  been  found  to  take  longer  to  begin  using 
contraception  than  white  adolescents  (85)«  In  the 
recent  National  Survey  of  Adolescent  Males,  how- 
ever, black  non-Hispanic  males  generally  reported 
greater  use  of  contraceptives  at  their  last  intercourse 
before  the  survey  (one  measure  of  cturent  contracep- 
tive use)  than  did  white  non-Hispanic  or  Hispanic 
males  (186b).52 

Several  studies  indicate  that  examinations  of 
differences  in  contraceptive  use  must  examine 
factors  other  than  race.  Two  studies  found  that  black 
adolescents  whoi^  parents  had  high  levels  of  educa- 
tion used  contraception  more  regularly  than  black 
adolescents  whose  parents  were  less  educated  (38,235). 
Another  study  looked  at  how  black  females  per- 
ceived opportunities  in  nonrepnxiuctive  roles;  those 
with  better  perceived  opportunities  were  more  likely 
to  be  regular  contraceptive  users  (I46a). 

National  data  on  pregnancy  rates  among  black 
adolescents  are  not  available,  but  the  numbers  of 
births  and  abortions  in  the  black  adolescent  popula- 
tion"^^ (see  below)  suggest  that  pregnancy  rates 


^*Somc  observers  twve  argued  lhai  cfTcrrts  control  for  social  class  in  some  studies  arc  inadequate  (e.g..  haausc  they  do  not  account  for  the  amount 
of  iimc  spent  in  povaiy  and  other  factors)  (148). 

^^This  finding  was  true  overall  aiKi  for  tt^:  use  of  "condoms  alone  or  with  other  methods."  the  latter  of  which  was  reported  by  65  J  percent  of  t^lack 
non-Hispanic  males  ages  i  5  to  1 9  combined.  con^[mred  to  54 . 4  percent  of  white  non-Hispanic  males,  and  5  3.0  pcfocnt  of  Hispank  mal^  in  that  age  gfoup 
(186b).  Black  male  15-  to  l9-ycar~otd».  however,  reported  somewhat  less  use  of  an  "efTectivc  female  metlKxl  {e.g..  oral  contraceptives,  diaphragm, 
intrauterine  device,  sponge)  witlviul  a  condoro"  (14.5  percent)  than  did  while  non-Hispanic  (22.2  perc^mt)  or  Hispanic  (15.6  percent)  male  15-  to 
IV-ycar-^Ids  in  this  survey  (I86b).  Only  20  p«cent  of  black  15-  to  19-ycar-old  males  reported  the  use  of  incfTcctive  or  no  contraceptive  methods  at  last 
intercourse  (t86b>. 

*^As  noted  earlier,  the  numbers  of  births  and  abortions  along  with  miscairiages  am!  stillbirths,  are  used  to  estimate  the  number  of  oirgnancics  ami 
prcffnancy  rates  in  a  given  population. 
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among  black  adolescents  are  substantially  higher 
than  {H^gnancy  rates  among  white  adolescents 
(52a^l4).  In  1987^  the  estimated  jxegnancy  rate  for 
white  15-  to  19-year-olds  was  90  pregnancies  per 
1,000  population;  for  **nonwhite'*  adolesc^ts  (in- 
cluding black,  Asian,  and  other  adolescents)  in  the 
same  age  group,  the  rate  was  189  pregnanc^s  per 
1,000,  more  than  twice  the  rale  fot  white  adolescents 
(8a). 

What  accounts  for  the  higher  of  pregnancy 
among  black  adolescents  is  not  entirely  clear.  One 
survey  of  pregnant  adolescents  found  that  70  percent 
of  the  blacks  surveyed  expected  a  favorable  reaction 
about  their  pregnancy  from  Oieir  peers  and  6S 
pen^nt  expected  that  they  would  get  a  favorable 
reaction  from  the  father  of  their  child;  only  40 
percent  and  43  percent  of  whites,  re^>ectively,  felt 
that  they  would  receive  favorable  reactions  (148).  A 
number  of  smdies  reveal  that  blade  adolescents 
prefer  earli^  age  for  fu^t  birth  than  mairiage,  while 
white  adolescents  prefer  earlier  age  for  marriage 
than  for  first  birth  (148,224a),  The  degree  to  which 
differences  in  values  and  attitudes  affect  differences 
in  sexual  activity  is  questionable,  as  often  such 
attitudes  are  measured  after  sexual  experience,  and 
thus  the  attitudes  exjnessed  may  be  a  reflectioa  of 
this  experience  (86a).  In  addition,  the  injtpact  of 
socioeconomic  and  subcultural  diffi^nces  in  atti- 
tudes is  not  clear  from  this  body  of  research. 

One  recent  study  of  1,590  inner  city  females  ages 
13  to  18  who  used  health  clinics,  most  of  whom  were 
blad^  and  from  single-parent  low  socioeconomic 
status  homes,  found  that  sexually  active  females 
came  from  more  psy chosocially  disadvantaged  back- 
grounds than  their  sexually  inactive  peers  (187a). 
The  females  who  became  pregnant  were  from 
significantly  less  stable  homes  than  either  the 
never-pregnant  but  sexually  active  females  or  the 
sexually  inactive  females. 

Racial  D^rem:es  Related  to  Pregnancy  Outcomes — 
Black  adolescent  females  in  tiie  United  States  have 
dramatically  higher  birth  rates  than  adolescent 
females  of  all  races  or  white  adolescent  females.  In 
1988,  as  noted  earlier,  the  birth  rates  among  U.S. 
females  were  under  age  20  were  as  follows: 

•  10-  to  M-year-olds:  all  races,  L3  births  per 
1,000  females,  with  whites  at  0.6  births  per 
1,000  and  blacks  at  4.8  births  per  1,000; 

•  IS-  to  IT-year^ids:  all  races,  33.8  births  per 
(J       1,000  females,  with  whites  at  253  births  per 
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1,000  and  blacks  at  76.6  births  per  1,000;  and 
•  18'  to  W-year-olds:  all  races,  81-7  births  per 
1,000  farnales,  with  whites  at  69.2  births  per 
1,000  and  blacks  at  ISO.S  births  per  1,000 
(202f). 

During  tiie  1970s  and  early  1980s,  there  was  a 
sul^tantial  d^line  in  birth  rares  among  black  U.S. 
females  under  age  20  (202f),  By  1984,  birth  rates 
among  blade  U*S.  females  had  dropped  to  4.3  births 
pCT  1,000  10-  to  14-year-olds,  to  69.7  births  per 
1,000  IS-  to  17-yearH)kls,  and  to  132  births  per 
1,000  18-  to  19-year-olds  (202f).  Since  1984, 
however,  birtii  rates  among  black  U.S.  adolescent 
females  have  been  su^eidily  increasing  (202f).  In  fact, 
birth  rates  among  black  U.5.  adolescents  in  1988 
were  at  their  highest  levels  in  about  a  decade  (2020. 
The  reasons  are  not  clear. 

XyrS^^ctsmom-of-wedlockchildbearingdmoa^ 
blade  and  white  U.S.  females  under  ^e  20  have  also 
been  narrowing  in  recent  years,  but  they  are  still 
striking  (see  figure  10-1 1).  Very  few  births  to  black 
adolescents  are  to  adolescents  who  are  married.  The 
reasons  are  unclear,  although  various  explanations 
have  been  offoied.  The  shortage  of  black  males  able 
to  provide  sufBcient  economic  support  to  a  family 
(e*g.,  because  of  imonployment  and  economic 
disadvantage)  may  partially  account  fox  the  high 
rates  of  outnof-wedlock  births  among  iK>or  black 
adolescents  (148).  Furthermore,  black  adolescents 
are  significantly  more  likely  than  whites  to  live  in 
low-income  communities  in  which  rates  of  unem* 
ployment  are  high  and  pcK)r,  mother-headed  families 
have  been  prevalent  fot  gennations  (148).  When 
asked,  blacks  in  these  communities  report  a  greater 
tolerance  for  sexual  activity  outside  a  marriage  and 
a  greater  tolerance  for  nonmarital  childbearing 
(148).  Whether  these  attitudes  reflect  deepseated 
subgroup  values  or  are  transient  responses  to  eco- 
nomic circumstances  is  not  known  (148).'  Some 
observers  believe  that  differences  in  attitudes  are 
affected  by  the  deferential  economic  histories  of  the 
races,  in  thm  chronic  economic  disadvanta^  affects 
attitudes  toward  nmniage  and  family  (1,140). 

Data  on  1985  abortion  rates  for  whites  and 
**n<mwhites**  (a  group  that  includes  blacks,  Asians, 
and  other  groups)  are  available  from  the  Alan 
Guttmadier  Institute.  These  data  indicate  that  1985 
abortion  rates  among  females  under  age  15  were  5.0 
abortions  per  1,000  population  for  whites  and  27.0 
abortions  per  1,000  population  for  uonwhites;  for 
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Rgure  10-11— Tremis  In  Oii:-of-V\IMIock  ChKdbearing  Among  US.  Fwnsiw  UiHfor  Age  20  by  Rooe,  19694(7 
White  temalM  B^bcK  femates 
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Under  age  15  ^  Ages  15  to  17  m  Ages  18  to  19 

SOLfflCE:  Offte  of  Tiachnology  AsmtnMin,  1991,  baso^l  on  U.$,  Dopertrwit  of  Hoaftb  and  Human  89rvic«8.  PuMIc  Health  Sarvipo.  Cant«r»  for  0i»aa90 
Control,  Natlonaf  Contar  tor  fteafth  $tatistk»,  CK^sSon  of  VHal  Statistics,  Vf^ &M(fstks  0f1h»  th^  SeitM,  (Mjnw  f ;  AGaia%(M»hkiQtOT.  DC: 
U.S.  Qovammant  f^nttng  Offkss,  vartoiis  years). 


females  ages  15  to  19,  the  rates  were  71*1  abortions 
p»  1,000  population  for  whites  and  127  alx^ons 
per  1 ,000  population  for  nonwhites;  for  females  ages 
18  to  19,  the  rates  were  55.4  abortions  per  1,000  for 
whites  and  97.1  abcHtiotts  per  1,000  for  nonwhites 
(81a). 

Data  from  the  National  Center  for  Health  Statis- 
tics in  DHHS  suggest  that  blade  adolesc^t  females 
who  beciHx^  pregnant  are  slightly  less  likely  to  have 
an  aboition  than  their  white  peers  are  (148).  In  1983, 
40  J  percent  of  pregnancies  of  white  adolescents  and 
38*1  percent  of  pregnancies  of  black  adolescents 
ended  in  abortion  (148).  Because  rates  of  unintended 
{Hegnancie^  are  higher  among  black  adolescents 
than  an(K>ng  white  adolescents,  however,  black 
adolescents  have  much  higher  population-based 
aboition  rates  than  white  adolescents  (148). 

As  noted  earlier  thope  is  no  national  system  for 
collecting  informat^  .  u  *  bout  U.S.  females  who  cany 
their  pregnancies  to  i'^'  i  and  give  their  babies  for 
adoption  (148).  Thus,  national  information  concern- 
ing black  adolescents  who  give  their  babies  up  for 
adoption  is  not  available.  A  study  in  1982  estinoated 
that  93  percent  of  tmmanied  blauck  mothers  ages  15 
to  19  kept  and  raised  their  children  (12,148).  In  some 
cases,  grandmothers,  other  relatives,  or  friends 
^'iimied  rei^xmsibility  for  a  child's  care  (12). 
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Ethnic  Differences  Related  to  Pregnancy  and 
Pregnancy  Outcomes — Data  on  adolescents  of 
Hispamc  origin  typically  includes  both  black  and 
white  Hisi^cs.  According  to  die  report  by  National 
Academy  of  Sci^ices'  Panel  on  Adolescent 
nancy  and  Childbearing,  naticmal  data  describing 
ethnicity  began  to  be  available  only  in  the  197(^,  as 
soine  Aibgroq>s— ^e^)edaIIyHisprai^ — became  mcse 
prominent  minorities  in  this  country  (148). 

Ethmc  Differences  Related  to  Pregnancy — Data 
on  Hispanics  are  collected  in  rec^t  surveys  of 
sexual  and  fertility  behavior,  but  the  sanq)les  are 
often  too  small  to  permit  disaggregation  of  the  data 
by  age  (148)*  Thus,  acceding  to  the  National 
Academy  of  Science'  Panel  on  Adol^cent  Preg- 
nancy and  Childbearing,  infomiation  on  Hispanic 
adolescents'  sexual  activity  and  fertility  behavior  is 
incomplete  and  not  comparable  to  informmion  for 
racial  subgroups  (148). 

Some  smdies  have  found  that  Hisi^c  adoles- 
cents initiate  sexual  intercourse  at  roughly  the  same 
ages  as  non-Hi^>anic  vAnte  adol^craits  ( 12a,141a,187)« 
The  1988  National  Survey  of  Family  Growth  found 
that  49  percent  of  15-  to  19-year-old  Hispanic 
females  said  they  had  ever  had  ^xual  intercourse, 
slightly  lower  than  the  percentage  of  15-  to  19-year- 
old  non-Hispanic  white  fmales  (52.4  peicrat)  who 
said  diey  had  had  intm^urse  (59a).  Hie  percentage 
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of  15-  to  19-year-okl  Hispanic  femates  who  lejxmed 
diey  had  eva  had  sexual  im^course  in  1988  was 
sli^y  lower  than  the  percentage  in  1982  (S9a).  The 
1988  National  Survey  of  Adolescent  Males  found 
duit  19  percent  of  Hispanic  males  reported  having 
had  sexual  intoicourse  by  age  14  and  81  percent 
rqHmed  having  had  sexual  intercoui^  by  age  18 
(187).  These  were  similar  to  it»  pocentages  for 
white  non-Hispanic  males  but  far  lower  than  those 
for  black  non-Hi^ianic  males  (187). 

The  1983  NLSY*  which  interviewed  a  sample  of 
683  Hispanic  males  and  703  females  who  were  ^e 
20  ami  over  at  the  survey  date,  found  that  50  pocen t 
of  tl^  males  and  24  percent  of  the  females  reported 
that  they  were  sexually  active  by  age  17;  67  perc^t 
of  the  males  and  40  percent  of  the  females  reported 
that  they  wa:e  sexually  active  by  age  18  (148). 
Although  Hispanic  adolescent  females  may  be 
slightly  less  likely  than  non-Hispanic  whites  to  be 
sexually  active^  they  are  considerably  less  likely  to 
be  using  contraception.  The  1988  National  Survey 
of  Family  Growth  found  that  the  percentage  of  15-to 
19-year-old  Hispanic  females  who  used  some  form 
of  contraception  at  first  intercourse  was  54  percent, 
while  the  percentage  of  white  non*Hispanic  adoles- 
cents who  used  some  form  of  contraception  at  first 
intercourse  was  69  percent  (59a)» 

National  data  on  pregnancy  rates  among  Hispanic 
females  are  not  available.  In  a  1982  study  among 
unmarried  Hispanic  females  ages  IS  to  19,  however, 
IS  percent  reported  having  e;q>erienced  a  pregnancy 
(144).  This  percentage  falls  between  that  reported  by 
tmmarried,  white  non-Hisj^nic  adolescents  (8  p^* 
cent)  and  that  reported  by  same-age  non-Hispanic 
blacks  (23  percent). 

Ethnic  D^erences  Related  to  Pregnancy  Outconws — 
E>ata  on  ethnicity  have  been  included  in  vital 
statistics  reports  published  by  the  National  Center 
for  Health  Statistics  in  DHHS  only  since  1978  (148). 
National  natality  statistics  are  somewhat  limited 
because  States  do  not  always  report  the  Hispanic 
origin  of  the  i^ents  on  a  child's  birth  certificate.^ 
Furth^t  many  different  nationalities  and  cultures  are 


often  subsun^  under  a  single  ethnic  category  (e.g., 
HLq^anic),  obscuring  diversity  widiin  the  category.^ 
Data  cQocaning  birth  rates  ammg  Hisimic  adoles* 
ceata  are  still  ^mev^iiat  inccrnqdete  and  have  ooly 
been  collected  fearing  tte  past  decade. 

In  1980^  die  overall  birtih  rate  for  Hispanic 
adolescents  was  about  double  die  rate  for  non- 
Hispanic  whites  and  about  four-fifttis  tl»  rate  for 
non-Hispanic  blacks  (194).  DHHS  is  unable  to 
calculate  population-based  birtih  rat»  for  Hi^^c 
adolescents  for  the  years  1980  to  1^8  because  truly 
national  dma  on  Hispanic  births  are  not  curr^y 
available  (207b)*  However*  DHHS  estimated  that  in 
1988  about  1  in  6  Hispanic-origin  births  was  to  a 
triage  iiKrth(»  in  1988»  as  amqmred  with  1  in  10 
white  births  and  1  in  5  black  births  (table  10-1) 
(207b).^  In  the  States  for  which  data  were  available 
in  1988,  there  were  73,8S8  births  to  Hispanic 
females  under  age  20  (207b).  Accoiding  to  DHHS, 
the  incidence  of  adolescoit  childbearing  among  the 
various  Hispanic  groups  varies  widely:  in  1988, 17 
percent  of  Mexican  births  and  21  percent  of  Puerto 
Rican  births,  as  coit^>ared  with  6  to  8  percent  of 
Cuban  and  Central  and  South  American  births,  were 
births  to  adolescent  moth^  (207b). 

Data  collected  since  1980  suggest  that  there  has 
been  an  increase  in  the  percentage  of  births  that  are 
out-of-wedlock  births  among  Hispanic  adolescents 
ages  IS  to  19,  from  43  percent  of  births  to  these 
adolescents  in  1980  to  S2  percent  in  1985  (la).  In 
1986,  55  percent  of  births  to  Hispanic  adolescoits 
were  out-of-wedlock  as  comfmred  with  46  percent  of 
births  to  white  adolescents  and  91  percent  of  births 
to  black  adolescents  (205). 

National  data  on  Hispanic  adolescent  mothers 
who  have  abortions  or  who  cany  their  jnegnancies 
to  term  and  give  their  children  up  for  adoption  are 
not  available  (148).  In  1985,  a  tabulation  by  the  Alan 
Guttmacher  Institme  of  national  survey  data  of 
abortion  patients  indicated  diat  50  per  1,000  His- 
panic adolescent  females  ages  15  to  19  had  abor- 
tions, as  compared  with  38  per  1,000  non-Hispanic 
whites  and  53  per  1.000  nonwhites  (8). 


^lo  1^,30  Stales  aod  the  District  of  Columbia  fcpoited  the  HispanU  origio  of  ttie  pareots  on  ihe  t>i^  tbiswasaoiocicaseof  7States 

over  die  oomber  itparting  this  tnfoimatioQ  dtifii^  the  years  1983  to  19S7  (207b).  According  to  1980  ctfisos  data,  tK>wever.  these  30  States  contained 
95  poceot  of  die  Hispanic-origitt  population  CZQTb). 

^The  Naiitmal  Center  for  Health  Statistics*  1988  report  on  natality  statistics  did  report  national  origin  (e.g.,  Mexican,  Puerto  Rican,  Cnban,  C^itnii 
ami  South  American)  of  Hisp»ik  motfim.  as  availat^e  from  the  States  fbm  reported  information  on  parents'  Hiqianic  origin  (207b).  However,  d^ 
data  were  not  fnrtber  disaggregated  by  mother's  age. 

^Hispante  and  non-Hispanics  are  Included  in  these  estimates  for  whites  and  blacks  (207b). 


It45$  •  Ad(^BSC6!nHealth~VtiluwBll:BackomuntiandtheEff^^ 


Aca)niing  to  DHHS,  die  number  of  births  to 
Asian  and  Pacific  Islander  adolescrats  in  1988  was 
8,056  (207b).  The  lowest  numbers  of  births  to  Asian 
aj^  Pacific  Islander  adol^c^ints  w^ 
Japanese  adolescrats  (243  and  29S  births  respec- 
tively). DHHS  reported  that  there  were  1481  births 
to  Hawaiian  adolescents,  1^27  to  Filipino  adoles- 
cents, aiKl  4,810  to  **odier'*  Asian  and  l^ific 
blander  fulolescents.  It  is  not  possible  to  calculate 
accurate  cunrrat  pregnancy  or  birth  rates  for  Asian 
adolescents  (212). 

Hie  numbn  of  births  (8,455)  to  American  IndUm 
and  Alaska  Native  adolescents  in  1988  was  quite 
high  in  proportion  to  such  adolescents*  rqnesenta- 
tion  in  the  populaticm  (207b).  Estimates  of  the 
Andean  Indian  and  Alaska  N^ve  populattcm  are 
difficult  to  make,  but  if,  as  OTA  estinoiates,  there  are 
sq^)ro>umately  100,(XX)  Amoican  Indian  and  Ala^ 
Native  females  ages  15  to  19  (199a),  the  birdi  rate  for 
this  group  would  be  83  bnthspo^  1, (XX)  population — 
about  L5  times  that  of  all  U.S.  adolescents  ag^  15 
to  19  combined,  ahnost  twice  (1.9  times)  the  birth 
rate  for  white  adolescents  ages  15  to  19,  and 
three-quarters  the  birth  rate  for  black  adolescents 
ages  15  to  19. 

Prevention  of  Adolescent  Pregnancy  and 
Associated  Negative  Outcomes 

Ptreventive  programs  related  to  adolescent  preg- 
nancy and  parenting  generally  focus  either  on 
preventing  the  occurrence  of  adolescent  pregnancy 
or  (m  the  provision  of  services  designed  to  prevent 
possible  negative  outcomes  of  early  pregnancy  and 
childbearing.  Both  types  of  efforts  md  available  data 
on  their  effectiveness  aie  discussed  below. 

Programs  That  May  Help  Prevent 
Adolescent  Pregnancy 

Over  the  past  20  years,  there  has  been  dramatic 
growth  in  the  number  and  variety  of  interventions 
aimed  at  preventing  adolescent  pregnancy  (147a,148)» 
Acceding  to  Dryfoos,  {m>grams  aimed  at  prevent- 
ing adolescent  pregnancy  in  this  country  are  of  three 
general  types: 


•  those  that  xek  to  impart  knowledge  or  influ- 
ence adolescents'  attitudes  about  sexual  bdiav- 
ior,  human  iieIationshq>s,  rqsroduction,  and 
contracq^n; 

•  those  that  s^  to  improve  sexually  a:tivc 
adolescrats'  access  to  c<mtrocq)tives;  and 

«  those  that  seek  to  oihance  young  peq>le*s  life 
c^cms  by  providing  wodc  opportimities  or 
otho*  alternatives  to  early  pmgnancy  and  diild- 
bearing  (45,148). 

The  first  two  types  of  programs  are  the  mM 
common  (45).  Ttese  focus  on  increa»ng  idoles- 
cents'  ability  to  prevent  a  pregnanc^^  eidi^  by 
abstaining  fnm  sexual  interwiirse  or  by  using 
effecti\^  conbw^tive  methods.  Hie  third  type  of 
program  is  intencted  to  afifect  adolescents*  motiva- 
tion for  avoiding  early  pregnancy  and  diildbearing 
(45).^  A  recent  addition  to  motivational  progtams 
are  programs  diat  pay  adolescents  who  hieive  been 
pregnant  already  to  avoid  repeat  pregnancies  (e.g., 
101). 

Few  programs  to  prevent  adolescent  pregnancy 
have  beoi  rigorously  evaluated  in  mediodologically 
sound  studies  (28,47a).  I^oducing  scientific  evi- 
dence about  what  works  in  prevoiting  adolescoit 
pregnancy  requires  measuring  change  in  adolescent 
pregnancy  rates  and  attributing  those  changes  to 
some  program  or  curriculum  (47a).  Because  of  the 
difficulty  of  training  pregnaiicies^  surrogate  meas- 
ures (e.g.,  self-reports  of  sexual  iK:tivity,  knowledge 
and  beliefs  about  sexual  activity,  birth  rates)  are 
often  u^.  (Questions  have  been  raised  about  the 
reliability  of  self-zieport  data;  about  the  relationshji^ 
between  adolescents*  knowledge,  attinides,  inten- 
tions, and  behavior;  and  about  the  validity  of  birth 
r^es  as  an  indicator  of  the  effects  of  adolescent 
pregnancy  prevention  efforts.^ 

Even  in  programs  where  infomiation  on  preg- 
nancy rates  is  collected^  observed  reductions  in  the 
pregnancy  rate  may  be  due  to  factors  other  than  the 
preventive  intervention.  Ruling  out  this  possibility 
requires  rigorous  evaluation  research.  Rigcm)us 
evaluation  research  is  costly,  however,  particularly 
when  3  longitudinal  research  design  is  required  to 


^^Somc  pregnancy  prevention  efTom  combine  aspects  of  these  tfove  general  strategies.  Thus,  for  example,  pmgnmis  that  aim  to  prevent  piegDaocy 
byenhfflsdngyooz^  peak's  life  options  are  likety  to  inclwlediscttssions  of  fa^ 

se^  to  Increase  knowtedge  and  infhience  mtitudes  may  also  attaint  to  affect  adoKtsceots'  nK>tivation8  to  avoid  sexnal  activity  or  pfegnaE^. 

^H^edbKS  in  teenage      rates  can  be  doe  to  many  fa^^  Sweden.  f<^€Mnq>le«c«perieiiced  a  pn^oood 

decline  in  teenage  birtti  rates  daring  the  late  I97()saad  l9S0s  duu  5^  due  livgdy  to  an  inoeasing  tendency  of  women  to  n^ 
<«  life  m  be  able  tt>  take  advanti^    wido- edt«::ational  and 
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detCTmine  long^t^m  iiiq)acts  on  fertility  behavior 
(88,149).  Also,  althcH^  expnimeiital  research  can 
povide  the  most  solid  evidence  of  the  impact  of 
{TO\^tive  interventions,  thoe  are  often  methodo- 
logical m  perceived  ethical  probl^nns  associated 
with  creating  control  groujw.  For  example,  research- 
ers may  have  problems  deciding  which  adolescents 
dicnild  be  ^vod  access  to  ccmtrmreptive  education  CH* 
health  services.  More  fiequently,  methodological 
problems  arise  because  pieventicffi  messages  are 
delivered  to  groups  that  are  hard  to  compare,  or 
recipients  of  services  are  self-selected. 

The  paucity  of  systematic  evaluations  of  the 
effectiveness  of  strategies  fOT  preventing  adole^nt 
pregnancy  was  noted  in  the  1987  report  by  the 
National  Academy  of  Sciences'  Panel  on  Adolescent 
Pregnancy  and  CMdbearing  (148,149).  That  report 
neveftheless  concluded  that  there  was  adequate 
knowledge  on  which  to  base  swne  recommendations 
(47a).  The  report  stated  that  **b^^ause  there  is  so 
little  evidence  for  the  effectiveness  of  the  other 
strategies  for  invention,  the  panel  believes  that  the 
major  strategy  must  be  the  encouragenrat  of 
diligent  contraceptive  use  by  all  sexually  active 
teenagers''  (47a,148).  OTA's  review  suggests  no 
reason  to  disagree  with  this  recommendation,  al- 
though it  notes  that  the  promotion  of  diligent 
contraceptive  use  by  adolescents  can  be  a  complex 
task.  Tte  National  Academy  of  Sciences  also 
recommencted  pursuing  the  strategies  of  delaying 
the  initiation  of  sexual  intercourse  among  aloles- 
cents  and  enhancing  **life  options'*  for  disadvan- 
taged teenagers  (47a,148).  These  strategies  also 
seem  justified  by  OTA's  review  of  available  litera- 
ture, so  long  as  the  strategy  of  promoting  effective 
contraceptive  use  among  sexually  active  adolescents 
is  not  ignored. 

Published  information  concerning  the  impact  of 
programs  ibsd  emphasize  education,  programs  that 
povide  contraceptives  to  adolescents,  and  programs 
to  seek  to  develop  adolescents'  life  options  on 
pregnancy  rates,  sexual  activity,  or  other  outcomes 
is  presented  in  the  discussion  that  follows. 

Programs  That  Emphasize  Education 

Education  about  himian  sexuality,  once  regarded 

as  the  responsibility  of  parents  and  guardians,  is  now 

commonly  provided  in  junior  and  senior  high  school 

classrooms,  as  well  as  in  some  elen^ntary  schools 

(86).  A  study  using  retrospective  data  finom  the  1984 

NLSY  found  that  about  60  poxrent  of  the  females 
o 
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and  52  percent  of  tte  mates  in  die  sanqple  (all  of 
whom  were  between  the  ages  of  19  and  27  at  tiie  time 
of  the  survey)  had  taken  a  sex  education  oourse  in 
school;  the  p^centag^  were  sonwwhat  lowo^  for 
blacks  (57  pere»it  for  female  and  49  percent  for 
males)  and  His{^cs  (50  percent  for  females  and  46 
p^cent  for  males)  in  die  sample  (129).  A  study  using 
data  from  the  1982  Naticmal  Survey  of  Family 
Growth  found  thm  64  percent  of  the  sample  of 
finales  ages  15  to  19  had  received  school-based 
instruction  about  contraception  (41). 

AccOTding  to  Kirby,  the  content  of  sex  ^ucation 
courses  varies  to  some  extent  by  grade  level 
(107,148).  High  school  courses  typically  covear  a 
wider  range  of  tq)ics  than  course  at  the  junior  high 
level.  In  junior  high,  many  courses  cover  anatomy, 
physical  md  psychological  changes  of  [nib^ty, 
r^jroduction,  dating,  responsibilities  in  interper- 
sonal relations,  and  STDs.  Some  junior  high  schools 
also  cov^  contcacej^ve  methods.  High  school  sex 
education  rounds  typically  include  topics  covered 
in  junior  high  plus  teenage  sexuality,  pregnancy,  and 
childbirtlL  About  thu^fourths  of  the  high  school 
courses  cover  family  planning,  contraceptive  meth- 
ods, and  abortion. 

Instruction  in  values  as  a  part  of  sex  education 
varies  and  is  somewhat  controversial  (148).  Some 
programs  have  emphasized  enabling  adolescents  to 
make  decisions  about  sexual  matters  in  t^ms  of  their 
own  values  and  beliefs.  Other  {Hograms  have  used 
odier  apjmjached  such  as  teaching  what  are  regarded 
as  **basic  universal  values/*  Recently,  many 
schools  have  begun  teaching  about  sexuality  in  the 
broader  context  of  family  life  education,  which 
includes  attention  to  the  role  and  responsibilities  of 
families  and  often  en^)ha$i2e$  values  (148). 

The  goals  of  school-based  sex  or  family  life 
education  are  not  always  clearly  specified,  Sowq 
course  are  designed  {»imarily  to  improve  students' 
knowledge  and  undemamiing  about  how  the  body 
fimctions  and  about  human  sexuality  (86).  Some 
courses  are  also  designed  to  help  studrats  under- 
stand tt^  social  context  of  sexuality*  including 
relationships  with  others  and  the  social,  moral,  and 
ethical  restraints  on  its  expression  (86).  Other  goals 
may  be  to  promote  rational  and  infonmed  decision- 
making about  sexuality,  to  increase  knowledge  of 
reproduction  to  reduce  sexual  activity,  or  to  reduce 
pregnancy  (148).  Most  schools  offer  brief  (10  hours 
or  less)  sex  education  programs  that  focus  on  the 
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basics  of  anatomy,  human  repioduction,  and  physi- 
cal ai^  psychologkal  changes  during  pubeaty;  these 
ate  often  integrated  with  odier  courses  such  as  health 
01  {riiyacai  education,  home  economics,  or  biology 
(7,148).  Very  few  schools  offer  comprehensive  sex 
education  programs  of  oKnre  than  40  hours  (148),  and 
Kitby  estimates  that  less  than  10  percent  of  all 
students  take  compfd^nsive  sex  education  courses 
(107). 

Information  about  the  effects  of  school-based  sex 
education^amily  life  educittion  courses  on  adolra- 
caots'  knowledge,  attitudes,  sexual  bdiavior,  and 
pregnancy  rates  is  presented  below.^  Also  presoited 
below  is  information  on  the  effects  of  a  variety  of 
odier  programs  that  emphasize  education: 

•  sdux>l-baseddecisicmmaking,assertive3iess,and 
life  drills  training  programs  that  attempt  to  help 
adolescents  make  responsible  decisions  about 
sexual  activity  by  teaching  them  problemsolv- 
ing,  decisionmaking,  or  interpersonal  commu- 
nicatioais  skills;^ 

•  programs  that  enq)hasize  communication  be- 
tween parents  and  their  adolescent  children  for 
the  purpose  of  encouraging  young  people  to 
pos^ne  sexual  activity; 

•  ctmununity-based  education  efforts  such  as 
media  campaigns  that  focus  on  imparting 
information  about  the  negative  cons^uences 
of  early  sexual  activity,  pregnancy,  and  parent- 
ing; and 

•  a  multinwdal  pregnancy  prevention  program  in 
that  combined  school-  and  ccwnmunity-based 
^ucational  efforts  with  the  provision  of  contra- 
ceptives through  a  school  nurse. 

School-Based  Sex  Education/Family  Life  Edu- 
cation— In  1 988,  researchers  at  the  Alan  Guttmacher 
Institute  conducted  a  national  survey  of  all  State 


eduooion  agencies  and  203  of  &e  largest  school 
districts  in  the  United  States  (104).  Forty-nine  State 
education  i^encies  plus  die  District  of  Columbia  and 
162  local  school  districts  responded  to  the  survey. 
Fbrty  States  plus  the  District  of  (jolunUiia  mi. 
vast  majority  of  the  162  responding  school  districts 
either  required  or  o^uraged  some  form  of  sex 
education  in  the  schools  (IM). 

Researches  at  the  Alan  Guttmachor  Institute 
found  that  the  topics  covered  in  sex  education 
courses  varied,  as  shown  in  table  10-4.  About 
two-thirds  of  the  States  and  four-fifths  of  tlus  local 
sdiool  districts  said  diey  required  or  encouraged 
s:hools  to  teadi  about  jaevention  of  pregnancy 
(104).  More  States  and  local  school  districts  said 
they  required  or  encouraged  AIDS  education,  STD 
education,  ot  teaching  ab^inence  from  sex  than  said 
diey  requhed  or  encour^;ed  teadiing  prevoition  of 
pregnancy  (104).  About  fbur-fiittis  of  the  States  and 
nine-toittis  of  die  loc»l  school  districts  said  they 
required  or  encoun^ed  schools  to  teach  abstinoice. 
At^tinence  from  sexual  intercourae  is,  of  course,  one 
means  of  preventing  pregnanQr.  Some  sex  eduoitofs 
believe,  however,  tibat  relying  exclusively  on  absti- 
i^ce  as  a  means  of  preventing  pregnancy  and  the 
transmission  of  STDs  is  unrealistic  (74a).  With 
American  franales  now  staling  to  menstruate  on 
average  at  age  I2V2  and  many  waiting  l<Higer  to  get 
married  (74a),  die  period  prior  to  marri^  in  which 
people  are  able  to  have  md  are  interested  in  having 
sex  is  likely  to  be  prolonged. 

Evaluations  of  Sex  Education  Based  on  Data 
From  National  Surveys^As  shown  in  table  10-5, 
evaluations  of  the  effectivei»ss  of  sex  education 
based  on  data  from  national  surveys  of  yoimg  people 
have  been  perfom^d  by  Zelnik  and  Kim,  by 
l>awson,  and  by  Marsiglio  and  Mott  Zelnik  and 
Kim's  study  and  Dawson's  study  found  that  expo- 


»Thcsc  progwmsMcknown  varkMsly  as  sex  cdii^^ 
andencoiniiassingieTO(181a).AccoflB««tea  • 
Cttirtculum,  program  m  ftamcwork  for  helping  yonng  people  make  responsible  choices  and  decisions  by  providing  accmate  and  ase^ffrnf^ 
lnfonna»iOBSoBlhiimans«»aUiy.aiidbyexptoiingtheaoi»^ 
AcconJlng  to  the  Center's  iwlew/*Thc  demaiMis  and  exptctalioos  of  fan^^ 

hnnmim  human  anatomy  sod  reproductive  functioning,  school-based  [fanUy  life  edacadonl  programs  became  foiums  for  promoting  positive  bei^ 
cnctices  critical  thinking,  and  valats  dariflcatioa  Classrooms  [have  bocomej  laboratories  for  bniUhig  sklUs  in  cwnnwmicarioo.  icq»<«8fl>te 
^on-^aklng,  and  asseitiveness-  (ISla).  Consistent  with  the  Center's  analysis,  a  mid.l980s  smvey  of  Slates  and  large  schorttonids  conducted 
by  die  Alan  Oattmadw  Institete  defined  sex  edDcaUm  as  "instractfon  in  die  pnHlc  schoota  abom  tamun  sexsal  itevetopmcBt,  toe  foobss  of 
i4rodBCtionandtelaled  topics-' (104).  However,  as  noted  in  tt«e  text,  h  is  often  di^ 
In  anv  set  of  educatfoo  programs  related  to  human  sexnality  (see  104).  Not  an  p« 

and '-facts  only'- approach  Uiat  may  have  characterized  the  8csedBC«^  educwioo  programs 

faJBH  all  the  dfmi»"H«'  and  oqxcutions  thai  many  educatws  and  parents  place  on  them. 

«oiife  sUUs  and  deciskmmabng  programs  by  some  definitions  may  be  inctoded  under  sex  oA 
-epanitdy  fipm  sc»  education  {m?grams  here  in  an  attempt  to  distingnlsh  flicir  effe^ 
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Ibbte  liM— Stata  Education  Agandra  and  Lar^  School  Ofstrli^'  Position  on  the 
Caching  of  Selected  Ibpics  In  Sex&lucation.  IMS* 


PeroBntagedlstrilMittaitytoph:^*' 


AbstairAts 

ftavenftwof 

AIDS 

OHterSTD 

Posltitm  on  t^cMng 

from  sex 

stAicationO 

eduoatiofl^ 

Stats  education  agendea'  position; 

66% 

94% 

88% 

4 

0 

0 

30 

6 

12 

Local  s^ool  «8stf1ets'  position: 

  91% 

81% 

96% 

93% 

  0 

4 

1 

4 

16 

4 

6 

aohool  cS«Uictt  ^  th«  Ur^«d  StfttM.  oonttetad  by  rasvAi^^ 

^BtM  (^butSotifhtM(ot^and1h«KMrtetofColumte«nd  i^(K>pww^  of  Yha  school  dlttHctampomted  to 
th«  survey. 

^BfcsntagM  nwy  tdal  mora  than  100  bsoousa  of  raimc^ 
^bplot  liftad  bakw  tra  as  thvy  appwrod  ^  th9  fwv»y  «|^^ 

^(tlftintarastlnQ  to  nola  that  ■omoSlatasdbnK^oonskte' AIDS  saxadUoation.  Thus,  mora  Slatas 

atippG^  AID$  aduoanon  (46  Slalaf  and  tha  Ot^rtet  of  CokimbM^  ^ 
(kiliimt)te)  than  raqi^  or  anoou^ 

SOUTO&OffloaotTachnologyAssassmant  1991  >basad  on  data  tmmAJI.Kann^  and  1^  Blown* 

-^x&^uoatlonandAlDSE^jeattonintha  Schools:  What  ^ataa  and  LAr9a  School  CKilrlcts  Ara  Dc^,*^ 
Fwnfy  nmfftff  ffmpac^^  21{2):5e^*  1989. 


sure  to  a  sex  education  cotirse  had  little  or  no 
consistent  effect  on  the  likelihood  that  adolescents 
would  engage  in  sexual  activity  (41  ^32).  Marsiglio 
and  Mott  found  that  exposuxe  to  sex  educati(»k  was 
positively  (but  weakly)  associated  with  initiation  of 
sexual  activity  at  ages  15  and  16  but  not  at  ages  17 
and  18  (129)*  For  15-  and  16-year-olds,  exposure  to 
sex  education  was  a  less  important  determinant  of 
the  initiation  of  sexual  activity  than  other  factors. 
Thus,  the  evaluations  of  sex  education  by  tl^se 
investigators  suggest  that  traditional  sex  education^^ 
generally  neither  encourages  adolescents  to  initiate 
sexual  activity  nor  encourages  ttem  to  delay  it.  Oae 
of  the  im>bleins  these  investigators  noted,  however, 
was  that  sex  education  programs  were  frequently 
offered  to  adolescents  who  had  already  became 
sexually  active.  Marsiglio  and  Mott  found,  for 
example,  that  half  of  ^e  females  and  two-thirds  of 
the  males  under  age  19  had  engaged  in  sexual 
intercourse  before  receiving  fomfial  sex  education 
(129). 

In  terms  of  getting  adolescents  to  use  contr^p- 
tives,  Zelnik  and  Kim  found  that  females  who  had 
taken  a  sex  educ  ^^n  course  were  more  Ukety  to 
report  use  of  birth  control  at  furst  intercourse  than 


those  who  had  not  ^252).  The  studies  by  Dawson  and 
by  Marsiglio  and  Mott  also  found  that  young 
females  exposed  to  sex  education  wm  more  likely 
to  report  use  of  contraceptives  when  ^y  became 
sexually  active,  especially  if  they  leceiv^  instruc- 
tion in  both  the  mechanisms  of  pregnancy  and 
contraceptive  use  prior  to  initiating  sexual  activity 
(41,129). 

Zelnik  and  Kim  found  that  sexually  active  fe- 
males who  had  taken  a  sex  education  course  were 
less  likely  than  who  had  not  received  sex  education 
to  r^x>rt  having  been  pregnant  (232);  however,  no 
verific^on  (e.g.,  hospital  records)  of  these  reports 
of  avoiding  pregnancy  was  available.  Dawson  found 
that  exposure  to  sex  ^ucation  had  no  consistent 
effect  on  responding  finales*  likelihood  of  becom- 
ing pregnant  (41). 

The  validity  of  conclusions  from  the  evaluations 
of  sex  educ^on  based  on  national  surveys  of 
students  is  open  to  question.  These  studies  use  data 
relying  on  students*  self-ieports  and  retrospective 
recall  for  information  about  the  timing  and  content 
of  sex  ^hication  and  the  incidence  of  sexual  activity 
and  pregnancy.  The  studies  also  combine  data  from 


^^OlA  tias assumed  (hat  the  sex  edneaticm  imgrams  delivotd  to  individuals  partidpatisig  in  the  oatiooal  susveys  were  ^'Irsdilional**  sex  oducadOQ. 
that  is^lbey  did  not  indttdeinajorlife-skittsdccisiongiakii^orlifc 

from  natiooal  surveys  is  that  such  studies  are,  in  effect,  aveiaging  a  potpouni  of  prognmis  that  differ  in  content,  intensify*  timii^  goals,  and  triases.  A 
conclusion  that  Rich  {TOgrams  did  tiotinchide  relatively  new  decisionmaking  or  life  cations  cmnptMiemsseetns  justified 

in  tig^  of  the  fact  that  aii  Indies  used  dataim  sex  oducaticm  programs  dcve!q>cd  dlhrr  carfy  in  or  befcor  tim  l^Qa  {41,129*232). 
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organized  commu- 
rtty  programs. 


MarslglN>and  Mott. 
1986 


Vartous— "course  raiatad 
to  sex  education.*' 


37; 


Natlonatfy  representative  sample  of 
females  ages  15  to  19  In  1976  or 
1979,  and  males  ag^  17  to  21  In 
1979.  IMng  In  Standard  Wetro- 
potltan  Statistical  Areas. 
N-ai93. 


Partldpants  In  1982  National  Survey 
of  Famify  Growth, 
N  - 1,888  female  ages  15  to  19. 


N  m  6,015  mates  and  6,054  females, 
ages  19  to  27  at  time  of  interview 
in  1984. 

Partltfpants  in  National  Longitu- 
dinal Surveys  of  Labor  Market 
&q;>ef^entae-VlDuth  ColW  (NLSY) 
1979-84. 


Telephone  surv^;  Included  ques- 
tl<mi  on  senfal  actMty,  use  of 
cwitrawptKw,  premarft^  preg- 
nancy, and  sexaducatfon  courses 
(InckK^Ing  course  content). 


Analyzed  seff-rsport  data  on  whether 
respondents  h^  received  formal 
sex  edkication  (Ir^^ided  ques- 
tions about  content  of  sex  educa- 
tion courses)  and  on  Initiation  of 
intercourse,  knowledge  and  use 
ofoonttaoeptlves.  premarital  preg^ 
nancies. 


Lor^ltudinal  analysis  of  retrospec- 
tive self-report  data 


Expc^re  to  a  sex  education  course  was  not 
s^tiflrantly  associated  with  mg^glng  in  sexual 
acthHty.  Among  saxuafy  active  females,  those 
who  ^  taken  a  sex  education  course  wete 
less  Ukely  to  have  been  preptant  than  their 
peers  who  had  not  taken  a  sax  edition 
course;  imiong  saxualV  active  females  in  the 
1 979  sufvsy,  those      had  taken  a  sex 
etlucalton  course  wens  more  NK^  to  use  birth 
oontnM  at  ^rst  intefoourse  than  mose  who  had 
not 

&90$ure  to  fornuy  sex  e(&icat^  had  no  conf- 
ers effect  on  responding  females'  IMihood  of 
Ntlating  smi^l  Interoouree  or  beocmiing  preg- 
r»nt  Sexually  active  famales  who  h»f  recced 
sex  educatl^r^K^ed  knowing  how  to  use 
more  contfaoepUve  m^f^  than  sexual^  ac- 
thre  fmates  who  hmJ  reoeived  no  Instnictlon. 
Amorig  females  who  had  ever  used  birth  con- 
trot,  those  who  reported  rec^vfr^  education  on 
how  pregnancy  occurs  and  ^  how  to  use 
oontraoeoth^  methods  were  mors  iffcely  to 
report  a^ng  birthoontrol  atfirst  Interooursethan 
those  wtw  had  not  reoehred  su<^  Information  in 
sex  education  courses. 

Ma^s  In  the  sample  ware  less  likely  than  females  to 
have  h^  exposure  to  a  i^x  education  course 
before  engaging  In  sexraf  intercourse.  Among 
fenmJe  respmder^,  prior  e)?K>sure  to  formal 
sex  educallm  was  positively  (but  relatively 
weakly)  a^odated  wfth  Initlatkm  <tf  sexual 
acth^^  at  ages  15  and  16  (but  not  at  ag^  17 
and  18).  but  olh^  factors  (Infrequent  ehun:^ 
attendance,  pyrantel  ecfoicatlon  of  less  than  12 
years,  t^ack  race)  were  stronger  detenninants 
of  ^males'  first  Intercourse  at  15  to  16  years. 
Among  female  re^^xxidents  ages  17  and  18  in 
1982«  those  who  had  taken  a  sex  e(&icatk>n 
course  were  more  likely  to  use  ^fectlve  birth 
contml  n«thods  than  those  who  had  never 
taken  such  a  course. 
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Tablo  10-5— Equations  of  School-  or  Community-Based  Sex  Education,  Life  SMdtis  Training,  and  Other  Prograi.^s— 0>ntinued 


char^eilstlcs 


cfrarsctOftstics 


Eva^atlon 
method 


EvatMlton  Of  vRTl* 

pipgrams: 
fQrby.  1984 


Evaluations  of 

stonmtfcins.asser* 
nvenMSi  aiKltffe 
atcflls  tralnlns  pro- 
graiTis' 

Sctilnke,  Blyth.  and 
Qllchffst  1981 


Bafth,Fetro.  Laland 
etaljn  press 


VartcKis— programs  in  9 
sftasipmrfe^ca- 
tk>a  paran!-ch!kt 
schooHKisod  oonv 
munHy  oonfaranoes; 
5-so$8ion  to 
tong  programs 


UfeSKllis  Counseiir^ 
(tSC)  pfogrfim:  tn 
14  5(>-mimJte  group 
sessions  offered  In- 
stmcttontnrepfpduc- 
tive  fc^ofogy  and  In 
useof  com  raoepti  ve 
methods;  probtam- 
soMngtralnlng;ard 
communication  and 
assertion  skills  tratn- 
tng, 

Ufe  Skills  Coijnseling 
(tSC)  program  See 
atx>ve 
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Various— pfma/fiy  high  s^oot  stu- 
dents; matched  comparison 
groups  Included  In  some  sites. 


N  »  36  high  school  sophomores 
(19  females.  17  nwtes). 


Pretest  N  •  1.033  high  school  stu- 
tierriB,  with  586  in  the  treatment 
group  and  447  In  the  control 
group  (who  took  their  sd)ool's 
standard  sex  education  course), 
Posttest  N   832  students. 
6-month  fof  lowup  m  722  ^udents. 


Qu^tkmnalrM  admlrtistered  to  par- 
tidpants  3  times:  pretest  p<^- 
test  arwj  3-  to  S-momh  Wtowup; 
assessed  kno«i4edge,  attitudes, 
and  sexual  behavior.  Estimates 
of  pregnanqf  rates  obtained  In 
seme  k)catlon$. 


Students  ime  rarK^omty  assigned  to 
one  condition  of  a  Sok^non  4- 
group  design  (pretest,  tralr^ng, 
and  posttest  tn^r^fig  an6  post- 
test;  pretest  and  posttest;  and 
posttestordy).  Ev^Uatlon  Induded 
tests  of  problem-soMr^:  vkjeo- 
tapes  of  roiei>^t)red  imemctions 
invoMng  sexual  ded^cmrm^ng; 
m^suras  0^  attitudes  toward  con- 
traceptive     seif-r^rted  t^rth 
control  use.  knowledge  of  repro- 
duction and  t^rth  control. 

Questionnaires  were  ac^inistered 
to  partidpar  s  3  tim^:  pretest, 
posttest  and  6-month  foflowup. 
These  ^sessed  knowledge,  in- 
tendons  to  avoiduiprotected  sex- 
ual Intercourse,  current  and  past 
use  of  birth  control;  observa- 
tional rating  of  teacher  effec- 
tlvenessin  Implementing  the  pro- 
gram; parental  survey. 


Most  programs  significantly  Incraased  partidpants' 
krmrtod^  about  omioeptk>n  and  oontraoep- 
tlon;  gfOMer  knowledge  sains  were  found  ki 
dass^  with  younger  students;  longer,  more 
oompnahenshfeproyamsdMnotpffKfcioegneatef 
kiTOwtedge  Inoeases  than  short-term  programs. 
Par«n/mkf  programs  Irwreased  parents*  corrv 
fort  In  discussing  sex  with  th^r  chWren.  and 
Increased  the  fr»^iency  of  se^rsported  parent- 
chlkj  oormiurtfcatfort.  The  pmgrams  had  no 
slgr^flcant  or  oonslstem  effects  on  partidpants' 
lnltiatk>n  of  sexual  activity  orcontracepth^  use. 
tn  the  4  sites  where  pregnancy  data  were 
collected,  the  progrEims  had  no  Impact  on 
pregnancy  rates. 


LSC  program  partidpants  had  higher  levels  of 
knowledge  about  sexualfacts  and  protiaMlities. 
better  problem-solving  abilities,  and  better  as- 
sertlon  sklfte  at  posttest  than  controls.  At  6- 
month  foltowup,  LSC  partidpants  were  more 
favorably  disposed  to  birth  control  use  and 
reported  better  contraceptive  usethan  controls 


LSC  partidpants'  knowled^  about  birth  control 
and  reported  ir^ntk>n8  to  avoid  unprotected 
sexual  Inten^ourse  Improved,  and  Improvement 
was  maintained  at  S-momh  folkmrup.  LSC  par- 
tldpartts  reported  Increased  frBquerH:y  of  birth 
comrd  use;  no  change  In  rates  of  sexual  activity 
or  pregnancy.  Students  who  started  havir^  sex 
after  the  pnogram  had  k^wer  rates  of  sexual 
activity  and  were  more  likely  to  report  using 
condoms. 

Cwtfnued  on  next  page 


Table  10-5— Evaluations  of  School-  or  Community-Based  Sex  Education,  Life  Skills  Training,  and  Other  Programs-Conflnued 


study 


chaTBcteri  sites 


ard.  1988;  Howand 
andMcCabe,  1990 


Christopher  and 
Roosa  IfW 


3i:. 


Pa^pomng  Sfixual  Irv 

grarr\apUMo^choo^ 
basad  piogmm.  ot- 
fared  basic  Itetual 
tf^onnatfcn  na^nd- 
fngreproducttonand 
oonbaoBp(h9U98c  piD- 
vkied  dBcisionmaK- 
ifig  sWi  trailing,  ^'so- 
da! tnocuiaKorr  and 
assertivamss  train- 
ing in  10  ^assroom 
perlocte,  tt«^ 
tau^oytrabiedNgh 
^>oo4j[11thandi2th 
gradBTB)  studortsand 
staff  ffomahospita^- 
based  tean  dlr^. 
Success  Express  Pro- 
gmm.alltieXXAd- 
o^scentPamiiyUfe 
act-funded  program 
consisting  of  6  ses- 
sions that  focused 
on  sel^esteem,  com- 
niFfcation  sMtls«  peer 
p^Bssure,  and  teach- 
ing  the  vaiue  that 
sex  shoukt  be  con^ 
fined  to  marrtafiO' Pn> 
gmm  oondiKMed  in 
dsites^ofyvhichiMsra 
schools,  and  3  of 
which  ware  unlden- 
ttfisdoonmmity  6it0S^ 
Controfgnsupswere 
ciasses  in  the  5 
schooisthat  did  not 
receivet  he  interven- 
tion. 


Participant 
characteristics 


Evakiatii^ 
nuethod 


N  »  5^.  99%  black,  mostly  ^ 
income,  drawn  fixwn  fw5{rfta!'s 
sarvtoe  pc^Hiiatioa  fne^ided  fth 
gradars  from  pubtto  sdtoote  re^ 
c^ng  tfw  PSI  if«efven«on  (N  - 
395)  and  a  oompartem  groi^  of 
8th  graders  (N  •  141}  from  other 
scho<^  systems  inthe  sairo  mot- 
rt^litan  area 


p  191  participants.  129corttrDis,aH 
middie  schooi-aged.  average  ^ 
1 ZB  years,  61  %femate.  majority 
Hispanic  (69%)  or  biacK  (21%). 
rrtost  from  low-ir>come  families. 


PSi  program  partic^nte  and  com^ 
parison  group  pan^>ants  were 
inteivtewed  ^  teieph(m  at  be- 
ginnfng,  mk&iie,  and  end  of  8th 
gi3do;foltowupswareconcki€led 
at  beginning  and  end  of  9th  grade 
wers  cpiestions  on  sexual  behav- 
ior ir^hided  in  a  larger  surv^  of 
i^afth  habits. 


Pindings 


Questionnaires  on  se)f-este^  <^f- 
Ity  of  famify  comn^rtication,  and 
premarltat  sexual  t)ehavi(N's  and 
attitudes  were  administered  im* 
mediately  before  the  first  inter- 
vention session  and  6  wpeks 
later  at  the  final  session.  Experi- 
mental participants  were  more 
advanced  in  grade  lavelthan  the 
comparison  gnwp;  this  factcw  was 
statistteaDy  oontroned  Inthe  anay- 
sis. 


Among  students  who  had     been  sexraiiy^ttve 
befcm  the  progrems  began  (N  «  ^«  students 
in  PSI  s^wote  were  slgnff icantfy  less  flKaty  to 
have  beornne  saxuany  act^  by  tf»  and  of  the 
ymr  and  coimnuedtobafessfikeiytobecome 
sexually  ac^  thmui^  the  and  of  the  next  year 
(i.e. .  the  end  of  the  9th  grade)  than  COTtparism 
group  studems*  Among  students  who  were 
alre^ly  sexuaOy  acthw  whm  the  pregmms 
began,  PSI  h«l  no  effect  on  their  frequency  of 
sexual  acthrity.  Although  mor^  sexually  BOXhte 
students  in  PSI  school  than  In  oomparfson 
school  nspc^ed  using  contraoeptives.  it  is 
unctear  If  the  reported  difference  was  statisti- 
cally sigrtiflcant 


Only  diange  wc^that  partic^ants,  e^edaliy  males, 
reported  more  en^ement  in  preooital  sexual 
acthrlty  than  controls  did  (e.g„  touching  geni- 
tals), interprstatlon  of  rasuite  was  confounded 
the  fact  that  41%  <^  partfdf^nts  <v.  30%  of 
controls)  failed  to  complete  the  p(^-test  ques- 
tionnafreithesewereoonslderedpnogramdrop- 
outs.  Drc^)outs  wens  more  sexuaJly^thm  and 
more  fik^  to  believe  In  sex  at  younger  ages 
than  wre  non^ropouts.  sug^^ng  that  the 
abstinenoe-based  program  ¥vas  not  appealing 
to  large  segments  of  the  target  population. 


Tablo  10-&— Evaluations  of  &:hooi-  or  Communrty-Based  Sex  Education,  Ufa  Skills  Training,  and  Ottier  Programs— Continued 


study* 


chamctoristics 


characteHstfcs 


Roosa  and  Chrlsto- 
plier,  1990 


Etsen.Zeilrnaa  and 
McAIi9ter,  199D 


Sama  as  Chflstophef  and 
Roosa«  1990  but  in 
20  sites 


Sexuality  and  oontraoep" 
tivs  education  pro- 
'  gram  based  on 
tieatth  bel^  model 
and  social  teaming 
theory.  Programoonv 
btned  fectures,  s!nv 
ulations,  tetter- 
gulcM  discussion)^, 
and  role-play)ng  On- 
chiding  gender-role 
iworssis).  Ej^Tertnwn- 
tai  programs  bad 
more  active  actoies- 
oertpartioipaltontttan 
compadson  pro* 
grams.  Exparimen- 
taf  and  comparison 
programs  based  on 
tradftlonaf  sax  edu- 
cation mo66\  were 
delivered  In  7  var»©d 
settings,  including 
schools,  county 
health  departments, 
summer  wfi<-study 
pfX)grams, 


N  I*  399, 129  controte,  all  ear^ 
^Masoents,  average  age  13. 
57%  fsma^.  n»icKHy  Hlspar^ 
(64%)  or  Mack  (12%).  family  In- 
come not  provided.  Participant 
sitae  included  put^  and  paro- 
chial s^uxjte,  conwwiity  cen- 
ters. Indian  reservatlor^  and  Po- 
lice Athletic  Uague  brandias. 
Contra  sites  were  cte»ses  in 
participant  or  neighborf  ng 
sctods. 

N  .  1,444  at  baseline.  1,328  at 
Immed^  foflowup,  888  at  1- 
yearf^lowup,  13-  to  19-year- 
oids  Incbided.  but       vma  17 
or  younger;  52  percent  female; 
mcKStly  tow  soctoeoonomic  status; 
1 5%  white,  24%  biacK  53%  His> 
pania  8%  Asian;  42%  did  not  live 
with  2  parents;  62%  had  h£Kf 
previous  sex  education  experi- 
ence; 36%  had  had  sexual  Inter- 
course. Differences  by  experi- 
mental and  comparison  group 
not  provided. 


Same  as  above,  but  used  c^e  as  a 
covarfate  {controls  w«re  xMer). 


Using  midtivartate  araly^s  to  contmj 
for  background  variables,  and 
ax^rding  A^ns  from  the  analy- 
sis beciftise  d  lar^tage  Issues, 
analyzed  changes  overtime  !»nd 
t)etwaOT  exffOdmentat  and  com- 
parison grmips*  based  on  self- 
rapofts  (tfSBKualftyHBlalad  knowl- 
edge, beliefs  and  behavk>i;  In- 
cluding knowledge  of  and  use  of 
effective  contraception;  statisti- 
cally controlled  for  somB  base^ 
lir^and  other  {e.g..  demographic) 
factors. 


Ho  d^red  changes  In  attitudes  toward  abstinence 
orinsexuaibehaviore.  Ino(^igniou8fy.  octroi 
group  ^grtiftoan^  imieased  age  at  whl^  they 
expected  to  have  SIM  for  the  first  time  by  1 1/2 
years,  otmipared  to  a  1/2  year  Increase 
partfc^par^  SttKty  dropout  rate  was  t^ar 
vnong  partldpants  (34%)  than  for  controls 
(24%), 


At  Immediate  fo&owup.  thane  were  ^gni^cant  dif- 
ferences between  expeiimental  and  compari- 
son adotasoents  In  soxua)  knowledge  but  no 
significant  changes  in  health  b^i^  At  1-year 
fdfiowup.  there  were  signifioant  diff^anoes  be- 
tween a)^<«tmeftat  and  oomparisw  adofes* 
cent  maJes  HM  tkA  fwnal&s)  f  n  maMananoe  of 
stfsHrmKe,  and  signlfteant  differences  In  con- 

males  (but  n^  males)  who  ir^tiated  int^oourse 
Inthe  course  of  the  study  arnf  for  males  whohad 
already  been  sexually  active,  Noted  cumulathre 
effect  of  prior  sax  eckicatkin.  Theanafysto  was 
somewhat  ft»wad  in  that  aO  oompartsons  wera 
madeatti»  individual  fe^  of  analysis,  al- 
thmigh  some  of  the  randcmlzatkms  had  been 
dor»    the  group  level  of  ar^lysls. 


I 


§ 


I 
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Table  10-5— Evaluations  of  School-  or  Community-Based  Sex  Education,  Life  Skills  Training,  and  Other  Programs— Continued 


study* 


Weed  and  Oteen* 
1990 


cha/acteflstlcs 


Partteipant 


Evaluation 
rnethod 


Findings 


Sex  Respect  Program: 
Publte-school-based 
progmm;  ctassrpom 
Insto^rtion,  student 
presentations  In  the 
oonvnunlty;  and  p(ib> 
lications,  videos,  and 
ot  her  mateffals  made 
avaifabte  to  school 
libraries. 


^Fulicttatfuris  tffv  Ibtwd  at  Ihm  mrtd  of  this  chapter. 
SOURCE:  Office  of  Technology  Assessment.  1991 . 


Ouestlonn^res  mere  admir^^ered 
to  N  -  4.000  students,  2,900 
students  who  had  been  in  the 
Sex  Be^>ect  Program  prevtousty 
In  ]ur^  high  sdioois  whtoh  fnv 
plemented  the  pro-am  on  a 
sdtoDlwide  ba^s  and  1,100  stu- 
dents     were  a  metdved  com- 
partongroi^.  Datanaported  were 
from  1988-89  and  inc^ided  stu- 
dents who  had  not  received  the 
program  (oompanson  gmup)»  stu- 
dents who  had  Just  received  tf^ 
currtcutum  and  were  evaluated 
pre  and  post,  and  students  who 
were  being  foitowed  up;  students 
werB  wak/ated  at  various  sites  in 
the  Midwest. 


Qu^tiorradres  wbtb  a^Mtstored 
to  stiiffents  in  tf»  Sax  Respect 
Program;  pre  and  post  currteu* 
lum  fc^towupand  every  yaarafter 
for  3  years;  this  evalua^  re- 
ported  the  findings  for  19118^, 
which  Inckidad  studenu  who  did 
not  receive  the  cunlcolum.  stu« 
donte  who  had  recently  received 
the  curricuhim  and  wfK>  were 
^ven  pretest  and  posttest  ques- 
tionnaires, and  student  wt^  h^ 
received  the  oirrfcutum  in  the 
past  and  were  being  followed  up. 


Sex  Respect  Prx)gfBm  partteipants'  attftuclas  and 
values  €tf)out  the  benefit  dddie^ng  sexual 
activity  were  strengthened  Immediately  after 
feeing  the  cuntculum  and  matritained  to  a 
lesser  extent  ovei'  a  2-'^«ar  foflowi^)  period. 
Differences  In  sexual  acttvfty  rales  were  mir^ 
maland  nonstgniflcant  at        foilowup;  how- 
ever, decreases  in  tevete  of  sexual  activity  were 
lar^  and  more  endjring  for  girfs,  for  younger 
students,  and  for  those  who  started  the  program 
as  virgins. 
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Ctmpter  10—Rregnancy  and  Pamtlnff:  Pmentlon  and  Smk$s  •  H-3SS 


students  involved  in  many  different  types  of  sex 
education  programs;  these  aggregate  data  may 
obscure  results  achieved  by  a  specific  program. 
Thus,  the  inability  of  gross  evaluations  of  school- 
l»sed  XX  education  programs  to  dOTionstrate  a 
significant  impact  on  targeted  behaviors  may  be  a 
r^ult  of  the  contmt,  quality,  and  intensity  of  the 
qiecific  programs  offered  rather  than  Ae  interven- 
tira  strategy  itself.  The  national  surveys  on  which 
it^  three  evaluations  described  above  were  based 
were  not  really  able  to  disaggregate  the  inq)act  of 
i^Kcific  types  of  sex  education  programs  on  adoles- 
cent pregnancy  because  they  averaged  the  findings 
of  a  variety  of  programs  that  differ  from  one  another. 
It  is  unclear  fixnn  thei»  surveys  what  type  of  sex 
education  class  the  adolescents  (or  «lults)  partici- 
pated  in.  Evai  when  questions  were  asked  of  survey 
re^tuiaits  about  the  format  and  en^hasis  of  sex 
education  classes,  the  actual  implementation  of  the 
curricula  was  not  observed  by  the  evaluators.  These 
and  other  problems  associated  with  the  nature  of  the 
data  collected  (e.g.,  the  use  of  retrospective  data)  call 
into  question  the  validity  of  the  conclusions  drawn 
from  these  studies. 

Evaluation  of  Educational  Programs  Based  on 
Observations  of  Multiple  Program  Types— Kiihy 
evaluated  several  different  types  of  sex  education 
programs  in  nine  sites  (see  table  10-5).  The  pro- 
grams, which  Kirby  selected  for  evaluation  because 
they  were  believed  to  be  exemplary,  represented  a 
range  of  different  program  types  (e.g.,  a  peer 
education  program,  a  parent-child  program,  as  well 
as  more  traditional  classroom-based  didactic  pro- 
grams)  and  lengths  (107).  Kirby  cautions,  however, 
that  it  is  not  prudent  to  generalize  his  findings 
regarding  these  programs  to  all  sex  education 
programs. 

Kiiby's  study  was  unusual  in  its  attempt  to  be 
relatively  methodologically  rigorous  (e.g.,  using 
pretest  and  posttests  of  knowledge,  attitudes,  and 
behavior,  and  matched  cwnparison  groups)  and  to 
measure  relatively  long-teim  (3-  to  5-month)  effects 
of  the  programs  (107).  Student  and  parent  evalua- 
tions of  the  programs  were  also  collected.  In 
addition,  relatively  objective  (i.e.,  non-self-report) 
pregnancy  and  birth  data  were  obtained  fixim  clinics 
at  four  of  the  sex  education  sites  chosen. 

Most  of  the  educational  programs  evaluated  by 
Kirby  siguificantiy  increased  participants'  knowl- 
jEsdge  about  human  sexuality,  especially  among 
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younger  students  (107).  (Kirby's  study  is  controv»- 
sial,  however,  because  it  found  diat  longer,  more 
comprehensive  programs  did  lUH  pnxfaH^e  peater 
knowledge  increases  than  ^ort-tam  programs.) 
Overall,  both  student  and  parent  evahuticms  of  the 
programs  were  extremely  positive,  findings  in  them- 
selves which  Kiiby  cites  as  reasons  to  continue 
offering  sex  education  programs  (107). 

None  of  the  educational  programs  evaluated  by 
Kiiby  had  any  measurable  effects  on  participants* 
sexual  activity,  contnu^tive  use,  pregnancy  rates 
(107).  Hius,  Kirby *s  findings  based  on  a  range  of 
exemplary  %x  education  (nogiams  (telivered  in  the 
1980s  differed  s(nnewhat  fiom  the  studies  based  on 
national  survey  data,  in  that  the  earlier  studies  foimd 
that  exposure  to  sex  education  was  associated  with 
greater  contraceptive  use  (41,129)  and  fewer  self- 
reported  pegnancies  (232). 

Kirby  notes  that  the  demands  placed  upon  sex 
^iucation  are  more  formidable  than  those  pl»»d  oa 
other  courses  (107).  As  he  says,  most  classes  are  not 
evaluated  using  measures  of  behavior  outside  the 
classroom:  fw  exarT^>le  civics  classes  are  not  evalu- 
ated by  measuring  stiMlents*  later  voting  behavior, 
Engli^  classes  are  not  evaluated  by  measuring 
students'  improvements  in  their  speech  and  thinking 
outside  of  class  (107,107a).  Sex  education  pro- 
grams, on  the  other  hand,  are  expected  not  only  to 
increase  students'  knowledge  about  sexuality  and 
related  topics  but  also  to  effect  changes  in  behaviors 
that  are  subject  to  many  influences  outside  the 
classroom. 

School-Based  Decisionmakings  Assertiveness, 
and  Life-Skills  Training  Programs— School- 
based  decisionmaking,  assertiveness,  or  life-skills 
training  combine  the  provision  of  sex  education  with 
training  in  problem-solving,  decisionmaking,  or 
interpersonal  communications  skills  (86).  Some 
programs  of  this  type  have  no  stat^  position  on  the 
a{^>ropriatenes$  of  engaging  in  or  abstaining  from 
sexual  activity  and  focus  instead  on  helping  young 
people  identify  their  own  values  (148).  Other 
programs  explicitly  communicate  the  value  of  absti- 
nence and  postponement  of  sexual  activity  and 
en^hasize  helping  young  people  develop  the  skills 
to  resist  pressures  to  become  sexually  active. 

It  may  be  important  to  note  at  this  point  that  some 
observers  of  sex  education  policy  see  an  inhoent 
conflict  in  sex  education  that  provides  a  "double 
message" — that  is,  that  it  is  necessary  and  appropri- 
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att  to  e]q)liciUy  eno^urage  sb^rats  not  to  have  sex 
but  also  to  «Qcourage  ftem  to  use  contraception  if 
tlwy  do  have  sex  (107a).  As  Kirby  notes,  however, 
edocatois  are  beginning  to  recognize  diat  adults 
commonly  teU  adolescents  that  they  should  not  do 
certain  things  (e.g.,  drink  alcf^ol,  take  courses 
above  dieir  level  of  c^nnpett^e).  but  that  if  they  do, 
they  should  titke  certain  precautions  (e.g.,  drink  v^ 
tittle,  and  not  drive  after  thinking  or  widi  wmeone 
who  has  been  drinking;  seek  tutoring).  Thus,  in- 
creasingly, according  to  lOrby,  "this  double  mes- 
sage is  viewed  as  a  realistic  approach  to  a  difficult 
problem  and  is  losing  some  of  its  negative  press" 
(107a). 

One  school-based  intervention  that  ^vcs  wiolcs- 
coits  factual  information  about  conception  and 
contraception  and  teaches  decisionmaking  and  as- 
sertivoie&t  skills  without  emphasizing  a  specific  set 
of  values  regarding  sexual  activity  is  tltt  Life  Skills 
Counseling  (LSC)  program  developed  at  the  Univer- 
sity of  Washington  (see  table  10-5).  The  LSC 
program  provides  adolescent  participants  widi  fac- 
tual information  about  human  reiHoduction  and 
ccmtraception;  it  also  provides  training  in  decision- 
making skills  related  to  dating,  sexuality,  biith- 
control,  abortion,  childbcaring,  and  parenthood  to 
help  adolescents  clarify  their  own  values  and  make 
responsible  decisions  (180,181).  The  LSC  program 
also  teaches  participants  communication  skills  and 
strategies  for  resisting  peer  (aiessures  to  engage  in 
sexual  activity,  but  it  presrats  such  resistance  as  one 
of  sev€3^  possible  alternatives  rather  than  as  the  best 
alternative. 

In  1981,  Schinke  and  colleagues  performed  an 
initial  evaluation  of  the  LSC  program  that  showed 
promising  results  in  tenns  of  getting  students  not  to 
oigage  in  unprotected  sexual  intercourse  (see  table 
10-5).  TTiis  evaluation  among  a  group  of  36  high 
school  sophomores  (19  females  and  17  males)  found 
that  students  who  participated  in  the  LSC  program 
had  more  positive  attitudes  toward  birdi  control  use 
and  greater  knowledge  of  sexual  facts,  myths, 
probabilities,  and  sequelae  than  a  comparison  group 
of  students  who  did  not  participate  (180).  LSC 
participants  also  demonstrated  significantly  better 
communication  skills  and  better  abilities  to  resist 
pressure  from  "partners**  to  engage  in  unprotected 
sexual  intereourse.  Six  months  after  the  end  of  the 
LSC  course,  students  who  had  participated  in  the 
LSC  program  reported  greater  use  of  birth  control 
O  nethods  and  fewer  instances  of  unprotected  sex  than 
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compariscm  stud«its  (73,179,180).  Sdiinkc  and 
colteagues*  e-rahi^ion  dtid  not  ol^dn  infonnsoion  on 
rates  of  sexual  activity  ot  {rognaocy  snong  die 
students,  so  the  LSC  program*s  ii^>act  oa  the 
incktence  of  sexua>  intei«Ni^  or  pregnancy  is 
unknown.  Also,  biscause  die  LSC  approach  was 
tested  on  students  who  were  asked  to  particqjalc  on 
a  voluntary  basis,  Uwre'is  a  hig^  p«*ability  of 
sdlection  bias  infiluoscing  die  outctnnes.  Thus, 
fuiiher  information  on  the  LSC's  faogram's  a^^ica- 
bility  for  larger,  mcwe  diverse  groups  of  adolescents 
is  needed. 

Re(^dy,  Bardi  and  colleagues  evaluated  a  large- 
scale  program  using  the  LSC  model  in  13  high 
schools  in  California  (see  table  10-5).  For  Barth  and 
colleagues'  evaluatitm,  a  divera  group  of  n»re  flian 
1,000  sexually  active  and  inactive  adolescents  was 
mrruited,  and  in  most  cases,  the  studeats  were 
randomly  assigned  to  either  an  LSC  curriculum  or  to 
d»ir  school's  standard  sex  education  curriculum 
(15).  (In  some  schools,  when  diere  were  chisses  of 
unequal  size,  larger  classes  were  assigned  to  dw  LSC 
group.) 

Barth  and  colleagues  found  that  students  in  the 
LSCprogram  demonstrated  greater  knowledge  about 
contraception  than  studec*^  who  received  their 
school's  standard  sex  ediKiation  curriculum  did; 
students  in  die  LSC  program  also  reported  increas- 
ing the  frequency  of  their  use  of  birth  control 
mediods  and  repOTted  having  more  positive  inten- 
tions of  avoiding  unprotected  intercourse  (15).  Barth 
and  colleagues  also  founi  Oiat  students  who  re- 
ceived die  LSC  curriculum  and  who  started  having 
intorourse  after  the  program  began  were  more 
likely  dian  stuitents  in  die  control  groiq>  to  report 
using  a  condom.  OvmhU,  however,  Barth  and 
colleagues  found  that  students  in  die  LSC  groi^  did 
not  have  lower  rates  of  sexual  activity  or  pregnancy 
than  students  in  the  control  gro^. 

In  1990,  Eisen,  UUman,  and  Mc/Jister  performed 
an  evaluation  of  a  sexuality  and  contraceptive 
program  based  on  the  health  Mief  model  ami  social 
learning  theory  (sec  table  10-5).  This  propam 
involved  lectures,  simulations,  and  lealer-guidcd 
discussions  (51).  The  intervention  was  unusual  in 
that  it  was  at  least  in  part,  an  explicit  test  of  a 
participatory  model  of  sexuality  educatitm.  Social 
learning  dieory  predicts  dial  successful  enactment  of 
a  behavior  (e.g.,  convincing  a  partno  to  delay 
having  sex)  will  encourage  diat  bdiavior  in  die 
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future.  In  contrast,  many  ediurational  mtervention& 
rely  cm  lectures  or  at  most  dhxnissicm  of  sex-iekted 
issues.^  The  evaluatk)n  stowed  that  thb  more 
particqiatmy  ^>proach  can  have  some  success,  in 
tibat  particq^ting  adolesce  males  (but  not  females) 
were  moie  successful  dian  conqwison  males  in 
maintaimng  abstinence,  aini  partidpating  adoles* 
cent  females  (but  not  mates)  woe  mmt  siu:cesdiil 
than  comparis(»i  females  in  using  contr^reption 
effectively  (51),  Like  many  odier  evaluations,  this 
evaluation  was  somewhat  flawed  in  &dt  it  relied  on 
Mlf-ieport  data,  rather  than  on  observations  of 
changes  in  [negnancy  rates,  to  test  outcomes. 

The  Postponing  Sexual  Involvement  {PSI)  pro- 
gram developed  at  Emc^  University  in  Atlanta, 
Ge<»pa,  a  jnominent  example  of  the  abstinence- 
pfiNttoting  appro^  to  decisionmaking  ami  asser* 
tiv^^ss  training,  was  part  of  a  larger  classroom- 
t»ised  sex  education  pogram  carri^  out  in  the 
Atlanta  public  schools  (sec  table  10-5).  The  PSI 
program  sought  not  only  to  provide  adolescents  with 
factual  information  on  human  sexuality  but  also  to 
help  them  recognize  and  respond  ^o  social  jncssures 
(e.g.,  fiom  advertising)  and  peer  pressures  to  engage 
in  sexual  activity  through  assertiveness  training  and 
peer  counseling  (93,94,95). 

Howard  and  colleagues  performed  a  large-scale 
evaluation  of  the  PSI  Ingram  in  which  they 
conq>ared  sexual  knowledge,  sexual  activity,  and 
pregnancy  rates  among  students  in  the  Atlanta 
public  schools  who  were  involved  in  the  PSI 
program  and  students  from  county  schools  in  a 
neighboring  area  whoe  the  PSI  program  was  not 
offi^  (93,94,95).  Their  sample  included  nearly 
600 mostly  bl^k,  low-income  eighth  graders,  395  of 
whom  received  the  PSI  intervention  and  141  of 
whom  did  not.  Howard  and  colleagues  found  that  the 
PSI  program  seemed  to  be  effective  in  helping  young 
adolescents  (especially  females)  delay  sexual  activ- 
ity (95),  Although  they  found  that  the  PSI  program 
had  no  effects  on  rates  of  pregnancy  or  jfrequency  of 
sexual  activity  among  partict[»nts  who  were  sexu- 
ally active  before  the  program  started,  they  did  find 
lower  frequencies  of  sexual  intercourse  and  fewer 
pregnancies  among  PSI  participants  who  became 


sexualfy  active  after  the  program  h^  started  (93,94,95). 
The  d^:reases  in  pregnancy  rates  need  to  be  inter- 
preted witih  caution,  tlH)u^,  because  small  san^e 
sixes  were  mcd  to  make  comparis^  and  ^ 
statistical  significance  for  these  diffinencra  in  rates 
was  not  reported. 

In  ancrthCT  set  of  evaluaticms  of  an  ^tinou^e-only 
jnegnancy  pievention  program  involving  the  teach- 
ing of  commimication  skills,  dristopher  and  Roraa 
found  disqqxiinting  results  (see  table  10-5).  A 
six-^sion  program  for  miAUe-sclK>ol  adolesccaits 
that  focused  on  self-Mteem,  communication  skills^ 
pe^  pressure,  and  teaching  die  value  diat  sex  should 
be  confined  to  marriage  resulted  in  an  increase  in 
{^ecoital  sexual  activity  (Le.,  not  in  sexual  inter- 
course) in  program  paiticipants,  but  not  in  the 
control  group  (36a).  Another  evaluation  of  this 
abstinence-only  pregnancy  prevention  program  found 
that  none  of  the  desired  dianges  in  attitudes  or 
behavior  occurred  for  the  san^le  as  a  whole  or  for 
the  subgroup  who  had  never  had  sexual  intercourse 
(172a). 

An  example  of  a  school-based  program  that 
combines  assertiveness  skills  with  valws  clarifica- 
tion is  the  Sex  Respect  Program  fw^  young  adoles- 
cents in  the  Midwest  (see  table  10-5).  the  goal  of  the 
Sex  Respect  Ingram  was  to  reduce  particq)ants' 
sexual  activity  and  pregnancy  rates  by  improving 
their  awareness  and  r^gnition  of  the  potentially 
harmful  consequences  of  early  sexual  activity,  by 
improving  skills  to  help  them  resist  pressure  to  be 
sexually  involved,  and  by  {Heventing  early  sexual 
activity  (220).  The  Sex  Respect  Program  planned  to 
infuse  regular  ^ucation  programs  for  young  adoles- 
cents with  a  greater  emphasis  on  sajring  '*no''  and 
also  aimed  to  foster  pea*  pressure  on  behalf  of 
self-restraint  from  sexual  activity.  Tbere  was  some 
emphasis  on  di^raiinating  information  more  gener- 
ally in  the  community. 

Entire  schools  administered  the  Sex  Respect 
curriculum  in  mandatory  junior  high  school  classy. 
For  an  evaluation  by  Weed  and  Oken,  students 
participating  in  the  Sex  Respect  Program  were  asked 
to  complete  qi^stionnaires  before  and  after  their 


^^Utt  difference  between  this  pmticiparory  ptogram  »nd  other  i>artici|>alOfy  life-skills  lotcrveDtions  is  not  immediately  clear,  Ufe-skiils  training 
typically  has  a  participatory  compooait  so  thai  a(k»lesceQts  can  learn  strategies  and  skills  for  various  aspects  of  survivii^  livii^  with  odiers.  and 
tocccMng  in  a  complex  scxriety.  Social  learning  ttmry-hssed  intervcuttmis  are  typkuUly  based  on  self-^tcacy  theory*  i»iiich  focuses  infentivciy  m 
<w  bdiaviof  at  a  time.  The  evalnators  of  the  social  tean^ 

were  actually  implem^ited  (51).  In  cdditlon.  the  intervention  was  partially  based  on  the  health  belief  model  of  changing  iKalth-related  bdkavim.  The 
^^\mtion  found  that  health  beliefs  did  not  dtaoge,  however  (51). 
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participation  (220).  Weed  and  Olsen  found  that 
^dents'  attitiKtes  and  values  about  the  beneftts  of 
ctelaying  sexual  activity  appear  to  have  been  strength- 
ened by  the  Sex  Req^ect  Program,  because  more 
students  responded  positively  to  questicms  like  '*Do 
you  think  there  are  benefits  to  waiting  until  marriage 
to  have  se^?  '  afto*  receiving  the  Sex  Resp^t 
curriculum.  Weed  ami  Olsen  found  that  differences 
in  sexual  activity  noes  amcmg  program  participants 
were  mininial  and  nonsignificant  at  2-year  followup; 
however,  decreases  in  levels  of  sexual  activity  were 
larger  and  more  enduring  for  girls,  for  youngs 
students,  and  for  ttose  who  started  the  progrsm 
without  ever  having  hwi  sexual  intercourse. 

Parent-Child  Communication  Programs — 
Some  {TOgrams  suj^xmed  by  the  Office  of  Adoles- 
Pregnancy  Programs  in  ihe  (XTu^  of  Population 
Affairs  in  DHHS  and  otl^  organizaticms^  ^ek  to 
prevent  or  delay  early  sexual  activity  among  young 
adolescents  by  improving  parent-child  communica- 
tion (148).  Such  programs  are  based  on  the  belief 
that  parents  pref^  ami  will  promote  sexual  absti- 
nence and  responsible  sexual  decisionmaking  among 
their  children  (86).  Many  family  communication 
programs  focus  on  basic  interpersonal  communica- 
tion techniques  (e.g.,  taking  time  to  establish  rela- 
tionships, recognizing  natural  communication  barri- 
ers focusing  on  the  adolescent*s  concerns)  to  enable 
parents  to  communicate  more  effectively  with  their 
adolescent  children  (148). 

Evaluations  by  Kirby  and  oth^  of  parrat-child 
communication  programs  indicate  that  such  pro- 
grams do  increase  the  fr^uency  of  communications 
between  parents  and  adolescent  children  about  sex, 
as  report^  by  parents  and  children,  and  increase  the 
comfort  of  both  with  such  discussions  (i^,107407a, 
186a).  So  far»  howevo*,  there  have  been  no  assess- 
ments of  the  long-term  intact  of  on  parent-child 
communication  patterns,  ami  there  are  few  data  on 
the  effi^t  of  parent-child  commimication  progi  ams 
on  adolescents'  sexual  behavior  or  unintended 
psregnancy  (148).  Kirby,  for  example,  did  not  fmd 
that  [went-child  communication  programs  reduced 
adolescents*  sexual  behavior  or  unintended  pregnan- 
cies (107). 

Community-Based  Education  Programs — Com- 
munity-based education  programs  for  pregnancy 


prevention  can  take  a  number  of  forms.  In  recent 
years,  for  exan^le,  immunity  organizaticms  (e.g.» 
churdbes,  youth  c^ganizations  such  as  Boys'  and 
Girls'  Clut^)  have  developed  teen  theater  proj^rts  to 
offer  pn:egnancy  and  contFacq)tive  inft»mation  to 
diverse  groups  of  adolescent  or  U>  reinforce  mes- 
sage about  the  values  of  abstinence  from  sexual 
intercourse  and  responsible  sexual  decisionmaking 
(148).  Such  programs  usually  involve  adolescents  in 
idtevelc^ing  scripts  and  producing  ufim  live  p)^** 
fmtnances  or  radio  and  television  pieces  targeted  to 
other  adolescents.  No  evalu^on  data  to  indicate  the 
effectivoie^  of  such  projecte  in  increasing  adoles- 
cents' knowledge  or  adffecting  their  sexual  behavior 
are  available  (148). 

Some  communities  have  exi)CTimented  with  media 
can^aigns  to  raise  consciousness  about  the  issues  of 
adolescrat  p)regnancy  and  provide  outreach  to  ado- 
lescrats  in  ne^  of  $upq>ort  or  services  (148).  Some 
have  u^  public  service  announcemrats»  mostly  on 
the  radio,  to  encourage  sexual  lespionsibility  or 
provide  infmroadon  about  local  resources  (e.g.,  hot 
line  or  family  planning  clinic  telq>hone  numbers). 
These  efforts  have  not  been  evaluated  in  tenns  of 
their  in^s^t  on  adolescents'  sexual  behaviOT. 

In  Los  Angeles,  the  Center  for  Population  Cations 
has  initiated  a  media  project  int^ided  to  seive  as  a 
factual  resource  for  television  programmers  and  to 
encourage  commercial  television  to  depict  more 
responsible  male-female  relationships  (148).  Project 
staff  report  that  television  programmers  have  beat 
slow  to  change  their  appmach  to  sexuality  issues. 
Network  exmitives  consistratly  avoid  subjects  such 
as  contraceprtion  and  abortion  which  are  not  consid- 
ered entmaining  and  are  likely  to  offend  a  segment 
of  their  vicv/ers. 

A  Multimodal  Pregnancy  Prevention  Program 
That  Included  School-  and  Community-Based 
Education — ^The  SchoolfCommmity  Program  for 
Sexual  Risk  Reduction  Among  Teens,  a  conmiunity- 
wide  prognancy  prevention  effort  in  South  Carolina^ 
took,  in  retrosp)ect,  a  very  broad  and  conqrohmsive 
^roach  (see  table  10-6).  Its  most  '^programmatic" 
asp^  was  its  atten^t  to  coordinate  the  messages 
adolescents  receive  from  their  schools,  churches, 
homes,  coirmiunity  agencies,  and  the  pniblic  media. 


member  of  01A*s  AMesccat  Healft  Youtb  Advisory  Pml  for  eauonplc  |Wftici|»tcd  in  a  parest-diild  eammoiiieafioit  fHognat  on  sexosUty 


Toblo  iO-6~-EvaluBtifm  of  a  Multimoijal  Pregnancy  Prev&ntien  Program  That  incltidad  School-  and  Community-BasMl  Education 


Study* 


Pfogfarn 


PariK:ipam 
characteristics 


Evaluation 
method 


Findings 


Vincent  Clearie.  and 
Sctiiuchter.  1987 


Koo  and  Dunteman. 
1990 


ScfHX^/Communlty  Piogramfor 
Sexual  Risk  Reduction  Anwg 
Teens:  impieniented  In  one 
niral  South  Carolina  cormiu-^ 
mty;  school  teachers  K-12 
were  trained  to  Incorporate 
sex  education  units  Into  ex- 
iting currlojla  (e.g  ,  biology, 
science,  social  studies); 
church  leaders  and  parents 
M^re  tr^ned  in  sex  educa- 
tion; local  media  were  in- 
voh^ed  in  disseminating  pro- 
gram messages  regarding 
postponing  the  onset  of  sex- 
ual Intencourse.  consistent 
of  effective  contrMeption 
among  sexually  active  ado- 
lescents. 

Reanaiysis  of  Vincent  el  ai..  1987 
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Females  egm  14  to  17  in  the 
target  community  and  a  conv 
pahson  group  from  demogra- 
f^lcaRy  similar  portlo>  *  of  the 
country  In  which  the  taiget 
comfminlty  was  located,  as 
well  as  from  3  other  sodo- 
demographlcafV  similar 
counties  In  the  sanje  State. 


Sam©  as  VifKent  e!  al  In  the 
target  commurtity.  and  a  com 
pahson  group  of  7  counties 
with  initial  s*m^iaf  estimated 
naiesof  arfoiesoent  pregna'xry 


Compared  estln^ted  p^n&ncy  rates 
(calculated  from  tocai  vital  statistics 
data  regarding  live  births,  f^al 
deaths,  and  Induced  abortions)  ^thin 
target  group  (i  e..  14- to  17-year-old 
females)  for  years  prelntefvention 
andpostintervention.  and  compared 
changes  In  pregnancy  rates  f  rum  pre 
to  post  In  targ^  community  and 
comparison  areas. 


For  number  of  14-  to  17-year-okJs,  used 
published  targe!  group  derK>min8tor 
as  in  Vincent  et  al.,  and  Stale  projec- 
tions for  comparlsw  group  denomi- 
nators. Incatouiating  estimated  preg^ 
nanoes,  added  certain  proponior^ 
of  five  births  arxl  abonions  ocor  *  rring 
to  18-year-olds  that  could  be  esti- 
mate to  have  been  conceived  when 
they  were  stilt  17,  for  a  '^pregnancy 
concef^k^rHte."lea  mad  about  preg^ 
nancy  prevention  activiti^  and  pn>' 
grams  in  comparison  counties,  but 
could  not  quantify  Attemf^edtoquan- 
tify.  but  oouW  r>of  level  of  '^family 
planning  coverage''  {l,e ,  contracep- 
tive distribution)  in  target  and  com- 
parison communities;  content  arKi 
extent  of  communlty-arKl  school- 
based  educatior^al  interventions. 
Quantified  number  of  teachers  re- 
maining to  teach  pregnancy  proven^ 
tion  education.  Compared  estiniated 
pregna^  oon^^lon  rates  quanti- 
tatively for  pre-program  period  1 981  - 
82.  program  perk>ds  1983-86  and 
1 984-86.  and  laterintervention''  y^r  s 
1987-88;  independent  vanables 
varied. 


In  the  first       foUonirtng  the  Inter-^ 
vemurn,  pre^ncy  rme^  c^nong  t  he 
target  groi^)  f^  from  61.7  pregnan- 
cies per  1 ,000  populatk)n  to  29.  i  per 
1 ,000.  while  pregnancy  rat^  de- 
clined only  slV^Sy  (from  $3. 1  pteg- 
nan^  per  1 ,000 population  to  58.8 
per  1 ,000)  In  the  oon^ilson  portion 
0^  the  tan^  county,  and  &)craased  in 
the  3  comparf^  counties,  fn  tf» 
second  year  postinterventioa  preg- 
nancy  rates  In  tfw  target  area  re- 
mained at  the  same  low  level,  white 
rates  continued  to  decline  sHghtly  In 
the  con^rleon  portion  of  the  C(H^y. 
and  continued  to  irKrease  in  all  3 
comparison  c^nties. 


Pregnancy  conception  rates  In  the  tar- 
get area  decreased  between  the 
preprogram  peilod  and  the  rarly 
program  period  and  sufc^uently 
rose  during  the  "later  Intervention" 
period  to  a  level  equal  to  the  prepro* 
gram  p^od,  Although  aH  of  the 
comparison  counties  experienced 
some  decreases  In  their  adolescent 
pregnar^  rates  during  the  study 
period,  pregr^ncy  conception  rates 
of  the  target  area  were  significantly 
tower  than  those  of  the  noncontigu- 
ous compad^n  areas  in  1984,  l98Sr 
and  1986,  and  of  the  corneous 
comparison  area  In  1984  and  1986. 
The  reseanDh  team  cw\6  not  deter- 
mine quantltativefy  how  various  fac- 
tors (e.g.,  broad-based  educational 
intervention,  distribution  of  contra* 
ceptlon)contrfbut^toreductton  and 
subsequent  In  pregnarrcy  conoep^ 
tion  rates,  but  sug^tedth£tfdlstra>u- 
tlon  at  oorrtraceptlvi^  may  have  been 
a  substantial  contrfbuting  factor. 
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The  Schcx>l^onunumty  Ingram  for  Sexual  Risk 
Reducbon  was  impleimnt^  in  a  nmd  community  in 
South  Carolina  beginning  in  1982  (117;Z15).  Hie 
goal  was  to  reduce  the  nund)er  of  teen  pregnancies, 
jnimarify  by  postp^ming  the  onset  of  initkd  sexual 
activity  and  secondarily  by  jHomoting  ccmsistent  use 
of  birth  control  among  adolescents  who  had  chos^ 
to  become  sexually  active.  Ibach^  and  ^ministni- 
tive  staff  in  schools  and  profesdcmals  in  community 
agencies  widiin  the  tai^t  nmimunity  were  given 
training  in  sexuality  educ^cm,  and  sex  educatiim 
was  then  taught  at  all  grades  in  the  schools.  Church 
leaders  and  parents  were  i»rovided  with  sex  educa* 
tion  *'minicourses/'  and  i^ditional  educational 
jTOgrams  for  community  adolescents  were  devel* 
oped  in  some  churches  and  community  grades. 
Peer  counselors  were  trained.  The  local  new^aper 
and  radio  station  w^  used  to  heighten  community 
awareness  of  the  program  through  public  media 
can^aigns.  In  addition,  a  school  nurse  in  the  target 
school  provided  male  students  with  condoms,  took 
female  students  to  a  neaiby  family  planning  clinic  to 
obtain  contraceptives^  and  provided  both  male  and 
female  adolescents  with  information  and  counseling 
(1 17).  During  the  course  of  the  SchoolAi^ommunity 
Ingram  effints,  an  onsite  school-linked  health 
center  (SLHC)  known  as  the  **Tfeen  Life  Center*' 
opencdt  and  the  school  nurse  and  other  family 
planning  staff  woiked  in  the  clinic,  but  these  efforts 
were  not  formally  part  of  the  SchooVCommunity 
ftogiam(117). 

Because  of  the  nature  of  the  SchooVCommunity 
Ftogram  for  Sexual  Risk  R^uction  Among  Tfeens 
iiuerventiont  it  was  not  possible  to  design  a  rigorous 
CTq^erimental  evaluation.  In  1987,  Vincent  and  his 
colleagues  published  an  analysis  that  compared  the 
pregnancy  rates  for  rural  county  where  the 
School/Community  Ptograro  for  Sexual  Risk  Re- 
duction was  in^>len^nted  with  pregnancy  rates  of 
three  otho*  South  Carolina  counties  witib  similar 
socioecoiunnic  and  ^mo^^^  diaractenstics  (2 1 5). 
Their  assessment  of  results  wa^l^ased  on  locally  and 
nationally  recorded  statistics  about  birth,  fetal 
deaths^  and  abortion.  Vincent  and  colleagues  found 
that  in  the  first  year  following  implementation  of  the 
School/Community  Program,  the  pregnancy  rate 
among  adole»:^ts  ages  14  to  17  in  the  target 
conununity  declined  substantially  (from  61.7  preg* 
nancies  per  1,000  population  to  25  pCT  1,000); 
meanwhile,  jnegnancy  rates  among  adolescents  ages 
14  to  17  in  the  thr^  comparison  areas  increased  (an 
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average  increase  of  8-5  per  1,000)  (215).  In  the 
second  year  after  die  foogram  was  started,  the 
{TO^iancy  rate  rrauined  the  same  in  the  target 
ronummity  while  continuing  to  climbt  by  an  avoage 
of  4.5  in^gnanciesper  1,000,  in  all  three  comparison 
coimties  (215). 

A  1990  reevaluation  of  Vincent  and  coll^ues' 
analysis  by  a  team  from  Research  TUangle  Instititte 
(RTI),  usii^  a  mxHe  refined  data  analysis,  diffemit 
comparison  counties,  and  acUitional  yeara  of  analy- 
sis, also  frmnd  that  pregnaiicy  rates  declined  more 
the  study  area  than  in  the  conqwison  to  other 
counties  (117),  Ho\i^er,  the  1990  analysis  by  Koo 
and  Dunteman  found  that  the  decline  in  pregnancy 
rates  persisted  for  cmly  3  years  following  the 
School/Community  Program*s  fiill  in^lementation 
in  1983:  the  1984-85, 1985-86,  and  1986-87  school 
years  (117)-  By  the  1987-1988  school  year,  the 
pregnancy  rate  for  ti^  target  community  was  where 
it  had  been  in  1981-82. 

The  reason  for  the  1990  reevaluation  by  RTI  was 
that  the  original  findings  had  become  a  source  of 
controversy.  A  majOT  question  was  whetho^  factora 
otho*  than  the  educaticHial  portion  of  tl^  School/ 
Community  Program  might  have  influenced  die 
changes  in  pregnancy  rates  in  the  target  community. 
Unfortunately,  because  of  limitations  on  available 
data,  the  RTI  evaluators  were  not  able  to  demon- 
strate conclusively  which  specific  aspccte  of  the 
program  may  have  been  re^nsible  for  die  reduc- 
tion in  pre^iancy  rates*  Some  investigators  attrib- 
uted the  School/Community  Ptagram  for  Sexual 
Risk  Redi«^on  Among  Ibens^  apparent  success  in 
reducing  pregnancy  rates  to  having  adequate  fund- 
ing and  time  for  trainings  implementation,  and 
followup;  a  receptive  ta^t  population;  and  inclu- 
sion of  an  entire  small  and  cohesive  target  commu- 
nity in  the  intovention  process  (1 17,215). 

In  their  1990  reevaluation  of  the  School/ 
Community  Program  for  Sexual  Risk  Reduction 
Among  Tbens,  Koo  and  Dunteman  concluded  that 
the  provision  of  contraceptives  by  the  school  nurse 
was  probably  a  key  factor  in  the  program*s  success 
(117).  The  nurse  iq^>eared  to  develop  trusting 
relationships  with  adolescents  and  provided  sexual- 
ity counseling  and  contraceptive  services  in  a  school 
system  that  support^  her  efToit.  The  evaluators  also 
no^,  however,  that  the  wcnrk  of  the  specially  trained 
teachers  ''undoubt^y''  supported  that  of  the 
school  nurse,  and  vice  versa. 
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In  their  1990  leevaluation,  Koo  and  Duntonan 
tried  to  detmnine  why  tiie  i»egnancy  rate  in  the 
target  community  rose  to  its  preintervention  level  by 
the  1987-88  school  year  (1 17).  A  numlmr  of  factors 
seem  to  have  contributed  to  the  increaw.  From 
interviews  widi  community  mraibers  and  teacters, 
Koo  and  Dunteman  noted  that  fiie  overall  educa- 
tional im)gram  lost  much  of  the  monmitum  it  had 
had  when  the  SchcK>l/Commimity  Program  began 
and  inegnam^  rates  began  to  drop  (117).  Ibachors 
who  had  been  sp^nally  trained  in  die  program 
curriculum  left  die  school  systmL  Other  teachers 
rqmrted  that  tte  requirements  of  a  new  minimum 
competency  test  tor  students  m^  them  feel  that 
they  did  not  have  suf fici^t  classroom  tin^  to  devote 
to  the  pregnam:y  prevention  curriculum.^ 

Perh^  most  important,  Koo  and  £hmteman 
foundt  in  1987,  the  Smte  of  South  Carolina  bann^ 
die  distribution  of  contraceptives  in  sdiool-based 
clinics  such  as  the  Iben  Life  Center  (1 17).^  As  a 
result  of  this  ban  and  die  fact  that  a  nearby  family 
planning  clinic  was  closed  when  the  Iben  Life 
Center  was  opened  cm  school  grouiKls»  the  only 
Coinily  plaiming  services  that  adolescents  h^  avail- 
able to  them  were  9  miles  away  from  the  scthK>L 
There  was  no  public  transportation  in  this  rural 
conummity  (215).  Finally,  the  school  nurse  who  had 
reached  out  to  the  students,  counseled  diem  on 
fxmtr»:eptive  use,  and  actually  |Ht)vided  ccmdoms  to 
ib&  male  students  m  driven  female  stuctents  to  the 
family  planning  clinic  to  obtain  contraceptives, 
resigned  in  1988(117). 

The  lesson  of  the  School/Community  Program  for 
Sexual  Risk  Reduction  Among  Ibens  and  its  spe- 
cific in^lem^tation  in  the  target  community  in 
South  Carolina  spears  to  be  that  a  comprehensive, 
well-thought-out  program  combining  die  major 
elements  th^retically  desirable  for  such  a  venture, 
su]^>orted  by  the  provision  of  sexuality  counseling 
and  contraceptive  services  by  a  trusted  school  nurse 
working  wiUiin  and  suppc^ed  by  die  sciiool  system, 
will,  based  on  the  best  available  evidence,  work  to 
reduce  adolescent  pregnancy  (117).  What  imple- 
menters  of  similar  programs  in  otho*  ctommunides 
should  leam,  acc^ording  to  the  RTI  team,  is  to  avoid 
eventual  complac^cy  and  to  provide  sutficlent  and 
timely  resources  so  that  an  i^>propriate  and  1  believa- 


ble evaluation  can  be  made  (1 17).  suggests  that 
it  is  possible,  but  certain,  that  a  valid  evaluation 
showing  that  Uie  availability  of  contraceptives  was 
a  necMsaiy  (if  peifaq)s  not  sufficient)  part  of  die 
adolescent  pregnancy  reduction  effort,  would  have 
helped  to  ward  off  die  State  legidative  change  diat 
inhibited  adolracents*  ^cess  to  ccmtrac^dcm. 

Summary  of  the  EfTe^vene^  of  Educatioiial 
Programs — ^Evaluations  based  cm  national  surveys 
suggest  diat  school-bai^  sex  education  does  in- 
crease young  people's  knowledge  about  mnoepdon 
and  ccmtracepidon  (see  table  10*10).  Thoe  is  litde 
evidence  diat  sex  educaticm  ccwses  affect  partici- 
pants* sexual  activity  or  use  of  contracqniv^  and  no 
evidence  that  they  affect  partk^fmts^  pregnai^ 
rates.  Tbwc  who  favcn*  sex  education  in  the  sdiools 
nev^theless  say  that  such  courses  are  wcnthwhile 
because  they  provicfe  students  with  basic  knowledge 
tl^  will  use  throughout  their  lives  (74a)* 

Kirby's  evaluation  of  various  types  of  sex  educa- 
tion i^ograms  (e«g.,  prar  education^  jnroat-child 
communicaticMi)  in  nine  sites  similarly  found  that 
mo^  j^ograms  significantly  inc^reased  {wticiiKuits* 
knowledge  about  cx>ncqrtion  and  crontiaception  (es- 
pecially youngo*  partic^nmts'  knowledge),  but  bad 
no  ^gnificant  or  consistent  effects  on  dieir  initiation 
of  sexual  activity,  contraceptive  use,  or  pregnancy 
rates* 

A  school-  and  community-based,  theory-based 
sexuality  and  contraceptive  education  program  that 
combined  lectures,  simulations,  le^ier-guided  dis- 
cussions, and  role-playing  increased  particq>aiits^ 
sexual  knowledge  but  not  their  health  beliefs  (see 
table  10-5).  This  pmgram  seemed  to  affect  some 
participants'  sexual  behavior  and  contraceptive  use. 

School-based  decisionmaking,  assertiveness^  and 
life-skills  training  programs  mch  as  the  Life  Skills 
Counseling  (LSC)  program,  the  Sex  Respect  Pto- 
gram,  and  the  Postponing  Sexual  Involvement  (PSl) 
program  ccmibine  the  provisicm  of  sex  education 
with  training  in  assertiv^iess  and  ^isionmaldng 
(see  table  lO-S).  The  LSC  program,  which  does  not 
en^hasize  any  particular  set  of  values  regarding 
sexual  activity,  looks  promising  in  terms  of  in^nov- 
ing  knowledge  of  sexual  facts  and  getting  sexually 
active  adolescents  to  use  contraceptives  but  not  in 


^MintmBtn  oompeleocy  leM  md  their  efifeci  '^n  schoQ*.  environments  and  adotescoit  weiMidng  are  disctiased  more  generally  in  dt  4.  *  'Schools  and 
Discredmaiy  Tin^**  tii  volume. 

^Acconliog  fo  the  RTI  teaoi,  the  South  Carolina  legislature  was  reacting  to  puMlictty  abottt  the  School/Onnoitmity  Program  (1 17). 
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terms  of  reducing  such  a<k>lescents'sexual  activity 
or  jHrgnancy  rates.  But  LSC  students  w1k>  wexe  not 
sexually  active  at  the  tin^  of  dieir  particqmtion 
lepcHted  lower  rates  of  sexual  activity  and  greater 
use  of  condoms  than  control  group  studrats  who 
took  standard  sex  edm^on.  The  PSl  program, 
which  explicitly  encourages  abstinence,  looks  prmn- 
ising  in  terms  of  helping  young  adolescents  (espe- 
ciaify  females)  (klay  ^ual  activity.  Otfao- abstii^ce- 
imnnoting  efiT^ts  evaluate  by  Roosa  and  Christo- 
pher experienced  large  dropout  rates  ami  no  ^parent 
success  in  favorably  changing  attitudes  or  behavicn^ 
related  to  sex;  in  fact  the  level  of  reported  noncoital 
%xual  activity  among  males  increased.  The  Sk^x 
Respect  Program,  which  combined  assertiveness 
skills  with  values  clarification,  strengthened  partici- 
pants' belief  in  the  benefits  of  delaying  sexual 
activity  but  had  minimal  effects  on  their  sexual 
activi^  rates.  Decreases  in  sexual  activity  were 
larger  and  more  enduring  for  girls  and  younger 
students* 

Parent-child  communication  programs  seem  to 
increase  the  frequency  of  and  level  of  comfort  with 
communications  about  sex  between  parents  and 
their  children,  but  data  on  the  impact  of  such 
programs  on  adolescents'  sexual  behavior  or  imin- 
tended  pregnancy  are  generally  not  available.  Com- 
munity-based education  approaches  range  from  teen 
theater  to  public  service  annoimcements.  Public 
service  announcements  seem  to  be  relatively  under- 
developed and  potentially  effective  information  and 
outreach  tools  (148).  The  evaluation  of  these  efforts 
(and  contraceptive  advertising  on  radio  and  televi- 
sion) in  terms  of  their  impact  on  adolescents'  sexual 
behavior  is  difiHcult,  however,  because  of  the 
difficulty  of  detemiining  what  segment  of  the  target 
population  is  reached  (148). 

The  success  of  the  School/Community  Program 
for  Sexual  Risk  Reduction  Among  Ttens,  a  preg- 
nancy prevention  effort  in  South  Carolina^  was 
initially  attributed  to  intensive  school-  and  conununity- 
based  education,  but  a  subsequent  evaluation  con- 
cluded that  the  provision  of  contraceptives  and 
one-on-one  contraceptive  counseling  by  a  school 


nurse  w^  probably  important  factors  in  reducing 
the  rate  of  adolescent  {negnaiK^s  (see  taUe  10-6)* 
evaluttors  coiK^luded  that  a  comprehensive, 
well-planned  program  combining  conmmnity-wide 
educational  efforts  and  the  provision  of  sexuality 
counseling  and  contraceptive  services  by  a  trusted 
school  nurse  working  within  and  supported  by  the 
school  system  could  help  to  reduce  adolescent 
pregnancies. 

Programs  That  Provide  Contraceptives 
to  Adolescents 

The  distribution  of  contraceptives  is  one  of  the 
immary  ^proaches  to  pregnancy  preventicm  taken 
by  traditional  family  planning  programs,  special 
a^lescent  clinics,  compehensive  school-linked 
health  centers  (SLHCs),  and  condom  distribution 
programs,*^  Evidence  on  the  effectiveness  of  such 
programs  in  preventing  pregnancy  is  presented 
below.^'^ 

In  reviewing  interventions  that  attempt  to  increase 
sexually  active  adolescents*  contraceptive  use,  it  is 
in^rtant  to  keep  in  mind  the  iWtations  for 
adolescents  of  currently  available  contraceptive 
methods.  An  overview  of  contraceptives  available  to 
U.S.  adolescents  is  provided  below.  Oral  contracep- 
tives (the  ''pill'*)  and  the  use  of  condoms  i^pear  to 
be  effective  means  of  birth  control  for  adolescents 
when  they  are  used  properly,  but  research  suggests 
that  many  adolescents  are  inconsistent  or  ineffective 
contraceptors  (148).  Part  of  the  reason  may  be  that 
adolescents  find  existing  methods  difficult  to  use  or 
unappealing  for  other  reasons.  Some  observers  have 
found  that  adolescents'  failure  to  use  contraceptives 
or  their  discontinuation  of  contraceptives  is  some- 
times associated  with  a  fear  of  side  effects  or  belief 
that  contraceptives  interfere  with  sexual  spontaneity 
or  enjoyment  (98a).  Further  research  to  identify 
factors  that  may  enhance  adolescents'  motivation  to 
use  contraceptives  and  the  development  and  testing 
of  contraceptives  that  are  more  acceptable  and 
appro|Miate  to  the  needs  of  sexually  active  adoles- 
cents could  ameliorate  this  problem.^ 


"Tbc  disfribtttion  of  contractptivcs  by  a  school  aursc  was  one  feature  of  tli^  South  Cafolma  comnmnity succcssfiil  muliimodal  pregnaocy  i^eveiitioD 
effort  discussed  in  the  preceding  sectkm, 

^'^Adotescent  beahh  care  clinics  and  SLHCs  arc  discussed  at  fcf^gtb  in  ch.  1 5.  *  *  Major  Issues  Pertaiaing  to  U»  Delivery  of  Primary  and  Comprehensive 
Health  Services  to  Adolescents/*  in  Vol.  ID. 

**Some  of  the  barriers  to  adolesccnis'  use  of  condoms  arc  discussed  in  ch.  9.  "AIDS  and  Other  Sexually  Transmitted  Diseases:  Prevcotiwi  and 
Services/*  in  this  volume. 
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Overview  of  Contraceptive  Methods  Available 
to  VS.  Adole^ente — ^As  shown  in  tabic  10-7,  the 
coQtracejrtive  methods  most  commonly  us^  by  U.S. 
ftdolesoents  include  oral  contm:eptives  ("'the  pill'*)» 
condoms,  diaphragms,  vaginal  spemiicides,  ihythm, 
and  withdrawal  (coitus  tntemiptus).  Intrauterine 
devices  (lUDs)  are  generally  not  recomn^nded  for 
adotescents.  Oral  contraceptives,  dit^hragms,  and 
lUDs  must  be  obtained  through  a  physician  in 
{Hivate  practice  or  in  family  planning  or  other  clinics 
(148).  Condoms,  vaginal  sponges,  and  various 
^^rmicides  can  be  obtained  at  drug  stores  without 
a  prescription  (148).  No  contraceptive  method  other 
than  abstinence  is  100  pwcent  effwtive  in  prevent- 
ing pregnancy,  but  scmie  methods  (e.g.,  oral  contra- 
ceptives, condoms)  are  considerably  more  effective 
in  preventing  pregnancy  among  U.S.  adolescents 
than  others.  Hieoretical  and  actual  failure  rates  of 
various  reversible  contraceptive  methods  in  terms  of 
preventing  pregnancy  amcmg  U.S.  females  under 
age  20  are  shown  in  table  10-7.  Many  contraceptive 
methods  are  less  eff^tive  in  preventing  pregnancy 
for  adolescents  than  they  are  for  adults  (see  figure 
10-12). 

A  large  majority  of  sexuaUy  active  adolescents 
who  use  contraceptive  methods  make  use  of  pre- 
scription methods*  espwially  oral  contraceptives 
(85).  Oral  contraceptives  are  among  the  most 
effective  means  of  preventing  pregnancy  in  adoles- 
cents, but  one  of  their  drawbacks  is  that  they  do  not 
offer  protection  against  acquired  immunodeficiency 
syndrome  (AIDS)  or  most  other  sexually  transmitted 
diseases  (STDs).  Condoms  are  a  nonprescription 
contraceptive  method  that  seems  to  afford  adoles- 
cents  a  level  of  effectiveness  in  preventing  preg- 
nancy that  is  almost  as  great  as  the  level  offered  by 
prescription  methods  and,  at  least  in  adults,  also 
provides  substantial  protection  against  AIDS  and 
other  STDs  (76).'^  One  encouraging  trend  found  by 
the  1988  National  Survey  of  Family  Growth  was  that 
the  use  of  contraceptives  at  first  intercourse  among 
U.S.  females  ages  15  to  19  had  increased  substan- 
tially since  1982,  rising  from  48  percent  in  1982  to 
65  percent  in  1988  (59a).  Most  of  the  inprovement 


Figure  iMa— Percentage  of  U.S.  Female 
Contraceptive  Ueere  Esqiertmclng  Ccmtracepthfe 
Failure  During  the  Bret  12  Months  of  Use, 
by  Age  and  Methotf  of  Contre^^tlon 


Peirentage  of  users  experlef^ng  contfacepttve  failure' 


Oral  con-  Dta-    Cfmtom  Rhythm  Sperml- 
tracepthres  phrasm  ckies 
{■the  p»r) 

Contraceptive  method 


Other 


Fem^a  imttor 
age  20 

Females  s^^s 
20  to  24^ 


J  Females  ages 
25  to  34 

Females  ages 
35  to  44 


^Standardizwd  by  nioa  47  r>s »ar1tal  status. 

SOURCE:  Of^  of  Toehno)ogy  AsMSsmont  1991 « basad  on  EJF.  Jims 
and  J.D.  ForrMt  XorHraosptJvv  Ffldlurs  in  th«  Unltad  Statos: 
R«vis«d  Estimatas  Fram  tKa  1983  Natkma!  Surw«y  of  Family 
Grwvth  "  FBn^Plam^For9p9c^92HZ}:1iX^'\09, 1989. 


wa$  due  to  the  increased  use  of  condoms  at  first 
intercourse  (59a). 

A  recent  study  by  the  National  Research  Council 
and  the  Institute  of  Medicine  on  issues  affecting  the 
development  of  new  contraceptives  identified  a 
number  of  emerging  contraceptive  methods  (130). 
Because  of  the  difficulties  in  estimating  the  length  of 
the  develofHTient  process  for  new  contraceptives,  it 
is  impossible  to  say  when  emerging  methods  will 
become  available^^  Examples  of  new  and  emerging 
contraceptive  t^bnologies  that  may  ofier  adoles- 
cents more  effective  protection  against  pregnancy 
than  existing  methods  are  described  in  box  10-B. 
Some  of  these  methods  are  likely  to  have  fewer  side 
effects  than  existing  methods,  and  othm  will  offer 
the  advantage  of  greater  convenience  of  use  or 
greater  protection  against  AIDS  and  other  STDs. 
TTius,  some  new  and  emerging  contraceptive  tech- 
nologies may  be  used  more  consistently  and  cor- 
rectly by  sexually  active  adolescents,  possibly 
resulting  in  fewer  pregnancies. 


^^Tbe  effeeuvencss  of  cotHiams  in  prcveoliog  (he  traosmissioD  of  AIDS  and  STDs  In  ^lesc^ts  is  not  known  because  most  studies  in  adolescents 
have  investigated  condom  itse  as  a  method  of  contn^don  only.  See  ch.  9/  'AIDS  and  OOicr  SexuaQy  Transmitted  Diseases:  Pft^entiai  and  S^vices/' 
in  this  volume  for  fttstha  discussion  of  ^tidies  of  the  effectiveoess  of  latex  condoms  lubricated  with  nonoxynol-9  in  preventing  the  transmission  of  AIDS 
and  STDs  in  adults. 

'TOOf  the  nine  contraceptive  metfiods  detennined  by  OTA  in  1982  to  be  ^'highly  likely'*  to  be  available  before  1990  ( 198).  only  three  were  being 


^mofteted  in  the  Uoiced  States  by  mid'1989  (130). 
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Table  lO-7--Ov0fview  of  Contraeeptlva  Methods  Most  Commonly  Used  by  U.&  Adolescents 


Tfieorstlcai  nrt9  of 
faHumlntsrmsGf 
preventbio  pregnane/' 


In  U.S.fBmatd$urKt8r2(F 


WSte 


for  dArtoscsnts^ 


for  ttfotescsftfs^ 


Oral  contraceptives 
rthepfD") 


0.1% 


9,3% 


18.1% 


13.3 


223 


DIaphraQm 


12.4 


35,5 


Spermicides* 


35.0 


34.0 


Relstfv^effectlye  b?  pievefdinQ  pregnancy 
N  ot  UfdG9d  to  eaxifd  ^vtty,  f»|t^  pta^ 
May  Invrove  acne,  dysmenoRtwa,  anemta 
May  pfolKt  agalr^  ectqiic  pregnancy,  ovarivi 
»Kf  ^ometrlal  cm^r,  pelvto  InflaminatcHy  dis- 
ease (PJD) 


fnexpensive 

Rdtattvaly  effective  In  prmnOng  pregnancy 
Readfiy  a^We  wfttHurt  preecrfiAon 
Protd^  against  AIDS  and  most  other  STDs 
Few  si(to  effects 
Invcrtves      In  contrac^rtfon 

Few^^ects 

Protects  against  some  STDs  (wttn  use  of  a 
spemArfde) 


Ir^xpenstw 

ReadHy  availatite  wWiotit  prescrtptton 
Few  sHfe  effects 

May  Increaee  lubrication  during  sax 
Protect  ^nst  some  STOs 


•  Reqtdn^  gynecolo0cal  axuitin^lon  and  pre^^ 

•  {^Iwaxpensh^ 

•  Reqt^itaVytm  by  females 

•  Mhm  ekto  effects       headaches,  nausea, 
brea^  tandemess,  {;>otttng) 

•  Small  rtsk  a  eeit(ws  ^  effects  (e.g..  stroto. 
pulm(Httryembotism) 

•  Does     pnAect  ^pim  AS>S  or  most  oth^ 
sexcBfly  bvtsmttted  cSseases  (STDs) 

•  United  to  Sdxt^actMty^reqidras  planning 

•  ReqHilrss  coiveratlon  of  male  partner 


•  Requires  gyi^loglctf  examinatioa  fttttng.  and 
l^escrtfMon 

•  Unfcedtosaxi^acttvtty.reqidrasirianitog 

•  Som^mespertehedasm^^,  ftardfouee 

•  Possibly  trKToases  rtsk  of  taxte  shock  syndrome 

•  linked  to  sexual  actt'^.rsqidrss  planning 

•  Atleri(^c  reactions  for  some  (women  or  partners) 
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Table  10*7— O^m^ew  of  Contraceptive  Methoda  Moat  Commonly  Used  by  U.S.  Adolescenta— Continued 


TlwoTBtteai  rats  of  Actual  raid  of  f^uiB 

Contracdptivd  failure  In  t»m  of        tn  U.S.  fsmates  under  2y  Salactad  atfvantagas  SalacM^Ss^tant^ 

nwtlKxP  prawntlno  pregwncy*^        WfSte       Monwhtta  for  atfolasowits^  fto-wWwwtte* 


Rhyttim  (calendar) 

10 

22.8 

34.1 

•  Noshteaffacts 

•  Virtually  no 

•  May  h64p  young  won^an  laam  atK)ut  tftalr  bo(fias 
and  manstruaJ  cvctes 

•  Dacri^^affieMvenassln  wmtanwfth^ular 
menatrual  f^ttis  (a.a>  yt^nvar  adolaacards) 

•  Requires  parfo(fe<^ti»stinenG8 

•  DoKnot|m]i8Ctao8lnstAB)SiKo3ttrSTOs 

Withdrawaricoitt^ 
Interruptis) 

4 

34.00 

81.59 

•  Virtmdty  no  coA 

•  Noshteaffods 

•  lnv<dvBsn»ldln(»mtrac^on 

•  Raqulfas  oooperatkH)  and  setf-cottrot  iy  nr»la 
{HutiBr 

•  U)^  to  dlntff^  sexual  (Satire 

»  Ooasnotfm^dQatn^ADSorotliarSTDs 

os^r^ralo^rao^lvo  m^hods  Of «  not  IncliM^ 
andis9fin«ralfym>tr«common(Mforu8»b8d6lMO0ins{iaa).  St«Htlzatlon{ftrKrtln^Kfodt>«Gaus*HIS9»n6raOy^ 

(a5-yoararttracopttv»{m|>lant  a^roycd  by  thg  Food  and  Druy  Adhtif^trati^  far  us»  \n  th»  United  SSat«s  tn  Doombar  1990)oroQr^ctttc«piL  Aaofaaify  1091«tha0ffactly9na6afl^ 
thasa  mathods  fn  adolaseants  had  not  baan  apadf baity  avaiuatadL  and  othar  quas^sns  oonoaming  tha^  uaa  \n  adolaacanta  ramala 

t^Fhlsooftmi  shows,  among  thosaiwhoii^llatausa  of  a  mathod  and  vvtieuaaRpar^  and  omraetfy  during  aach  ad  of  intafoour9a).1Kak)iimrtaxpactadp 

wtiowiUaxpoftonoaanaoddantalpragnancydiMngthaftrstyaarof  usaHthay^  lafiS  (76). 

coliinin  shms,  among  famalas  und^20  wtw  partJdpatad  fntha  1982  National  Survey  of  Family  Qrovvth,  tha  pancantap  of  famal^  wfro  bacama  pragnant  wddantaOy  during  tha  first  yaar 
of  usa  of  a  givan  oontraoaptfva,  oorractad  for  undarraporttng  of  abortions.  Tha  ng^as  wara  d9hva6  from  EF.  Jonas  and  Jt>.  Forrast,  1^9  (97)* 

informatk>n  In  this  column  was  d9fiY9d  tofgaty  from  RA  Hatohar,  at  al^  19S8  (76),  and  A.  Rosanfiatd.  1989  (1 74). 
^V^^nai  ^>afmiddtts  ooma  in  a  varlaty  of  forms :  oontraoaptiva  foam,  ^«m)l^^ 
conlraoaptiva  spongas  and  oondoms  that  contain  sparmlddas  ars  also  avallabto. 
fWithdrawal  (coitus  intenvptt^)  Is  not  a  mathod  suggaslad  by  family  ptannli^  pmvkters, 

Olhasa  fjgiiras  may  not  aocurataly  raOact  fatliS'a  rataa  for  wfthdmval,  akioa  oomracaptiva  fai^ras  rasulting  from  usa  of  t>oth  withdrawal  and  douoha,  as  waB  aa  otha^  misoaSa- 
napus  msthods  mantfonad  by  adofascant  raapondants.  wara  oomt^nad  Saf>arala  data  on  laitura  ratas  for  withdrsxwaf  afona  {n  thts  populate  ara  rvot  available. 

SOURCE;  Offk^aofTachnotogyAsaassmant,  1991, basad  on  E.F.JbnasandJ.D.Forfast  Survay<rfFamlfyG^t»vlh.'' 
F^3yPtannifigPBrsp9ctiv»s21{Z)A03^1^.  19W;RAHate*w.F.Guast.F.Stawartatal.,  ContFacspthf^Tochnokfgy  fSfta-fgsSg,  14th  rav.  ad  (Atlanta,  OA:  PrtntadMattar.  Inc.,  IMS); 
and  A.  Rosanfakt  *1Modam  Contracaptkm:  A  19^  Updata.^  Anfw^  Roviow  of  Putfic         10!3aS40t  1989. 
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Box  lO'B^Exampks  a/New  and  Emerging  Contraceptive  Technologies 

Efforts  to  develq)  contraceptives  that  am  easier  to  admiiu^  and  use,  aie  imro  effective  and  have  tow&t  side 
effect s«  and  ait  less  cixstly  Aan  existing  ccnttraceptiv^  cculd  be  of  great  tmpoitance  to  adolescmts.  In  lecoit  yeais* 
however,  several  nuyor  US.  pliaimacaiticat  comfmnies  have  abrndimed  their  ccxma^ytive  n^eaidi  and 
dcvclqancnt  programs  <t43a).  Thus,  public  sector  funding  and  tlw  inoeased  activity  of  noflq)iY^t  gioii|^  and  small 
entrepreneurial  firms  has  becon^e  increasingly  impoitant  to  the  development  of  new  contrace[Sive  roethcds. 

ScvCTal  examples  of  mw  and  mo-ging  ccMittacq)tive  technologic  of  possible  importance  to  adolccents, 
including  modifications  of  existing  technologies,  are  discussed  below* 

Contraceptive  Methods  for  Females— In  Western  Europe,  Canada,  and  some  devdo|^g  nations,  several 
new  methods  for  delivering  cimtraceptive  hormoi»s  to  womm  to  ccmtrol  their  ovulatira  have  been  available  for 
as  long  as  a  ifecade;  other  new  methods  fat  delivering  hiHimmes  to  wonmi  m  still  being  devdoped*  Most  of  these 
delivety  systems  release  cmtraceptive  st^oids  into  the  bloodstream  at  a  omstam,  slow  rate  md  in  smaller  dosN 
than  existing  oral  contraceptives.  Ccsitrac^ive  steroids  do  not  prot^  again^  acquired  immunodeficiency 
syndrome  (AIDS)  or  most  sexually  ttansmittcd  diseases  (STDs),  Examples  of  new  mediods  of  delivering 
contraceptive  hormones  to  females  to  prevent  pregnancy  include  the  following: 

•  Contraceptive  implants^ln  December  1990,  the  U.S.  Food  and  Dnig  Administration  approved  use  in  the 
United  States  of  NORPLANT®,  a  set  of  nonbiodegradable  i^ogestin-releasiii^  capsules  that  are  surgically 
inserted  under  the  skin  of  a  woman's  arm  A  version  of  NORPLANT®  cmraitly  available  in  over  12 
countries  provides  up  to  5  years  of  highly  effective  (less  than  1  peicoit  failure  rate)  protection  against 
pregnancy  (83a).  The  capsules  are  somewhat  visible  after  insmion,  Iwt  if  a  woman  wants  to  become 
pregnant,  the  capsules  can  be  removed  by  a  trained  health  professicmal.  The  incidence  of  serious  health 
problems  associated  with  NORPLANT®  is  low*  but  data  on  long-term  health  effects  have  not  been 
systematically  collected  (83a).  Furthenmwe,  the  field  trials  of  NORPLANT®,  like  those  for  most  drugs, 
excluded  women  under  age  18.  Data  about  NORPLANT'S  effectiveness  and  side  effects  in  adolescents! 
therefore,  are  not  cunncntly  available.  Other  contraceptive  intplants  being  tested  include  biodegradable 
pellets.  The  contraceptive  effects  of  biodegradable  pellets  (unlike  those  of  NORPLANT®)  could  be  reversed 
only  in  the  first  few  months  following  the  pellets*  insertion  (befcw  they  began  to  degrade). 

♦  Contraceptive  injections— Conmceptive  injections  of  IcMig-acting  progestins  with  hi^  rptes  of  effective- 
ness in  preventing  jmgnancy  are  currratly  available  in  many  countries  of  the  world  The  most  commmly 
used  progestins  are  mcdroxyprogestCTWie  (Depo  Provera®)  and  norcthindrtone  enantfiate  (76).  Depo- 
Provera®,  a  progestin  injccticm  administered  to  a  wcmian  wice  eveiy  3  months,  is  highly  effective  in 
preventing  pregnancy  (failure  rate  of  less  than  1  percent)  and  is  used  by  approximaiely  4  million  women 
woridwide.  Because  of  concerns  about  its  safety,  the  U.S.  Food  and  Drug  Administraticm  has  not  approved 


Subsidil^' Family  Planning  Clinics— Fannily 
planning  iggmces — which  typically  include  birth 
control  iiiiiDnnation  and  counseling,  provision  of 
contracefl^s,  pregnancy  testing  and  counseling, 
gynecological  examinations,  and  referrals  for  re- 
lated services  such  a^.  piiinaiy  care — ;u-e  available  to 
adolescents  through  private  physicians  and  through 
a  variety  of  public  and  private  nonprofit  health 
providers  (e.g.,  public  health  departments,  and 
private  nonprofit  clinics  supported  by  organizations 
such  as  Planned  ParenthiK>d)7* 

As  the  National  Academy  of  Sciences'  Panel  on 
Adolescent  Pregnancy  and  Childbcaring  has  pointed 


out.  most  family  planning  clinics  have  been  almost 
exclusively  female-oriented  in  both  their  approach 
and  the  services  they  offer  (148).  However,  new 
strategies  arc  being  used  in  programs  designed 
specifically  for  adolescent  males  {see  section  below 
on  programs  for  adolescent  males). 

Adolescents,  especially  black  females,  tend  to  use 
family  planning  clinics  more  often  for  obtaining 
contraceptives  than  they  use  private  physicians 
{207a,234).  In  the  1988  National  Survey  of  Family 
Growth,  30.4  percent  of  15-  to  19-year^old  females 
reported  one  family  planning  visit  in  the  12  months 
preceding  the  survey  (207a).  For  their  most  recent 


As  dLScusj^ed  later  in  ihta  duiptcr.  iibout  4.()(X)  public  anil  private  mmprofii  fan»ly  planning  pruvtdef>  receive  Federal  grants  under  Title  X  of  the 
Public  HcaJUj  Service  Att. 
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il  for  we  in  Oie  UnSted  Stites  (76).  Sevenl  otbor  types  of  i^|e«alde  cantzacqtives  widi  high  mei  (tf 
cfiMvcoesi  «e  conxii^  cvtSiUe  ia  diftocnt  pott  of  the  wmldL  in  addition,  new  fomoMom  of 

|BByidBgitmgi«i^ptontaiti»^ 
^llbm  «a  the  to^  aid  n^iioed  at  fegito  iai^^ 
lo«Me^  doie  of  «oitt»Mfiii»  boanooeii  to  ow 
die  flNi^  Ihen    D«di  ii  fcoiavat  liv  ■ 
•  ttgfaal      emrnHkig  eomaeqt^  h»m0M»--yk8^  riap  (of  jboot  ihe  sm^dtciBiifawmeis  i 

of  3  J  fweeitt  la  one  iiiaQu  Ibey  iMold  fum  0ie  ad^ 
lOQite  a  level  of  taiffite^  nd  amfott  wiA  tbeir  gen^ 

Setevidi  OD  coBtrac^tfvs  toMcfiHi  lor  ISEBBio. 
fcbtadhoaaaaei  or  agaiDM  iBile  ipoan»  it  itffl  te  esIS^ 

tocootrolavinKa*!^^^  AcQOCiaceplivevaociiiD^^ 
icadflyigveB^teil^waa^y  active  idote^^ 
•ciiDel  bo««vcc,  a  ooimcfiiiw  vaocfae 
viodtaa  «add  fn4id)i|y  aoi  fnM  iSiiitt  ATO 

Two  modfflcatioai  of  tjarrfcr  oi^bodi  of  coahracepttoa  tor  f enMrie  tint  iic  cmra^  being  tettcd  In  die 
IftiitedStttetiredtipotibledfajiir^niidtttccxttiiaipcin 

00ndBCafiyi1ial>8|l,illdlBWtB»idBglMtBlpBI^^ 

oiie*i§Brftilt  tfMt  Mwe  adidewecli  layy  not  faivc.  More  eXfemive  t^tnArkka,  iaclBfiag  ^wiwlcldei  fhtt  not  op|y 
peoteol  iQiiiitt  |ii^B«My  tat  dfo  povide  gicafer  prac^^ 

CoBtnwtptiya  MeBwili  for  Melf  b  Clwiliw       metliB<b  fluff  jnWIA  the  prodactioD  of  a  iMa*t  ipenn  or 
effect  the  q>eatm*i  tStSJity  to  fertiliae  the  hnnan  ^  still  raprire  irihmflfiti  beric  neieMtfa.  Hannooal  car  vacdne 
con^necfxiires  for  isaAs$  are  not  fikely  to  be  eveilable  for  gwenl  ose  in  the  United  Stctoi  for  at  leait  •  decade. 
Ciosiypoia«j|fooseeddedvttivQhaibeenttsedaiananlooalracq]^ 
other  oodionnopal,  wwepdocitoe  couliacetitive  BwAodg  may  hold  piomise  (143a). 

SCHJOBC&OfBODflflMiHlogy  AmwDKst,  1991. 


source  of  family  planning  services  in  1988,  two- 
thirds  of  15-  to  19-yeai-olds  used  a  family  planning 
clinic  (207a).'^ 

Wious  factors  may  affect  adolescents'  decision 
to  use  family  planning  clinics  rather  than  private 
physicians'  services.*^  One  reason  that  some  adoles- 
cents seeking  contraceptive  smices  prefer  public  or 
private  ncmproflt  funily  plaiming  clinics  "^o  private 
physicians  is  undoubtedly  cost.  Adolescer.ts  typi- 
cally have  limited  personal  incomes,  and  physician 
fees  for  birth  control  services  are  abnost  four  times 


higher  on  average  than  clinic  fees  fi|^^piiq>arable 
services  (34).  '--J:^* 

Another  reasoD  some  adolescents  piiB0  clinics  to 
private  physicians  is  concern  idwut  ccmfidoitiality 
in  visiting  private  jAysicians  (34,1 12)*  This  concern 
may  be  weli-justifled.  I^ta  firom  a  national  sanq^Ie 
of  private  physicians  indicate  that  only  59  percent  of 
general  ami  family  practice  physicians  are  willing  to 
provide  contraception  to  minors  without  parental 
consent^  although  80  percent  of  obstetricians  and 


'^^otaesiw^y,  tli^  use  of  family  pkoniog  clinics  by  whhe  adolesccflt  females  increased  between  I9S2  and  i9S8  (frinn  44.0  pocem  to  60.6  pesiDcnl). 
but  use  by  tsiack  Bdok$caA  females  docitased  (from  73.7  peroem  to  63,4  percem)  (207a). 

73F(H^fiiftfaerdisciissimoffactontfiatmayafto  IS/'Majf^lssoesIVitaintagtotbeDdtiveryofFr^^ 
Comprehensive  Health  Stfviees  to  Aitoksscents''  and  ch.  16.  ''Hnancial  Access  to  Health  Services^**  and  ch.  17,  ''Consent  and  Confidentiality  In 
^oksceat  HcsKh  Care  Pcclgkmrnaking^"  to  Vol  m. 
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gynecologists  are  willing  to  do  so  (161).^^  A  teceot 
survey  of  primary  care  {riiysidans  (goiexxil  and 
family  {niftctition»s  and  internists)  found  diat  only 
57  percent  diought  that  it  was  accef^le  to  make 
ccmtraceptives  available  to  minors  without  p£D«itaI 
ccn»nit  ^22).  In  contrast,  a  1982  study  found  fhai 
only  14  percent  of  clinic  inoviders  required  parental 
consent  or  notification  for  contraceptive  services  to 
minOTS  (69). 

Seme  critics  of  ilamily  planning  {rograms  have 
exprt^ed  concerns  that  such  jst^rams  inoease 
adolescent  sexual  activity,  pregnancy,  abortion,  and 
birth  rates.  As  shown  in  table  10^8,  the  findings  of 
studies  using  aittther  global  ^^proach  to  examming 
the  effects  of  the  availability  of  family  planning 
sovices  are  contradictory.  Some  studies  have  found 
a  positive  association  between  the  availability  of 
family  plauung  services  and  higlor  adolescoit 
pregnancy  rates,  and  some  studies  have  found 
negative  associations. 

A  1977  study  by  Moore  and  Caldwell  found  that 
the  availabiliky  of  subsidized  family  planning  serv- 
ices in  States  was  associated  with  a  lower  occurrence 
of  pregnancy  among  black  adolescents  ages  16  to  18 
(138).  This  finding  did  not  hold  for  whites,  perfa^s 
because  black  adolescents  rely  more  on  public 
family  planning  services  and  are  thmfore  more 
affected  by  their  availability  than  are  whUe  adoles- 
cents. Moore  and  Caldwell  also  found  that  die 
availability  of  subsidized  family  planning  ^rvices 
was  associated  with  lower  out-of-wedlock  pKg- 
nancy  rates  among  15-  to  19-year-old  blacks. 

A 198 1  study  by  Forrest  and  colleagues  found  that 
areas  with  greato-  increases  between  1970  and  1975 
in  the  proportion  of  adolescents  ^milled  in  subsi- 
dized family  planning  clinics  had  larger  decUnes  in 
adolescent  biith  rates  (59).  The  authors  estimated 
that  for  every  10  adolescents  ages  15  to  19  involved 
in  a  public  fiunily  planning  clinic  program  in  1975, 
ahnost  3  pregnancies  and  1  birth  were  averted  in 
1976.  The  authors  also  estimated  that  during  the 
1970s,  over  2.6  million  pregnancies  to  adolescents 
were  prevented  through  use  of  federally  funded 
family  planning  clinics  (59). 

But  a  1982  study  of  family  planning  services  in 
California  by  Kasun  found  a  positive  association 
between  levels  of  spending  for  family  planning 


services  and  adolescent  pregnancy  rates  and  con- 
cluded diat  inaeawd  availability  of  contraceptive 
services  led  to  higtm  levels  of  sexual  activity  among 
adole^roits  (1(X)). 

A  1^6  study  by  Olsen  and  Weed  found  that 
higher  levds  of  utiliz^on  of  family  planning  clinic 
pxognuns  by  adoli»cents  naticmwide  were  associ- 
ated witti  higher  jmegnancy  rates  among  adolescents 
(156).  Family  plannhig  enroUment  by  females  ages 
15  to  19  seemed  to  rrault  in  an  amage  inovase  of 
^ut  120  inegnancies  per  1,000  ^olescent  family 
planning  patients.  Tliis  study  found  a  decline  in  birth 
rates  as»>ciated  with  family  planning  program 
involvement  by  adolescents  but  attributed  it  to 
family  planiUng  programs*  effects  on  pregnancy 
continuation  rather  Uian  occurtesice. 

A  1990  ^dy  by  Lundberg  and  Plotnik  found  a 
positive  association  between  restrictive  Stale  Urns 
governing  the  availability  of  contraceptives  and  high 
rates  of  pr»narital  adol^cent  pregnancies;  this 
study  also  found  a  negative  association  between  the 
availability  of  family  planning  services  for  Medicaid- 
eligible  w(»nen  and  high  rates  of  premarital  adoles- 
ce pregnancies  (124b). 

There  are  several  possible  reasons  for  the  conflict- 
ing findings  of  studies  using  a  global  approach  to 
examine  the  effects  of  the  availability  of  family 
plaiming  services  on  adolescent  pregnancy.  The 
studies  use  differmt  levels  of  aggregation  (counties. 
States).  diffcTKit  time  periods  (e.g.,  kte  1960 
through  1971  [138]  v.  1979  to  1986  1124b]),  and 
different  units  of  analysis  (e.g..  States  [59]  v. 
individuals  ri24b,138]).  The  studies  also  differ  in 
statistical  methods,  measurement  of  policy  and 
program  variables,  and  indicates  of  pregnancy  (e.g., 
birth  rates  [59],  nonmarital  childbearing  1124b], 
pregnancy  r«es  [156]). 

Family  Planning  Clinics  With  a  Special  Em- 
phasis on  Adolescents — Some  family  planning  and 
general  health  clinics  op»ate  teen  clinics,  where 
adolescents  are  served  separately  from  other  clinic 
patients  and  services  are  tailored  to  adolescms' 
needs  for  confidentiality,  sexuality  and  birth  control 
information,  after-school  hours  of  operation,  and 
low  costs  (83).  Others  have  special  outreach  and 
followup  programs  for  young  p^ple  (e.g.,  work  to 
maintain  contact  with  adolescent  patients  following 


^For  a  discussioD  of  Stale  laws  and  U.S.  Supreme  Com  decisiaas  rdaled  to  conseai  aod  nmfttentiaUty  in  the  proviskm  of  family  planning  services 
to  mii»rs,  see  clH7.  "Coaseta  and  Confidentiality  in  Adoksccnl  Health  Care  Decirfonmaking,"  in  Vol.  ID. 
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Study*  tfiaiwtwtsto 

Suteltf  md  f»nUy  planning  dMcs: 

Uoore  and  I  f^montofnoedtorsubsl- 

CaUwetl,  1977         dtz9d  fm\ff  ^nning 

^rvtoes  met  in  State, 

10^. 


Forrest,  Hermann, 
and  Henshav^, 
1981 


Kasun,  1 982  Family  ptannfng  services 

In  California 


Partteipam 
charaet#ftst)c$ 


1. 1,4^  MKkand  ai32  'Wier  (mosOy 
wfiite)  females  ages  IS  to  19  In  a 
nattonal  probatsltity  sample;  surveyed 
tn  1971. 


Unknown. 


Evaktaton 
method 


I.  Usedretpesstonam^stetocMennlne 
estknated  effects  of  meeting  need  for 
sutisMzsd  family  ptannNig  s^vtoes  m 
r^ondent  fsmata' State  or  resktenoe. 


tl  COTipared  policy  ar^  pruQram  char- 
actertettos  to  out^^^-wedfock  birth 
rates,  aggregated  ai  State  lev^. 


Used  nvltlvariate  anaJysls,  wfih  coun- 
ties as  the  unit  of  analysis,  to  assess 
the  Impact  of  famlty  fHanning  dime 
use  on  IMhia^armigadoleS' 
cents.  Used  agi^ega^  of  the  pro- 
p^\on  of  adoto^Mils  wvolled  in 
fedMl^ft^Ktod  family  planning  dJn- 
ice.  the  rate  of  births  In  197B  to 
adolesce  ages  15  to  19  In  197$ 
fiffi  the  outoome  nmisuia,  and  oonv 
pared  Wrth       In  19^  and  1976* 
Used  national  daU  on  ifw  r^aten- 
shlp  betiieen  birtt)  rates  and  pneg* 
raincy  rates  to  estimate  the  effect  of 
famiv  pwing  proipams  on  prog- 
nancy  and  aborti^  rates /vTiong 
adolesce  ages  15  to  19. 

Compared  levete  of  pending  for  faml^ 
pbmting  ser^oes  with  adcMesoent 
pregnancy  rates. 

Used  regfas^on  analyses,  with  ^ates 
as  the  unit  of  anal)^  to  assM  the 
effect  of  lev^  €tf  enro8meni  ado- 
iesow^ages  ISto  19  In  family 
planning  programs  on      rates  and 
pregnancy  rates  among  ado^esoenta. 
Usedaytf^bteState-leyela^mates 
of  abortion  rat^  and  birth  rates 
amoi^  adolesoents  to  dev^)p  esti- 
nmtes  of  overaH  pregrancy  rates. 


Findings 


I.  Avai^ttty  of  subMlzed  family  fMr^ng 
servtoes  In        was  negatively  associ- 
ated with  the  oooarenoe  of  pnsgnmcy 
among  «der  (ages  IS  to  18)  black  fe^ 
males,  NoasndafiOT  lor^tftw^gegmip- 
ings,  Of  betwsw  avalt^Hty  of  sutx^ized 
faml^  ptereiing  senrtoas  and  trwisltion  to 
first  interooi^isa. 
it  A.  Ex^tenoe  of  laws  limiting  cof^raoep- 
five  senrtoes  was  asaooteM  wfth  f^gher 
out'^if-wec&Mk  pregnanctos. 
B.  ^lablflty  of  subskftzed  family  plan- 
ning servloes  «m  i^sodated  with 
lower  riEM  ^  out-of-wedlocH  preg- 
nandes  amofv  tMoks  on^.  No  rela- 
tionsl^  for  whites  for  either  variable.^ 
For  tMh  white  and  nwwf^  adolesoents. 
areas  m^h  ^aater  incmses  b^ween 
1970  and  1975  in  tt^e  pnoportkKi  of 
adotooems  ^veiled  in  family  piai^ng 
dintes  had  teioerdeciinesln  birth  rates 
fimng  15-to  19-yMr-oWsfn>m  197Dto 
1976.  Foreiwy  lOpa^enttagM  15to 
19  who  wens  enroaed  in  family  ptaraiing 
dimes  In  197S«  the  authors  estimated 
that  ZSZ  pregnancies  to  adplesoents 
(foratotalof  ^1,000  pre^WKies}  were 
prevemed  In  1976.  For  every  10  patlertts 
ages  15  to  19  who  were  erroOed  In 
family  f^r^ng  dlntcs  In  1975,  the  au- 
thors ^mated  that  1.01  births  to  ado- 
1^0^  (or  a  total  of  1 19.000  births) 
were  averted  In  1976. 
PosJdve  association  0^-.  tl^  h^jher  the 
level  of  fjamliy  planning  spending,  the 
h^fw  the  addesoem  pnsgnancy  rate). 
The  level  of  enrdlmem  of  addescente  ages 
IS  to  19  In  orgar^sed  fvnl^  piandng 
programs  was  assod^ed  wfth  Increased 
and  decreased  birth  rates  among  15-  to 
19-y«ir-ok&.  Although  not  as  significant 
a  predictor  of  tesn  pregnancy  rates  as 
several  d^nographic  vailabies  (i.e..  the 
ratto  of  married  to  ur^rorrled  15*  to 
19-year^dds  in  eodv  State  and  the  per- 

of  the  %ate  population  that  was 
white),  fwnliy  purling  pro(pam  enroll- 
ment fc^addesoentsMemed  to  result  in 
an  average  incr^^se  d  about  120  preg- 
nancies per  1.O0O  addesoent  family 
plarviing  program  p^ieite. 

Continued  on  nex; 


Otsen  and  Wsed. 
1986;  W9ed  and 
Olsen,  1986 


Oiganized family  planning 
din^  programs  in  all 
50  States  and  the  DIs- 
trtotdCdumbia  as 
surveyed  by  the  Afan 
Gkmmacher  institute  in 
1975. 


Females  ages  15  to  19  in  1975  who 
were  d^nts  d  organized  tamf  ly  plan- 
ning dinic  programs. 


4  ii 


it.  k.  Existence  d  State 
laws  limiting  family 
planning  ^rvioes  10 
tem^  18  and  defer. 
S.Avallabiiltyd 
subside  family 
planning. 

Family  pining  dldc  pro- 
grams that  receive 
Federal  funds  under 
Title  Xd  the  Public 
He^hSeivioeAct 
(the  Family  Planning 
Services  and  Popu- 
lation Researd)  Ad  d 
1970)  in  t975 to  1976, 


II.  Out-d-wedlock  drth  rates  among  15- 
to  19-year-oids.  by  States,  1971. 


Addesoents  ages  15  to  19  In  1970  and 
1975  ¥^  participated  In  federally 
funded  family  planning  dilnic  pro- 
grams. 
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Study* 


Paiticipant 
charactoftsttcs 


Evaluabon 


LuTKfbargand 
Pk>tnk:k,  1990 


FamUy  planning 
cDnlcswmtaspa- 
efalampftaslfion 
adolMcams: 

Chamla.  Eisman. 
Fanast.  at  ai.  1982 


4  poffcy  Of  pfOQmm  varta- 
bias  at  State  lai^;1) 
rastfictfon  on  contra- 
oapUva  Koaf^^np,  ati' 
vafti8fn9.ors^ng;2) 
preporttonofODunttas 
In  wftldt  family  plan- 
ning clfnfcs8afve<  SO 
parcam(^  iowMncoma 
woman  aiilsic  of  un^ 
temfad  pregr^ncyiS) 
proportton  of  teana9a 
wonmat  ifsk  wt>oot>^ 
tain  family  planr^ng 
sarvtoas;  and  4)  pfopiy- 
timof  Madicald^fff^- 
bla  wOTian  at  risk  (tf 
unintandBd  pfdgnancy 
aarvod  b)f  family  plan- 
ning clinics^ 


Various  family  planning 
dimes  In  37  oounties 
thrDugltoutthaUnlled 
States.  alliMth  at  laast 
200  adoiescams  a 
year. 


11.181  wtilta  finales  wrhovvara  ages  14 
to  16  in  the  first  (1979)  round  of 
NL8Y  and  provldaddata  on  piemar- 
italpragnancteandoctiarpraiptancy- 
retatad  av^na  for  tne  period  1979  to 
1988.<* 


Included  124  clinic  directors,  over  3,500 
"leen^"  clinic  patients  and  over 
6.000  adult  patients  (a^  not  speci- 
fy, pbis  approximataV  1 .000 phar* 
madsts  and  1»000  physicians  In  the 
counties  tiyhere  the  clinics  ware  kh 
cated. 


Nested  \o0t  analysis 


Usino  data  from  ^rvey  questionnaires 
of  all  participants,  oompared  charac- 
tannics  of  dirges  in  c^ntias  ^tenti* 
fled  as  having  a  high  proper^ 
{aver^  75  patent)  of  thalr  sexu^ 
al  V  active  adolesoent  poputotlon 
served  by  fami f^rmlr^  cMcs 
("high-met-naed^  oounties)  with  ciin- 
tos  In  oourtties  that  had  a  iowar 
pr^rti<m  {avemge  28  percent)  of 
sexually  active  aMaaoents  ivho  were 
family  pianr^ng  dlnkr  patients 
now-mat-naed"  axjrtles). 


Largej»  (and  significant)  effects  onpremari- 
tai  pregnancy  ¥tfefefDundforvarfalHas  1 
and  4. 


Clinics  in  "high-met-need"  areas  were  more 
iDcely  to  have  special  outreach  and  fof- 
lomjp  programs  for  adolescents*  la  pro- 
vide servioes  to  minors  without  requiring 
parental  consent,  to oOTTblnefEOTi^plan- 
ning  with  other  health  ssnrtoas,  to  pro- 
vide free  servioes  to  addasoents,  and  to 
see  ^loiascents  on  a  waSi-ln  basis. 
Ahhftigh  the  rates  of  adolasoent  preg- 
nancy in  both  types  of  oounties  were 
^mllar  (about  32  peroentK  adolesoents 
In  ''low-met-need"  oounties  were  more 
likely  to  have  terminated  their  last  preg* 
nancy,  while  those  In  •*hlgh-met-need'* 
countlei:  were  more  llke^  to  have  given 
birth. 


ERIC 
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Tabid  10-e— Evaluattons  of  Contraceptive  Provision  Policies  and  Programs—Continued 


StutJy* 


Program 
diaracteflstfcs 


Partdpant 
charactertst^cs 


Evtfuation 
method 


Rnc^ngs 


Kisker,  1984 


Same  as  Chamia*  Eis- 
man.  Forrest,  at  al.. 
1982  (see  above) 


Same  partfcipants  as  Cnamle.  Elsman, 
Forresi  ot     19K  (see  ^loye) 


Uslrrg  data  from  survey  qi^sttimna^res 
afl  F»rttoipant8,  factors  pfecftctfng 
three  Indieamof  dtnic^facthre- 
rress  In  serving  adotesoants  (mean 
(to^betwe^teertagepmtonts' seff* 
rep<Kted  first  imamotiraa  ar>d  first 
visit  to  a  family  piani^rrp  dime;  dlnic 
retention    teenage  pabems.  as 
reported  bf  ctfnlc  directors;  and  level 
of  satlsfacMn  with  dime  ser>^oes 
reported  bf  teens^  patients)  were 
studted  using  regression  analyses. 


CIlntenvtthoonrmir^tyeAicatlonpmgrams 
geared  U>  adcMescents  sem  to  raduoe 
d^  m  dirte  vMms  flaming  first  tntei^ 
couf  se  ty  4  to  6  monttw;  tha  su  w)Oft  of 
local  dnjrch^  tor  teens'  use  of  f»nlly 
(tera^  servlDes  ivpeaiad  todecraasa 
delay  ty  atXRit  3  mciitfis.  and  having 
actfve  retati(H«hip8  vdth  local  youth 
gmi^  aiso  dacraa^  d^  by  about  2 
months.  The  k»igerteeni«e  patients 
tof  to  travel  to  get  ^  the  dime*  the 
longer  the  mean  delay:  every  5  extra 
mfnuM  d  travel  time  increased  the 
detey  In  sedOf^  dlr^  servioas  t^  al- 
nx»t  a  nK>nth.  Cllrto  that  served  more 
adol^oent  patients  on  a  walk-In  basis 
also  decmaseddete^.V^torklng  with  local 
youth  groups  Increased  the  ability  of 
dlr^  to  latdn  tean^  |»tlef^  as  did 
ha^r^  at  least  3  hours  of  dime  time  in 
the  evenlrtg  and  w  weeKewfc  and  offer- 
ing a  larger  renge  of  sarvloes  to  adoles- 
cents (e.g,.  spedal  progranra, 
abortktf)  services^  prenatal  care).  Inter^ 
e^n^.  dimes  that  reported  greater 
amounts  of  couns^mg  and  education 
time  with  parents  slli^  raised  the 
mean  d^ay  in  seeldng  dinic  ser>^oe9 
and  slightly  lo««ered  retention  of  teen- 
er pfl^ents,  although  Italsolr^eased 
teer^  patterns'  satisfaction  with  dinic 
services.  The  authors  speculated  that 
teens  might  pemeh^e  the  edi^onai 
services  as  "preachy,"  although  Infor- 
mation about  thair  satisfaction  with  the 
educatonal  and  counseling  services  of* 
fared  was  not  collected. 

Continued  on  next  p^ge 
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TliMe  10-8— Evaiuatioi^  of  Contface^o  Provlstofi  PoUctes  and  Programs^-Contlniidd 


Projjram 


Ctar8Ct9ff8ttC8 


method 


Fhxihigs 


etaf.,  1986 


maker,  1991 


41^ 


Tmspootaiwvlaaoompo- 

Implemented  In  exist* 
tngfamiiypiaArtnopnx^ 
^nroinOsltes:  Imh 

vfdetf  short-term  (8 
«v6ek)  oounseJing  for 
adcHesoents  and 
tamiymdmbers.tD8up^ 
portadoto80»)ts' oon- 
tnaospttveuseandsex- 
ua)  iteci^<»maKH>g» 

Inthefomiof  iwoeMy 
tetophone  caQs  fnom 
piojoct  staff  ferGweeKs 
to  mcrritor  adotosoents' 
ad§i^tmenttothelf 
chosen  cDmraoapttve 
methods. 
*'A  tote!  servloe  deBvery 
system  (or  adoteoems, 
from  initial  contract  to 
fodonup.''  f  ndUdlng  the 
foltowlns  crItlcaJ  ete- 
ments;  one-to-one  ed- 
ucational, conerete  In- 
formattoa  nwe  fre- 
quent v^,  k^igsrt^ 
phone  and  oneiteoon- 
tacts  with  staff,  spe- 
cial staff  training  In 
adotesosnt  dawefop- 
ment  encours^^ement 
of  mate  participation, 
gnaaterattenttontoad- 
desoent  comfort  con- 
fidentiality. 


N  -  469,  female  offnto  patterns  ages  12 
to  17.  maWng  first  vfsit  to  dinks. 
Approxlmatery  one-half  t>Eaok  and 
one-half  v^lte,  one-third  undw  the 
age  of  16;  only  13.5%  were  nm  yet 
sexually  active. 


Experimental  groups:  518  adolescent 
females  und&r  age  18  In  3  sites. 
Control  groups:  738  adotecent  fe- 
males In  3  control  sites,  98  percent 
whites. 


Per^nial  ^ttervlews  w«e  conducted  at 
the  ^me  of  the  enst  dMo  vtelt  and  2 
ft>floii^  wwe  oonAided  by  tele- 
phone appfDidmatefy  6  morttha  and 
IS  montNi  tat^.  n^ents  wwe  ran- 
dormy  imlgned  to  1  of  the  2  4>edal 
senf^  groups,  or  IP  1  of  2  OMiol 
lptM4»  (the  fM  oonlrol  ^oup  took 
part  In  all  three  fntwvleM.  and  the 
second  was  contacted      for  the 
thtnf  Interview.  PMents  In  cortf  rd 
groups  received  (miy  those  services 
routine^  offsred  In  each  citrtic  site. 


Baseline  and  post-treatment  evat&ations 
at  both  experimental  and  control 
slt^. 


Stt^de^gnwasoompromlsed,  tfnoeonly 
<tf  the  paMsns  wf;o  ajpeed  to 
partictpate  tnthe  tenG|rst9i|porf services 
actuaOy  flStended  any  oouns^ng  ses- 
^ons,  and  ^  5%  of  those  who  8^ 
MKfed  came  wHh  a  patent  A  total  of 
84%  of  those  wtto  apeed  to  parlodte 
SKf  pporr  were  oorttacted  at  least  once; 
they  averaged  2.6  caSs.  No  sl|p«^nt 
differenoes  Inregularfty  of  oorttraoeptlve 
use  or  pie^iancy  rates  were  found 
twtwaen  q^edal  servfoes  or  control 
groups. 


Clients  In  es^rlmentai  site  had  h^fmr  gains 
In  knowledge,  more  persistent  cm  of 
ctfitraoapthfes,  grWter  e^  In  using 
contraoeptkKV  and,  for  continuing  pa- 
tient stgrtffleantly  kswerpregrmcy  rates 
(4,0  v«  7.8%).  Differenoes  In  pregnancy 
fates  ware  mari^nally  slgf^ficant  wtten 
all  patients  (!nckM^lr^progr»ndfopouts) 
were  consWefed. 
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Proflrarn 
charact^stics 


ctraractoflstlcs 


Rndtngs 


S^ieohlMted  hMtth 
Mmera  (SLHCs) 

Edwards,  Ste^rr-  St  Paud  Maternity  &  Infant 
maa  Arnold,^  at..  CBrB{MQPn)actH08- 
1d80  pitaHlnkBdho^cSnle 
(ocaioo  Hi  wo  rugn 
schools^  fMWidadprBff' 
nancy  tosts^  SB^neooiOB^ 
oalex^m.oomiuoep- 
ttvaooun^ng,  refor- 
ral  to  ho^tal  cHntc  for 
oontraoeptlvos,  as  weO 
as  ether  health  serv- 
icas. 

Zabin,  HIrsch.  The  Set  Center  Hospital 
Stieelt,  et  aL,  1988;  ttr^  health  ^)r^  to- 
Zabin,  Hirsch,  cated  near  1  junior 

Smith,  et  al..  and  1  »ntof  high 

1986aab  sc^minnefS^ltyBal- 
tlnx^;  a  team  of  dintc 
staff  mis  assigned  to 
each  school;  provided 
dass*fpom^saseds0x 
educatkm,  group  and 
Individual  sex  ^^Mca- 
Won  In  school  health 
suites  and  In  the  cfink;. 
medical  servloes  re- 
lated to  reproducth^e 
health  (ag..  pregnancy 
testSt  gyneocrfogical 
exams.  STD  tasting, 
prwlslonofoontfacep* 
tlves), 

Kirby.Wiszak,and  Various— 6  schooH)asdd 
Zlegler.  1989  dlnics  In  high  schools 

serving  low-lneome 
populatlof^:  an  pro- 
vided pregnancy  test- 
ing and  contraceptive 
counseling;  only  3  dis- 
pensed ocmtraoeptlvQs 
on  site. 


Fema^  stiKtem  poputat^>n  schools 
served  by  eINc  program;  female 
users  of  family  ptanr^ng  services  In 
MIC  scN>ol  dlntos  (N  -403) 


Students  in  8dKX>ls  ilrOted  lo  the  clinic; 
all  students  m  both  dlric  schools 
Kvere  black.  Comparison  groirp  of 
black  students  In  sock>eccm)micany 
simitar  juntor  and  smiiof  high 
schools  In  the  same  school  system. 

N  •  667  males  and  1 ,0^  fen'^les  In 
inlerventl^  group,  arxf  944  n^es 
and  ^,002  ferrales  In  oompaftson 
group*  at  basellr^;  906  males  and 
696  fismales  In  Intervention  group, 
and  8M>  males  and  889  females  in 
comparison  group,  at  end  of  project. 


Vajtous-^nchided  from  24%  to  W%  of 
student  pqmlatlon  In  climc  schools ; 
4  sites  had  comparison  groups  from 
sododemographicafly  similar  h^ 
school;  pre<tonlnariily  black  In  5 
sites,  substantial  H^pante  r^rasen- 
tatlon  In  2  sites,  less  than  one-fifth 
white  in  all  sites. 


Assessed  chanf^  over  time  In  birth 
naites        thefemato  studM  pq)- 
utetiOT;  assessed  rmes  of  ggtttmied 
useof  trirth  oontroltnfbinatocilnto 
users.  (No  "pre-posTstatls^al  test- 
ing of  charges  over  time  was  cm- 
c&M:ted;  no  comparts^  group.) 


Self -AlmlnisterBd  questlorTOlrB  coQected 
data  from  ^s&xterte  legaidlngkrKMtf- 
edge  of  and  attitudes  towrand  preg- 
r^ncy  risk  and  oontra^pUve  use, 
seximl  behavior,  and  pregnancy  ex- 
perlenoe.  (Ganges  over  time  In  these 
variables  were  ass^sed,  t^  length 
of  eifpos^m  to  the  dime  prof^m 
Scfiool  system  data  on  prsfp^mles 
among  femaEe  studerts  In  alt  pub8c 
schools  ware  used  to  compare  preg- 
nancy rat^  among  ^nates  In  the  2 
program  sdioote  with  other  Junior 
and  ser^  high  schools. 


Student  health  survey  {seff-raport  question- 
naire) used  In  ^  sites;  assayed 
dir^c  use,  use  of  other  medical  serv- 
ice, rIsk-tiMngbehavkM'S  (e.g.,  drug 
use,  speeding),  sexual  activity,  k^h 
control  use,  pnagrmncy  experlenoe. 
Four  sites  h^  comparable  data  from 
students  in  comparison  schools;  2 
sites  collected  baseline  data  before 
cHrOcs  q>ened  and  posttest  data  2 
years  later. 


^  tf^  «id    tte  3rd  year,  the  t>lrth  rate 
among  tanmtes  In  tl»  dlntos^iootehad 
drqsped  fnrni  79  birtfts  per  1.000  fe- 
m^  to    births  p^  1 ,000: 88.4%  of 
finales  wfio  nsceli^  0(mtr^»eptlves 
from  the  lire  pro^  oontli^red  to  use 
tl^  for  at  least  12  mmths. 
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Slgnifteaf^  Inoeas^  In  knowledge  of  preg- 
nancy if^  and  use  oontraoepdves 
amongstudentslndli^scNxA:^eater 
knowte^^^r^  were  seen  among  those 
with  longer  exposure  to  the  program, 
females  age  IS  and  <Mer  who  ^  not 
bem  sexu^  active  at  the  beg^ng  of 
t  he  profpam  d^ayed  f I  rst  Jntmourse  for 
an  werage  of  7  mof^hs,  when  com- 
pared with  their  peers  In  noncHrte 
scfm^.  Program  Increased  tf»  p^- 
c^age  of  females  who  tended  at 
cflnlc  for  birth  control  servtoes  both  be- 
fore their  first  Interoourse  and  within  a 
month  of  Ir^tlating  sex.  ^  the  end  of  the 
3rd  year,  of  the  pr^ect  r^egnanclm 
among  fematos  In  dlnlc  schools  had 
dedlned  t^  ^0%,  while  ritf  r^  58%  In 
comparison  sdrooi^. 

None  erf  the  cllr^c  school  had  slgr^flcamiy 
higlmr  percentages  of  sexually  active 
students  than  compdrls<m  schools;  at  2 
sites,  students  In  the  dime  school  ra- 
pped slgmncantiy  later  a|^  at  first 
Intercoursethan  studen^lnoomparlson 
echoed.  At  2  sites,  more  students  in 
dln^  8dK>ol  sampfm  r^)orted  using 
birth  control  at  last  Interoourse  than  In 
nondir^  orprsdtryc  samples.  Ho  differ- 
ences In  self-reported  pregnancy  (or 
lmpregnEdkx%  for  males)  rates  were  tourxf 
betwwi  dime  schod  students  and  non- 
dlrdc  or  predfnto  samples. 

CwVnued  on  rwxt 


TJiWa  lO-a^-Evatuations  of  Contraceptive  Provision  Polleles  and  R^ranta— Continued 


study* 


charsdarisUcs 


Partidpanl 
charaeteflstics 


Evaluation 
method 


Content  d^rftw- 
tkm  programs: 
Arnold.  1973 


senlus^eiai..  1988 


Outraach  vvc^icers  diatftb* 
uted  condoms. 


Educational  pfitfnphiel  and 
ord^formnmiiod.  Ta^ 
gotedmatecQuidonaaf 
frae  condoms. 


Adoiesoant  males. 


Compared  fertlttty  rates  In  target  and 
norttar]^t  araas. 


Phone  survey  asking  about  condom 
use. 


Fertility  rate  of  t^ack  adolesoent  females 
ages  10  to  19  (todlnad19peroent 
ocNT^pared  with  no  decrease  In  norv 
taig^ed  art^ 

E(^icat)CKiai  materials  appeared  to  have  rN> 
Impact  w  chan(^  attitudes  related  to 
sexual  behavfof.  The  offer  of  free  con- 
doms  dNI  not  appear  to  Incmase  levels 
irf  saxuaf  intwcourse  or  fncraase  the 
possltrtflty  of  u^ng  oorxloms  at  last 
Intaroo&irsa. 


dtalions  are  llslsd  at  tha  end  of  this  chapter. 

^  is  Important  to  note  that  although  Moore  and  Cal^fl  reported  that  they  tmd  mt^tlple  regression  ar^  explored  eHocts  of  indepandent  variaNae.  they  dW  not  f«jort  how  much  o&ch 
varfable  contrftxjtfid  to  the  outoome  of  Htsrest.  They  dU  rtote.  hotwer.  that  much  of  the  variance  rQmBii\9(i  uneacplatned  ^ar  their  ar^Kfysle  (138). 
^wroes  and  years  of  data  are  axptalned  In  Lundberg  and  Ptetnk^  1990  024h). 

dOnly  the  porlten  of  the  analysis  related  to  the  avtf  laMllty  of  ccmtrweptlon  and  family  planning  $srvices  Is  presentad  hara.  Tl»  impacts  of  various  pdldes  on  marriMa  v.  pwmarftal  birth  and  on 
abortion  wore  also  axptored  (1 24b). 


SOURCE:  OHice  of  Technology  Assoesntant.  1991. 
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clinic  visits,  to  ^courage  <x>ntinued  use  of  contra- 
ceptives, CH-  to  im>vi*k  outreach  through  conununity 
^cation  and  contact  with  local  youdi  groi^) 
(111).  Ibai-oriented  family  planning  clinics  are 
more  likely  to  provide  free  services  to  adolescents 
and  to  see  adolescent  patients  cm  a  walk'in  than 
are  clinics  that  are  less  effective  in  reaching  adoles- 
cents (34). 

Prior  to  a  recent  study  by  Wint»  and  Brccken- 
maker  (223a),  studies  of  family  planning  ^rvices 
with  a  special  emphasis  on  adolescents  had  found 
that  such  services  dononstrote  only  a  minimal 
impact  on  adolescent  pregnancy  rates  or  birth 
control  use  (82,111).  hi  1982,  Chamie  and  col- 
l^igues  used  survey  data  from  family  planning 
clinics  and  county-level  adotescent  population  data 
in  37  counties  across  the  United  States  to  devise  an 
index  of  counties  with  *'high  n^t  nec^'*  (a  high 
proportion  of  the  sexually  active  adolescent  popula- 
tion being  serv^^  by  family  planning  clinics)  versus 
"low  met  need"  (a  low  proportion  of  the  sexually 
active  adolescent  population  being  served  by  family 
planning  clinics)  (34)  (see  table  10-8),  They  then 
compared  the  counties'  level  of  met  need  to  the 
coimties'  adolescent  pregnancy,  abortion,  and  birth 
rates.  Clinics  in  "high-met-need''  counties  were 
more  likely  to  have  special  outreach  and  followup 
programs  for  adolescents^  to  provide  services  to 
minOTS  without  requiring  parental  consent,  to  com- 
bine family  planning  with  other  health  services,  to 
provide  fiee  services  to  adolescents,  and  to  see 
adolescents  on  a  walk-in  basis.  Chamie  and  col- 
leagues found  that  adolescent  pregnancy  rates  in 
low-met-need  counties  were  similar  to  those  in 
high-met-need  counties;  however,  abortions  were 
more  likely  in  •*low-met-need*'  counties  and  births 
more  likely  in  **high-niet-need**  counties.  The 
authors  hypothesized  that  more  of  the  pregnancies  in 
the  **hig^i-met-need''  counties  might  have  been 
intentional,  but  they  did  not  collect  data  on  preg- 
nancy intentions. 

Kisker's  1984  analysis  of  the  same  survey  data 
was  limited  to  those  adolescents  who  had  actuaUy 
used  the  family  planning  clinics  (111)  (see  table 
10-8).  Kisker  found  that  several  factors  character- 
ized family  planning  clinics  that  appeared  to  be  more 
effective  either  in  increasing  the  delay  between 
initiation  of  sexual  intercourse  and  the  receipt  of 
contraceptive  services  or  in  retaining  adolescent 
clients: 


•  location  in  ccmununities  with  ccnnmunity  edu* 
cation  programs* 

•  the  wppoit  of  local  churches  fen*  adolescents* 
use  of  contraceptive  services, 

•  active  reladcmshqis  between  the  clinics  and 
loral  youth  groiq»« 

•  less  travel  tm^  to  die  diniCt 

•  service  available  to  adolescents  on  a  walk-in 
basis,  and 

•  weekend  and  evening  hours  (111). 

Interestingly,  although  adolescents  reported  greater 
satisfaction  with  family  planning  clinics  that  pro- 
vided counseling  and  educioion  (although  not  spe- 
cifically widi  these  el^nents  of  the  clinics*  services), 
the  availability  of  sach  s^vi^  was  associated  with 
a  greater  av^age  delay  between  initiation  of  inter- 
cour%  and  seeking  of  sovices* 

Chamie*s  analysis  and  Kisker's  analysis  were 
both  based  on  retrospective  reporting  by  existing 
family  planning  clinic  programs.  In  1986,  Hereeg- 
Baron  and  colleagues  attempted  to  in^len^nt  and 
evaluate  the  effi^ts  of  special  service  components 
(family  suj^it  and  poiodic  suppOTt)  for  adoles- 
cents in  family  planning  clinics  (82)  (see  table  10-8). 
Unfortunately,  the  smdy  design  was  compromised, 
because  only  36  percent  of  the  group  of  adolescents 
scheduled  to  receive  family  support  services  at- 
tended any  counseling  sessions,  and  only  5  percent 
of  those  who  attended  came  with  a  parent.  The  group 
of  adolescents  that  was  supposed  to  get  periodic 
support  had  been  scheduled  to  receive  six  weekly 
phone  calls  from  staff  to  monitcff  the  adolescents' 
adjustment  to  their  chosen  contraceptive  methods, 
but  an  average  of  only  2.6  contacts  were  actually 
completed.  Perhaps  as  a  result,  there  were  no 
significant  differences  in  regularity  of  contraceptive 
use  or  pregnancy  rates  between  the  special  service 
and  the  control  groups. 

Winter  and  Breckenmaker's  study  in  1991  found, 
however,  that  sites  that  used  experimental  protocols 
developed  by  a  committee  of  family  planning  clinic 
personnel  and  staff  of  the  Family  Health  Council  of 
Central  Pennsylvania  had  Iowct  adolescent  preg- 
nancy rates  than  control  sites  had  (223a)  (s^  table 
10-8).  It  seems  likely  that  the  Pennsylvania  proto- 
cols led  to  more  favorable  results  than  did  the 
intervention  in  the  Herceg-Baron  study  because  the 
Pennsylvania  protocols  actually  made  changes  in  the 
everyday  delivery  of  family  planning  services  rather 
than  adding  on  new  components. 
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Comprehensive  School-Linked  Health  Centers 
(SLHCs) — One  irodel  fen-  cteUvering  family  plan- 
ning ^fvices  to  adolesc^ts  has  ben  the  SLHC,  in 
family  planning  and  othv  health  services  are 
offered  to  students  in  a  clinic  located  on  or  near 
school  grounds.^  Data  describing  tt^  service 
provided  by  SLHCs  are  available  firom  a  1990 
survey  of  153  SLHCs  operating  during  the  1988-89 
school  year,  conducted  by  the  Crater  for  Population 
Options  (9Sa).  Almost  all  of  the  95  respcmcting 
SLHCSt  ^ch  operand  on-site  at  schools*  provided 
counseling  on  biith  control  methods.  About  90 
percrat  of  the  95  SLHCs  conducted  {niegnancy  t^ts 
and  performed  gynecological  examinations,  54  per- 
cent provided  written  prescriptions  for  birth  control 
n^thods,  but  only  21  percrat  actually  dispensed 
cimtn^reptives.  At  some  schools,  clinic  st^  also 
conduct  sex  education  sessiras  in  classrooms.  In 
comi^rison  to  office-based  {diysicians,  SLHCs  may 
have  the  advantage  of  making  health  services  for 
adolescents  more  readily  accessible*  ^>pn>achab!e, 
and  tailored  to  the  specific  needs  of  ^olescents^^ 

One  of  the  earliest  and  most  coir^n^rasive 
SLHCs  was  established  in  two  public  high  schools 
by  the  Maternity  and  Infant  Care  Project  of  St. 
Paul-Ramsey  Hospital  in  St.  Paul,  Minnesota.  The 
St.  Paul  SUiC  program  exen^lifies  a  model  for  the 
provision  of  family  planning  services  and  other 
health  services  at  a  clinic  located  on  the  school  site 
(50).  The  St.  Paul  SLHC  was  begun  as  a  n^ans  of 
jnoviding  pregnancy  prevention  and  care  services 
(e.g.,  prenatal  and  postparftun  care,  STDs,  preg- 
nancy testing,  contraceptive  information,  and  coun- 
sding)  to  the  smdents  at  these  schools,  but  it  was 
rapidly  expanded  to  include  a  more  con^hensive 
range  of  health  services  (e.g.,  immunizations,  gen- 
eral physical  examinations)  (50).^^ 

In  1980,  Edwards  and  colleagues  evaluated  the 
school-based  program  established  by  the  Maternity 
and  Infant  Care  Project  in  St.  Paul  (see  table  10-8). 
They  found  that  the  birth  rate  among  female  students 
served  by  the  clinic  program  dropped  from  79  to  35 


births  per  1,000  students  in  the  first  3  years  oi  the 
program  (SO);  die  biith  rate  dedii^  evoi  fatiba 
over  time,  dro[^g  to  26  bir^  per  1,000  stuctents 
during  die  1983-84  school  year  (86).  Th&  piv^ram 
also  demonstrated  a  very  Mgh  rate  (93  percent)  of 
rqxMted  contrureptive  cominuatiim  among  clinic 
I^icaits  in  the  year  following  the  ;mtiaits*  first  dinic 
visit  (SO).  No  data  were  colleoed  cm  pMgnancy  m 
abortion  rates,  so  it  is  imctear  what  pn^xmion  of  the 
d^line  in  birth  rates  was  due  to  a  decrease  in 
pregnancies  and  wl^  portion  was  due  to  an  incmse 
in  the  use  of  abortion.  Also,  bemuse  birth  ra^  were 
cteclining  nationwide  during  the  time  of  die  study, 
the  lack  of  an  iqqm)priate  con^^nscm  group  limits 
inferences  about  the  validity  of  this  study's  findings. 

A  variation  on  the  St.  Paul  model  of  services  is  die 
Self  Center,  a  clinic  located  near  bmh  a  junior  and  a 
smor  high  school  in  a  low-income  neighborhood  in 
Baltimore,  Maryland  (224).  The  Self  Center  was 
establidml  as  a  pregnancy  invention  dennmstra- 
ticm  {Ht^ject  by  the  School  of  Medicine  at  the  Johns 
Hc^ldns  University.  This  SLHC  made  a  range  of 
rqmxluctive  healdi  care  services  (e.g.,  contraceptive 
counseling,  pregnancy  testing,  provision  of  contra- 
ceptives, educ^onal  programs)  available  after 
school  hours  to  all  smdents  at  the  two  schools.  A 
team  of  clinic  staff  was  assigned  to  each  of  the  two 
schools  to  participate  in  die  schools'  sex  education 
I^ograms,  provide  individual  and  group  counseling 
at  the  schools,  and  follow  up  on  students  who  had 
been  seen  at  the  clinic.  The  Self  Cent^  program  was 
able  to  successfully  gain  participation  among  the 
male  adolescents  in  the  school.  Males  were  most 
likely  to  participate  in  informal  group  discussions 
and  to  meet  individually  with  social  workers  who 
provide  information  on  and  distributed  contracep- 
tive devices  (225). 

In  the  late  1980s»  Zabin  and  colleagues  conducted 
a  relatively  well^designed  evaluation  of  the  Self 
Center  that  compared  Self  Center  students  with  a 
carefully  match^  sample  of  students  from  similar 
urban  Baltimore  sch(K>ls  (227)  (see  table  10-8).  Over 


^As  described  in  ch.  1 5/  'Major  Isn^  Bntaining  lo  tbe  DcUveiy  of  Prinwry  aod  Cotnprciwistvc  Hetlch  Service  lo  Adokscents,*'  in  VoL  HI.  Owe 
aresubstaitliaJvariafMmssoiong  SLHC  f>rognunt.  A)(bou^  all  SLHCiaimtopix>vkfeftwideraxigcof  tiealtbcsfesavioe«t 

varies  and  depcods  largely  ob  cUok  rciourccs»  the  pirttcttlar  needs  of  ibe  ctMnmumty's  acblescenu,  and  local  attitudet  towardii  providing  r^vodi^ve 
lieaHb  services  in  a  scbool-linkcd  settiog. 

'^Ffw  further  discussion,  see  ch.  15.  '*Mfljof  Issues  Fmaim^g  to  the  Dclivoy  of  Primary  and  Comprehensive  Health  Services  to  Adolescents**'  in 

VolEOL 

^''This  expansioo  of  services  away  fitm  a  strict  focus  on  health  smices  has  occtnred  in  mod  SLHCs.  Famity 

planning  and  reproductive  health  care  are  still  typically  ccmsidered  part  of  comprebensive  health  service  delivery  for  adolescents,  however.  For  further 
discussion,  see  cIl  15.  ''Major  Issues  Pntaining  to  the  Delivety  of  Primary  and  Comprehensive  Services  to  Adolescents,*'  in  Vol  m. 
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3  years  of  the  Self  Center*  s  operation,  they  found, 
there  woie  significant  gains  in  sexual  and  eontr^p- 
tive  knowledge  annong  both  boys  and  giiis  at  the 
schools  that  received  classroom-ba^  sex  educiUion 
and  that  were  linked  to  the  clinic.  Adolescent 
females  onoUed  in  the  Self  Center  program  schools 
for  2  years  or  more  were  found  to  be  sigptficantly 
more  likely  to  delay  wxual  activity  (for  an  avo^age 
of  7  montte)  than  adolescent  females  in  the  compar- 
i^n  schools. 

Zabin  and  colleagi^s  also  found  that  Self  Center 
students  increase  their  use  of  contraceptives  and 
WW  more  likely  than  compariscm  snidents  to  visit 
the  clinic  for  contraceptive  counseling  before  initiat- 
ing intercourse  or  in  the  first  few  months  after 
initiating  sexual  activity  (227).  These  results  were 
strongest  for  those  students  wIk>  were  expose  to  Uie 
Self  Center  program  for  2  years  or  more.  Finally, 
Zabin  and  colleagues  found  a  substantial  (30  per- 
cent) drop  in  the  pregnancy  rate  at  the  end  of  3  years 
for  sexually  active  adolescent  females  in  the  Self 
Center  program  schools,  while  conceptions  among 
adolescent  females  in  the  compariscm  schools  in- 
creased significantly  (57  percent)  during  the  same 
time  period. 

In  drawing  conclusions  about  the  overall  effec- 
tiveness of  the  Self  Center  program,  it  is  important 
to  recognize  some  methodological  shortcomings  of 
Zabin  and  colleagues'  evaluation.  First,  the  actual 
numbers  of  adolescents  used  for  statistical  compari- 
sons were  small  because  of  attrition  rates  from  the 
program  schools*  Second,  the  high  school  stiKlents 
involved  in  the  Self  Center  program  were  of 
somewhat  higher  academic  standing  than  those  who 
were  not  involved. 

In  1989,  Kirby,  Waszak,  and  Ziegler  performed  an 
in*<iepth  assessment  of  six  SLHCs  for  the  Center  for 
Population  Options  (110)  (see  table  10-8).  They 
compared  schools  in  which  SLHCs  were  located 
with  sociodemographically  similar  schools  in  the 
same  communities,  and  found  ihal  students  in  the 
SLHC  schools  were  no  more  likely  to  be  sexually 
active  than  their  peers  in  the  comparison  schools 
( 1 1 0),  In  two  of  the  sites,  students  in  the  schools  with 
SLHCs  initiated  sex  at  older  ages  (an  average  of  8 
months  later).  Also,  shidents  in  two  of  the  SLHC 
schools  (those  in  which  the  health  center  staff 
provided  aggressive  outreach  for  contraceptive  edu- 
cation within  the  school)  had  higher  rates  of 
Q  'contraceptive  use  than  the  comparison  groups  did.  In 
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three  SLHC  sites  in  which  contraceptives  were 
dispense,  bowevo-,  sttutooits  did  not  report  higher 
rates  of  contracq>tive  use*  According  to  Kirby  and 
his  colleagues,  these  findings  sugg^  that  the  vaest 
acMssibility  of  contraception  may  not  be  sufficirat 
to  increase  adolescents*  contraceirtive  use  (1 10). 

The  1989  study  by  Kirby,  Waszak,  and  Ziegler 
found  that  none  of  ttie  six  SLHC  programs  had  a 
significant  impact  on  ^cknts*  sexual  activity  or 
self-reported  pregnancy  rates,  not  even  SLHCs  that 
dispensed  contraceptives  onsite  (110).  It  may  be 
in^rtant  to  note,  however,  lUtxaX  the  researchers 
counted  jnegnancy  data  from  all  students  at  the 
schcK)l  and  did  not  just  conq>are  clinic  users  to 
nonusers.  In  the  three  SLHC  schools  in  which  clinic 
users  were  compared  with  nonusers,  contraceptive 
use  was  found  to  l»  higher  among  the  clinic  usm, 
and,  overall,  from  44  to  90  percent  of  the  pregnan- 
cies that  occurred  in  the  stmlent  bodv  occurred  to 
students  who  had  never  attended  the  clinic  (1 10)«  In 
any  event,  the  researchm  concluded  after  careful 
examination  of  the  programs  that  the  jm^grams  were 
not  as  strong  and  integrated  within  the  school  as  they 
needed  to  be  to  lower  ^gnancy  rates. 

In  considering  the  effects  of  SLHCs  on  adolescent 
{negnancy,  it  is  important  to  keep  in  mind  that  the 
greatest  amoimt  of  research  to  date  has  been 
conducted  on  the  SLHC  programs  in  St.  Paul  and 
Baltimore,  tK)th  of  which  were  established  with  the 
explicit  goals  of  reducing  adolescent  pregnancy  and 
parenting.  Otho'  SLHCs — especially  those  that  do 
not  en^hasize  rejn^oductive  health  services — may 
not  be  ^le  to  achieve  the  same  kinds  of  pregnancy- 
related  outcomes.  Furthermore,  many  SLHCs  oper- 
ate only  during  the  academic  year,  are  not  open  afrer 
school  hours,  and  do  not  serve  students  who  have 
dropped  out  of  school.  Because  of  its  off-campus 
location  and  its  after-school  hours  of  operation,  the 
Self  Center  in  Baltimore  was  able  to  avoid  some  of 
these  limitations;  the  avoidance  of  those  limitations 
and  the  Self  Center  program^s  explicit  and  intensive 
focus  on  pregnancy  prevention  may  have  contrib- 
uted to  the  apparent  success  of  this  program  in 
reducing  adolescent  pregnancies. 

SLHCs  have  been  opposed  on  several  grounds. 
There  are  concerns  among  some  o|^>onents  of 
abortion,  for  example,  that  the  real  agenda  of  clinic 
supporters  is  to  promote  abortions  (74);  in  many 
SLHCs,  though,  abortion  counseling  and  referrals 
are  prohibited  (148^  Another  objection  is  that  the 
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providon  of  contraceptive  services  by  a  fomuttive 
public  institution  such  as  a  school  will  legitimate 
early  seiLual  activity.  AroOier  objection  to  SLHCs  is 
&at  most  existing  data  do  not  siq^fKxrt  the  claim  that 
SLHCs  reduce  adol^cent  pregnancy  rates  (65, 1 10). 
Given  die  limitaticms  of  cunent  ev^rac^,  however^ 
it  is  not  possible  to  ccmclude  dut  SLHCs  do  not 
leduce  pregnancy  rates.  Evaluation  deigns  have 
b^  mostly  pretest-posttest  research  deigns  with 
no  com|>arison  groups,  ottd  there  have  teen  limita- 
ticms in  the  types  of  data  collected*^ 

It  has  been  argued  by  some  that  because  of  the 
great  need  for  health  care  in  the  low-income  and 
minority  ccmununities  targeted  for  SLHC  locations, 
families  have  been  reliKrtant  to  prote^  their  »tab- 
lishment  (74).  Unfortunately,  information  about  the 
level  of  community  siq)poit  SLHC  programs  is 
limited*  although  polls  conducted  in  several  States 
have  found  that  over  three-fourths  of  adults  surveyed 
favoced  the  establishment  of  SLHCs  (32,42,135). 

Condom  Distribution  and  Other  Pr<^rams 
Targeted  to  Adolescent  Males^-Contraty  to  popu- 
lar opinion,  a  majority  of  adolescent  males  are  likely 
to  admowledge  diat  ttey  bear  son^  responsibility 
for  preventing  pregnancy  in  their  sexual  relation- 
ships and  say  that  they  are  willing  to  make  use  of 
omtraception  (166)*  Whitley  and  Schofield's  recrat 
n^ta-analysis  of  134  smdies  of  adolescent  contra- 
ceptive use  found  dim  die  major  variables  affecting 
youn^  itiiles'  ccHitrace{^ve  use  pertain  to  oicour- 
agement  by  their  partner  and  favorable  attitudes 
towards  contraception  (221)*  Despite  adolescent 
males'  willingness  to  be  mvolved  in  pregnancy 
prevention,  family  planning  and  oth^  pregnancy 
prevention  programs  have  traditionally  focused  on 
young  women  and  have  even  excluded  adolescent 
males  (47,148). 

Condom  Distribution  Programs — Condom  distri- 
bution programs  targeted  to  males  are  a  notable 
exception  to  the  general  patton  of  male  exclusion 
noted  above,  and  such  programs  have  been  increas- 
ing in  nund)er  in  recent  years.  The  increase  in 
condom  distribution  programs  is  pardy  in  r^x>nse 
to  concerns  about  AIDS  and  other  STDs^  and  pardy 
due  to  the  recognition  by  service  providers  and 
program  planners  that  use  of  condoms  (the  binh 


control  method  most  finequendy  used  by  adokscaus 
at  first  inteicourse)  may  he^  in  tl^  '*vulnaatde 
pmod""  for  many  young  womra  between  initiating 
intercourse  and  seddng  oiha  ccmtracq)tive  services 
(148). 

Condom  distribution  programs  tar^^ted  to  adoles- 
cent  males  have  largely  been  cairied  out  by  family 
planning  service  providers;  distribution  locations 
have  included  clinic  pharmacies,  comnmnity  and 
r^roaticm  centers,  neighbc^ood  shq>s  and  lestau* 
rants,  and  other  places  where  young  moi  gather. 
Some  ]TOgrams  have  used  male  cnitre^  workers  to 
distribute  educ^onal  materials  along  with  the 
condoms,  and  to  encourage  dieir  u%  (148). 

In  1988,  Kirby  and  colleagues  evaluated  a 
gram  that  attempted  to  get  adolescent  males  to  use 
cOTdoms  by  mailing  ordo*  fomis  (109)  (see  table 
10*8).  In  1973,  Arnold's  evaluation  of  a  condom 
distribution  program  using  outreach  wwkers  had 
found  diat  adolescent  males*  use  of  condoms  in- 
creased in  the  area  targeted  by  d^  program  both 
during  its  implementation  and  itt  followup  (10)  (see 
table  10-8).  In  die  condom  distribution  effort  diat 
was  evaluated  by  Kirby  and  coUeagues,  a  sample  of 
adolescent  males  was  sent  an  educational  pan^hlet 
and  an  order  form  for  free  condoms  in  the  mail;  in  a 
followup  interview,  the  males  who  received  dicse 
items  were  no  more  likely  to  report  using  condoms 
than  a  control  group  who  did  not  receive  diem  (109). 
It  seems  clear  from  these  two  examples  that  direct 
distribution  of  condoms  would  lead  to  greato' 
condom  use  than  just  a  mailing  of  order  forms.  But 
these  studies  provide  no  ccmclusive  evidence  of 
condom  distribution  programs*  impact  on  adol^^ 
cent  pregnancy. 

Other  Efforts  To  Offer  Contraceptives  to  Adoles- 
cent Males — Some  efforts  to  involve  young  adoles- 
cent males  in  family  planning  sovices  have  recog- 
nized that  adolescent  and  young  adult  mates  are  not 
likely  to  make  use  of  services  that  they  perceive  to 
be  geared  toward  young  women  and  that  the 
environment  of  programs  diat  ofla  contraceptive 
services  could  be  changed  to  make  young  men  more 
comfortable*  Strategies  such  as  hiring  young  male 
staff  members,  offering  special  male  clinics,  and 
changing  the  physical  environment  (e.g.,  by  i^ow- 


^Scnne  stiu^  for  example,  have  coUcctedl  dm  on  tmttm  to  adok:scetd$  but  have  not  ooltoctcd  data  oa  alt  gdolescmt  pregnaDcies,  leading  to  the 
asserdCHi  diat  lower  hirtb  rales  bave  resulted  exclusively  from  Mi^ier  aboitkm  lates. 

^  "f^fm  further  disaaskm,  see  ch.  9.  *  *  ATOS  and  SexttaUy  TraoBmltttid  Diseases:  Fireveiition  and  Services,  in  this  volume. 
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ing  sports  videos  in  it^  waiting  room)  may  help  to 
reach  this  goal  (1^).  Active  outreach  by  clinic 
providers  to  contact  adotescent  males  through  exist- 
ing recreational,  educaticmal,  employment,  or  health 
^  caie  programs  may  be  iaK>ther  means  of  incmising 
adolescent  males*  utilization  of  contraceptives  (24« 
171),  Ofiering  non-sexuality-^iecific  s^vices  (e«g., 
spom  physicals,  recreational  activities)  may  also 
attract  young  men  to  family  planning  clinics  (14^). 

hi  i^nraal,  there  are  few  data  avmlable  ckMmment- 
ing  the  strategies  on  either  clinic  utilization  or 
impact  of  ct>ntraceptive  use  among  young  males. 
One  effort  in  a  health  maintenance  oi^anization  used 
half  of  a  1-hour  clinic  visit  1^  show  a  higlily  explicit 
slide  and  tape  program*  and  the  other  half  to  provide 
an  edticational  personal  health  consttltati<ui  (38a), 
Participants  and  controls  were  randondy  assigned  to 
conditions  in  this  rare  experin^t  Sexually  active 
tmles  who  received  the  in^oition  were  more 
likely  to  use  a  more  e£fective  method  of  contracep- 
tion, and  aU  particii^ts  had  greats  knowledge  of 
fertility  and  STDs  (38a).  The  program's  effects  were 
g^^rally  stronger  an[K)ng  those  who  had  not  been 
sexually  active  before  the  experiment,  a  finding  that 
suggests  the  wisdom  of  early  int^ention. 

Summary  of  the  Effectiveness  of  Contraceptive 
Provision  Programs — Programs  that  imjvide  con- 
traceptives to  adolescents  show  mixed  results  in 
terms  of  preventing  adolescent  i^egnancies  (see 
table  10-8).  Smdies  of  the  impact  of  subsidized 
family  planning  clinics  on  adolescent  pregnancy 
have  shown  contradictory  results,  so  it  is  difHcult  to 
come  to  conclusicms  about  the  effect  that  these 
[nograms  have  had.  Some  studies  have  found  a 
positive  association  between  the  availability  of 
subsidized  family  planning  services  and  reduced 
adolescent  pregnancy  rates,  and  some  studies  have 
found  a  negative  association.  Family  planning 
clinics  with  a  special  emphasis  on  adolescents  have 
been  found  in  most  studies  to  demonstrate  only  a 
minimal  impact  on  adolescent  conttaceptive  use  or 
pregnancy  rates;  one  recent  study  in  Pennsylvania 
found,  however,  that  protocols  that  made  changes  in 
the  everyday  delivery  of  services  for  adol^cents 
increased  adolescents*  use  of  contraceptives  and 
reduced  their  pregnancy  rates  {2230V  Smdies  of 
SLHCs  that  were  established  with  the  explicit  goal 
of  reducing  adolescent  pregnancy  and  parenting 
have  found  that  such  SLHCs  seem  to  increase 
adolescents'  use  of  contraceptives  but  do  not  always 
^«?duce  pregnancy  rates.  Evaluations  of  condom 
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distribution  jnognuns  wggest  that  an  active  effort  to 
distribute  condoms  is  more  likely  to  get  male 
^lescents  to  use  con(kmi$  than  is  a  more  passive 
effort  sudi  as  ofiering  condoms  through  the  maiL 

Programs  That  Seek  To  Enhance  Adolescents' 
Ufa  Options 

Enhancing  adolescents'  "life  options"  is  an 
approach  to  prevmtiQg  adolescent  pregnamiy  duit 
has  been  proposed  "in  light  of  the  seoning  intracta- 
bility of  adolescent  pregnancy  rates,  d^ite  pro- 
longed effofts  to  e^and  sexual  education  and 
contraceptive  sarvices"  (47a).  This  aiqnoach  is 
based  on  the  assumption  that  young  people  will  not 
be  motivated  to  avoid  early  pregnancy  and  parent- 
hood unless  they  see  altonative  imdiways  to  achiev- 
ing adult  status.  It  is  suppcHled  by  evi(tence  that 
low-income  adolescents  at  risk  for  dropping  out  of 
school  are  also  at  increased  risk  of  earfy  pregnancy 
and  parenthood. 

Available  information  about  the  effectiveness  of 
three  types  of  life  options  {^jproaches  is  presented 
below: 

1)  life  planning  and  decisionmaking  rn-ograms, 

2)  role  modeling  and  mentoring  programs,  and 

3)  youth  employment  i^grams. 

Life  planning  and  decisionmaking  programs  rely 
on  a  curriculum  to  improve  adolescoits*  life  plan- 
ning and  decisionmaking  dulls  so  as  to  enable  ttem 
to  plan  for  alternatives  to  early  parenthood.  The  Life 
Planning  Project  developed  by  the  Center  for 
Populsttion  Options  and  a  pregnancy  prevention 
program  developed  by  the  Girls'  Clubs  of  Santa 
Barbara,  California,  are  two  examples  discussed 
below  (47a). 

Role  model  and  mentonng  programs  such  as  Big 
Brothers  and  Big  Sisters  have  typically  been  de- 
signed to  provide  disadvantaged  young  people 
(males  and  females)  with  positive  role  models  and 
social  support  for  desirable  social  behaviors  (148). 
Such  programs  offer  concrete  assistance  in  the  form 
of  ac^iemic  tutoring  or  job  interviewing  skills.  Most 
of  these  programs  have  not  focused  explicitly  on 
sexual  behavior  or  fwegnancy  pevention,  but  a  few 
programs  discussed  below  explicitly  en^hasize 
responsible  sexual  behavior. 

The  third  kind  of  life  options  programs,  youth 
employment  programs,  offer  their  participants  ac- 
tual woik  experience  along  with  social  support  or 
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imorventions  to  inqxrove  their  life  planning.  One 
example  is  the  Job  Corps  program  f  cnr  economically 
disadvantaged  youth.  This  program,  which  is  acbnin- 
isteied  by  the  Enq>loyii»»it  and  Training  Adminis- 
tration in  the  U.S*  Dqwtn^t  of  Labor,  provide 
en^Ioyment  and  training  in  primarily  residratial 
centers  for  socioeconomically  disadvantaged  people 
ages  16  to  21  (148)*^  Other  examples  of  youth 
en^loyn^nt  programs  discussed  below  aie  the 
fed»ally  functed  Youth  Incentive  ^ititlraKnt  Pro- 
jects, the  Iben  Outreach  Ptogram  (TOP),  and  the 
Sumn^  Training  and  Education  Program  (STEP) 
(148). 

As  noted  earlier,  adolescent  j^gnancy  prevention 
efforts  have  traditionally  focused  on  adolescent 
females,  and  some  have  even  tended  to  exclude 
adolescent  males.  In  contrast,  son^  life  options 
programs  have  included  adolescent  and  young  adult 
males,  recognizing  that  limited  work  and  educa- 
tional oj^>ortunities  may  defeat  young  males' — 
especially  low-income  and  minority  males — 
motivation  to  be  involved  in  parental  responsibili- 
ties (la). 

Life  Planning  and  Decisionmaking  Pn^ams — 
The  Life  Planning  Project  is  a  curricular  fHOgram 
developwi  by  the  Center  for  Population  Options  and 
implemented  in  three  communities  (47a)*  The  major 
objective  of  the  Life  Planning  Project  is  to  help 
adolescrat  participants  avoid  pregnan^^y,  largely  as 
part  of  ptanning  for  their  futures  (148).  Hie  curricu- 
lar materials  emphasize  job  and  career  planning, 
family  planning,  and  methods  of  pregnancy  preven- 
tion through  various  written  exercises  and  group 
activities.  The  Life  Planning  Program  involves  the 
participation  of  a  range  of  youth-serving  agencies  in 
each  community,  whose  staff  have  implemented  the 
curriculum  among  their  adolescent  clients  (148). 
Uke  many  pregnancy  prevention  efforts,  the  Life 
Planning  curriculum  has  not  been  rigorously  evalu- 
ated. The  evaluation  that  has  been  done  suggests  that 
although  the  intervention  may  have  improved  partic- 
ipating adolescents'  knowl^ge,  it  did  not  signifi- 
cantly affect  their  behavior  (148).  Becmise  the 
evaluation  had  no  comparison  or  control  group,  it  is 
unclear  if  even  the  knowledge  gains  were  a  direct 
result  of  the  intervention  itself. 


E^t  Girls'  Clubs  have  inq)lemaited  a  {rcgnancy 
preventi(»Q  program  diat  incIiKies  a  cunicttlum  t^sed 
on  a  ^i^tnkbocd^  entitled  Choices:  A  Teen  Woman's 
Journal  for  Se^-Awareness  and  Personal  Planning 
(18),  which  was  developed  fm  adolesce  finales  by 
the  Girls'  Qubs  of  Santa  Barbara,  CWomia.  The 
"'Choices'*  workbook  provides  adol^cents  with 
written  exercises  and  oti»»r  activitii^  designed  to 
encourage  them  to  tibdnk  about  their  future  work  and 
family  life  axul  to  enhance  dieir  gpal-setting  and 
decisicmmaking  skills  (18).^^  The  {Hi^nancy  preven- 
tion program  includes  two  conqKimmts  fm  younger 
adolescent  females  (motho'-dau^ter  woricshoj^ 
desired  to  enhance  communication  about  sex  and 
a  vari^on  on  the  Postponing  Sexual  Involvement 
{nogram  discussed  earlier)  and  two  con^nents  for 
older  adolescent  females  (the  "'Choices*'  wcnkbook 
and  clinic  services)  (148).  The  Girls'  Clubs  program 
that  includes  die  ''Choices"  curriculum  has  been 
systematically  evalimted  (86).  The  results  of  diat 
evaluation  are  expected  in  the  fall  of  1991. 

Role  Model  and  Mentoring  Pr<^raim — ^Little 
inform^on  is  available  on  the  effectiveness  of 
traditional  role  model  and  mentoring  programs  such 
as  Big  Brothers  and  Big  Sist^  in  reaching  their 
goals  of  encouraging  positive  social  behavior,  and 
none  of  these  programs  have  been  evaluated  for  their 
potential  effect  on  adolescent  pregnancy. 

Innovative  mentoring  programs  that  have  explic- 
itly incorporated  pregnancy  prevention  strategies 
include  the  Athletes  Coaching  Ibens  project  devel- 
c^>ed  in  the  Psychology  I>q)artment  at  Virginia 
Commonwealth  University*  This  program  trains 
high  school  and  college  athletes  to  conduct  sessions 
for  younger  students  on  goal  setting,  life  planning, 
and  responsible  decisionmaking  (39). 

Another  innovative  mentoring  program  that  ex- 
pUcity  encourages  responj^ble  sexual  behavior  is  a 
program  begun  by  the  Urban  League  as  jmt  of  its 
Adolescent  Male  Responsibility  Program  (148). 
College  students  in  Kappa  Alf^a  Psi,  the  national 
black  fraternity,  serve  as  mentors  to  young  adoles- 
cent males,  meeting  with  them  three  evenings  each 
week  and  providing  them  with  remedial  education, 
recpffltional  activities,  and  ccHnmunity  servioe  otyoituni'- 
ties.  The  mentors  speciHcally  en^hasize  responsible 


^A^^tionai  infonnatkm  on  the  Job  Corps  is  presented  in  cb.  19.  '"Tbc  Role  of  Fedml  Agencies  in  Adolescent  Heyth,"  in  VoL  m. 

A  companioo  book  omtled  "Cbflllaiges* '  has  been  developed  for  adolescent  males;  diis  hoA  has  not  beeo  ttsed  as  extenssvety.  however,  and  ihm 
to  be  no  plans  to  evahtate  its  impact  <47). 
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sexual  behavior.  A  similar  project  involving  adoles- 
cent females  with  a  national  black  sorority  (Delta 
Sigma  Hieta)  has  also  been  developed  (148). 

Although  evaluaticms  of  all  duiee  of  the  innovative 
n^toring  projects  identified  above  are  underway, 
data  on  the  impact  of  these  innovative  efforts  on 
Mlolescent  sexual  activity^  contraceptive  use,  or 
pregnancy  were  not  available  as  of  mid- 1991. 

Youth  Employment  Programs—As  noted  above, 
youth  employment  programs  include  large-scale 
federally  funded  programs  such  as  Job  Corps  pro- 
grams,  which  are  inteiui^  to  address  employment 
im>blems  among  socioeconomically  disadvantaged 
young  people  ages  16  to  21  by  teaching  job  skills, 
providing  incentives  to  i^t^loyees,  and  placing 
individuals  in  jobs  (148).  They  also  include  demon- 
stration projects  such  as  the  Summer  Training  and 
Education  Program  (STEP),  which  served  adoles- 
cents in  five  cities,  and  the  Tben  Outieach  Pirogram 
(TOP)  in  St,  Louis  (see  table  10-9). 

Job  Corps  and  Youth  Incentive  Entitlement  Pilot 
Projects — ^Federal  and  other  programs  designed  to 
increase  the  employatility  of  young  people  from 
low  socioeconomic  and  minority  backgrounds  have 
been  in  existence  for  a  number  of  years.  Only 
recently  has  their  potential  for  adolescent  pregnancy 
prevention  been  explored.  This  development  fol- 
lows increasing  awareness  that  a  lack  of  economic 
opportunities  may  influence  the  likelihood  that  an 
adolescent  will  become  (or  will  make  scmeone) 
pregnant.  Most  employment  and  job  training  pro- 
grams  have  not  included  any  explicit  instruction  in 
sex  education  or  family  planning. 

Presumably  because  many  youth  employment 
programs  have  focus^  on  young  males  and  on 
en^loyment,  information  has  not  been  collected  on 
the  impact  of  traditional  youth  employment  pro- 
grams on  adolescents'  fertility  behavior.  One  nota- 
ble exception  is  a  1978  evaluation  of  the  federally 
supported  Job  Corps  program  (148).  That  evaluation 
found  that  participation  in  the  Job  Cotps  seemed  to 
delay  family  formation  and  reduce  the  incidence  of 
out-of-wedlock  childbearing  among  participants  (210). 
Tb  OTA*s  knowledge,  more  recent  evidence  con- 
cerning the  impact  of  participation  in  the  Job  Corps 
on  adolescents'  childbearing  is  not  available. 


Om  more  recent  investigation  considered  the 
iirq>act  on  adolescent  futility  of  the  federally  funded 
Youth  Inc^tive  Entitleimnt  Pilot  Projects.  These 
pilot  proj^ts  provided  jol^  to  economically  disad- 
vantaged high  school  studrats  who  rroiained  in 
school  and  maintained  adequate  levels  of  school 
perfcamance  (158).  The  results  of  the  investigation, 
while  not  conclusive,  seemed  to  indicate  that  adoles- 
cent females  were  more  likely  to  delay  childbearing 
(at  least  until  the  age  of  18)  in  the  conrniunities 
where  the  projects  were  located  than  were  adoles* 
cent  females  in  the  comparison  sites. 

Sionmer  Training  and  Education  Program  (STEP) — 
STCP  is  a  I5-nK>nth  program  developed  to  keep 
disadvantaged  14*  and  IS-yearH)lds  from  dropping 
out  of  school  and  becoming  adolescent  parrats 
(185c)-  With  summer  income  as  an  incentive* 
14-  and  15-yedr-olds  who  are  eligible  for  the  Federal 
Summer  Youth  En^loyment  and  Training  Program 
(SYETP)^  enroll  in  STEP  for  two  consecutive 
summ^  of  remedial  instruction  in  reading  and 
math^  life  skills  instroction  (stressing  responsible 
social  and  sexual  attitudes  and  behavior),  and  work 
experience  combined  with  supportive  services  dur- 
ing the  academic  year  (see  table  1(V9).  Suf^rtive 
services  off^ed  during  the  academic  year  include 
individual  counseling,  group  activities,  woilcshops, 
and  meetings  with  parents  (21,22). 

Developed  and  managed  by  Public/Private  Ven- 
tures, a  private  nonprofit  corporation  in  Philadel- 
phia, STEP  was  firsl  in^lemented  in  a  three-city 
pilot  program  in  the  summer  of  1984  (185c). 
Following  that  successful  pilot,  Public/Private  Ven- 
tures began  a  national  demonstration  of  STEP  in  five 
cities  (Boston,  Fresno,  San  Diego,  Seattle,  and 
Portland,  Oregon).  Half  the  eligible  youth  interested 
in  participating  were  randcnnly  assigned  to  STEP  or 
to  a  control  group  who  particip^ed  in  SYETP*  In 
each  of  the  five  sites,  three  cohorts  of  about  320 
youth  each  are  participating  in  the  program  and 
researeh,  so  there  are  about  4,800  youth  in  the 
demonstration  (18Sb).  Cohort  I  entered  the  program 
in  1985*  Cohort  n  in  1986,  and  Cohort  ni  in  1987. 
The  operational  phase  of  the  pro-am  ended  in 
August  1988  with  Cohort  UVs  second  suimn^  of 
services,  but  the  long*term  research  phase  of  the 
demonstration  (which  includes  the  collection  of 


^^Thc  Poderal  Sostmer  Youdi  EmptoynMitt  and  TrainU^  Progmm  (SYBTP)  is  a  U.S.  D^mmmit  of  Labor  program  antlMfftced  iimter  TtUc  Q-B  of 
tfafe  JobTVainiQgPiMtnOTfaipActJtoff^ 

see  the  section  on  Federal  policies  and  programs  pertaining  to  adolescent  pre;gnan'.y  aid  parcnUng  below. 
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Tabie  10-9— Evaiuatloiis  of  Y5outh  Employfnant  f^onstration  Procrams* 


Piogram 
charactertstics 


Program 
parttoipafts 


Evahiatim 
chatactart^cs 


|yal,198S; 
B^anc^  MHBnor,  and 

S^.  Grossman, 
and  Mimnef.  1988 


PWHfbaf»  1985;  Phil- 
Hberand  Allen, 
1990;PWtt(befan<J 
Allen,  no  <tote 


SummerTiatnb^and  EctttJ^ten  Pro- 
gram (STEP):  Over  a  15-month 
poftod^off^  2oor»ecutlya$yn> 
mars  of  romed^  aducatlon,  m 
skills  Instruction,  and  woik  expe- 
rience plus  rarkHis  suF^)on  serv- 
teas  (e.g..  counseling)  during  the 
school  year.<^ 

Teen  Outreach  Program  (TOP):  An 
after-school  progfamc^fefed  dur- 
ing the  academic  year  two 
majot  components:  1)  a  twice- 
weekly  discusskm  gi^  fed  by 
trained  f»^lltators,  covering  top- 
ics such  as  fe^l V  re^fonshfps, 
peerpfassure»  sexuality,  and  fo- 
cusJng  on  teaching  group  mem- 
bers to  set  rife  goals  and  de^k^ 
plar®  for  reaching  those  goa^; 
and  2)  vokinteer  service  p^ce- 
ment  with  conrnmlty  agendas 
to  provide  parlldpants  with  woric 
expertence  and  opportur^ties  to 
practice  job-related  sliilis  learned 
In  discussion  groups.  Students 
may  earn  credit  toward  gradua* 
tlon  for  parttopatlon  in  TOP. 


14-  to  15-)^-c^  frwn  tow-lncome 
families  fn  fhre  dties  are  at 
i^f^dfonskig  outof  scfm^and 
becoming  ad^escentf»rents.  In 
aa^  of  5  ^tes,  three  cohorts 

im  and  1987)  of  ^xM 
320  yMhB  eeith  ere  participat- 
ing, fc^  a  tcta]<^4,M0^h  in 
ihedamonstration. 
National  swip^  of  }ur^or  and  senior 
hi^  school  stwiems  who  en- 
roHed  voluntarify  in  response  to 
announownwts  or  who  were  iden- 
tified as  being  at  risk  or  poten- 
tiafly  at  risk  for  school  dropout  or 
pregr^fwy  and  emu^ied  oojn- 
selorsorothers,  fnl9S4«,there 
were  148  students  at  7  sites.  In 
1 985-86  444  stt^ients  at  1 6  ^tes: 
In  1986-87, 632  students  at  35 
sites.ln  1987-88, 782  studentsat 
44  sites;  and  in  1^8-89. 1.(^ 
students  at  60  sites,  in  1988-89. 
over  75  percent  of  TOP  partid- 
pants  were  female;  average  age 
15  (range  was  11  to  21).  In 
19^89,  about  40  percent  of 
TOP  participants  were  bl^  40 
percent  were  white;  and  13  per- 
cent wera  Hlspar^;  the  rest  were 
mostty  Asians  or  Native  Ameri- 
cans. About  41  percent  came 
from  nonlntact  famlfles;  sodoec* 
onomic  status  varied. 


Ell^tria  youth  wim  rai^fomly 
signed  to  STEP  or  to  a  oontioi 
group  (remecftal  ac&icatlon  and 
summer  wcMk  experiwm  only).^ 
RixDngs  are  basadon  mstropofi- 
tan  achiG^emarriestsoofas*  STEP 
(^^estionna^re  raq>onsas.  ^k>oI 
leoonls,  and  piM  program  Inter- 
vtews. 

Years  1-4:  TOP  fwrttefpants  wars 
ccmipared  with  stiMtents  in  vart* 
otffily  matched  compartson 
gnnips.^  The  evaluatiof^  moni- 
tored four  outome  variolas  for 
TOP  students  and  th^r  omparl- 
sons;  school  ^isp&r^n,  f^bire 
of  oourses  In  scho<^.  dropping 
out  of  school,  and  pregnant. 
Ysar  5  (1980-90):  Smne  as  In 
years  1-4,  but  widttlonal  out- 
come variai^  were  me^red.s 
At  5  TOP  r^icatkffY  sites,  stu- 
dents were  randomly  assigned  to 
e^ther  TOP  (79  Sudanis)  or  to  a 
a>ntroi  gnnip  (89  students). 


^  tf^  titort  term,  STEP  stanrmad 
partta^^ants*  aoadsrrde  tossas  and 
increased  thatr  knowledge  of  con- 
traoBpttoaOonctorvafltatamants 
reganeflng  STEPa  tong-tann  im- 
pacts on  dropoA  rates  andlMRty^ 
rotated  behavk^  nuist  await  conv 
pletonofthe^dy* 

Years  l^avak^mts  found  positive 
remits  ammg  TOP  participants. 
Yter  5  evakiation  found  similar 
results  In  the  national  sample.'^ 
At  the  5  random  assignment  slt^, 
TOPpartio^nlshad^tomtly 
kiwer  s^fooi  su^)endm  anast 
and  ware  more  likely  to  get  an 
award.  Other  differences  were 
not  statistlcaHy  stgr^flcant.  Find- 
ings from  y9ar6oftha  evaluation 
will  not  be  available  until  after 
1992. 


V 


"Fun  dtattons  ara  ilstsd  at  tha  and  of  this  chaptsr. 

^'^^iJ^^i^Zj^^^,  T"^  ^  'llfLi'^'"  r«m8dlatlon  and  Ute  skills  dasi»8  and  ha«  thoir  tim«  in  w«k  «xp«ri«)«.  A«  ytHrth  an»  paid  mlnimu.r>  wag.  tor  iheir 

JThaoparaMonalphasaofresMreiiandadinAjs^  "•«wr««»oum^i™scra«y»ar. 
^fzLl^L^I^'^  ^  local  a«npariKw>  group  at  tha  baginnins  of  tha  school  yaar,  prafsrabfy  using  trua  random  asstanmanl  preceduras  (163a)  In  soma  altas  whara 
SS-?&'^'taSSJ^f«"Sr'  '^^"^ ^  tham«^.  nalSing  young  paopf-  ^7i9^^^S!Zi^^i^^ 

^"'^"^  mo«        to  ba  t^ma,.  than  compartsor.  ^  {78  pa^«»nt  v.  67.5  pa«»m,  and  war.  s^mj 

h7^h^H^^!n!lZ^J^  ^r-achod  acthrftlas.  gatting  an  award,  jotting  on  tha  honor  rola,  and  adueationa)  asptattons. 

SOURCE:  Office  of  Tschmlogy  Assessment.  1991 . 
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school  records  data  and  data  from  personal  recOTds) 
will  not  be  completed  until  1993, 

Preliminary  findings  issued  in  the  sumn^  of 
1988  woe  t^sed  on  four  groups  of  data  for  each 
cohort:  pre-  ami  pcst^sumix^  metropolitan  achieve- 
n^t  test  scores,  STEP  questicmnaire  responds, 
school  records  and  postprogram  interviews  (185c). 
The%  preliminary  findings  indicate  that  STEP  was 
most  effective  in  stemming  partkipants'  academic 
losses  over  the  sumimr  and  in  sharply  increasing 
then:  knowledge  of  contraception.  The  proliminaiy 
results  are  crasistent  with  the  hypothesis  that  STEP 
reduces  dropout  behavior  but  are  based  on  small 
nunibers  and  are  not  statistically  significant*  Con- 
sistent eff^ts  on  STEP  participants*  fertility-related 
behavior  were  not  found  in  {neliminaiy  results. 
Nevertheless,  final  conclu^ons  about  STEP'S  long- 
term  effects  on  dropout  and  fertility  behavior  must 
await  the  completion  of  the  research. 

Teen  Outreach  Program  (TOP}— TOP  is  an 
after-school  program  designed  to  prevent  early 
pregnancy^  to  encourage  regular  attendance  in 
school,  and  generally  to  promote  life  options  among 
junior  and  senior  high  school  students  at  risk  of 
school  dropout  or  pregnancy  (163a).  The  program 
was  begun  in  1978  as  a  collaborative  effort  between 
the  Danfoith  Foundation  and  the  St*  Louis  public 
school  system*  In  1983,  funding  was  provided  by  the 
C3iarles  Stewart  Mott  Foundation  to  begin  a  S-year 
national  replication  of  TOP.  In  1987,  a  second  3-year 
national  replication  began  under  the  direction  of  the 
Association  of  Junior  Leagues  International  and  the 
American  Association  of  School  Administrators. 

TOP  consists  of  two  major  components:  1 )  small 
group  discussions  about  life  planning^  relationships, 
peer  pressure*  sexuality,  and  parenting  and  2) 
volunteer  service  experience  {163a).  A  twice- 
weekly  discussion  group  is  led  by  a  trained  facilita- 
tor,^^ who  uses  a  variety  of  strategies  (e.g.*  group 
exercises,  role-playing,  and  homework)  to  teach 
group  members  how  to  set  realistic  life  goals  and 
develop  plans  for  reaching  those  goals.  Weekly 
volimteer  service  placement  for  the  last  three- 
quarters  of  the  academic  year  provides  TOP  partici- 
pants with  real  work  experience  and  an  opportunity 
to  practice  job-related  skills  learned  in  the  discus- 
sion groups.  Volunteer  placements  for  participants 


are  idoitified  by  the  tiBined  facilitators,  who  also 
supervise  tte  placen^nt  jHocess. 

The  numbo*  of  TOP  sites  iiu^reased  from  7  in  the 
1984*85  school  year  to  24  in  1983-86  to  35  in 
1986-87  to  44  in  1987-88  to  60  in  1988-89,  to  an 
estimated  87  in  1989-90  (163a).  TOP  evaluations  in 
tte  first  4  years  monit<»ed  four  cmtcon^:  sdiool 
suspensicm,  failure  of  courses  in  school,  dioj^ring 
out  of  sdiool,  and  piegnancks.  Hie  evaluation  data 
were  fairly  consistoitly  positive  ( 164a).  The  range  in 
the  types  of  studrats  enrolled  at  die  differmt  TOP 
r^lication  sites  and  the  variability  in  the  coxi9)ari- 
son  groups  at  the  different  sites  make  interfHtting 
the  results  of  these  evaluations  difficult*  Students  at 
some  sites  volunte^ed  entirely  on  their  own  to 
particif^te  in  TOP;  at  other  sites,  studrats  were 
enroll^  in  the  program  by  counselors  or  others. 
Some  evaluates  asked  studrat  partic^}ants  to  iden* 
tify  their  own  matched  con:q>arison$  by  naming 
someone  who  would  be  likely  to  fiU  out  intake  forms 
**about  like  you  did/*  Other  evaluators  recmited 
com[wison  students  as  a  group  from  other  classes 
(164). 

The  1989-90  evaluation  of  TOP  monitored  the 
four  outcomes  noted  above  plus  several  others, 
including  having  sexual  intocourse  and  using  con*^ 
traception  whra  sexually  active*  In  this  evaluation, 
five  of  the  TOP  replication  sites  existing  at  that  time 
were  able  to  conduct  a  true  experiment  by  randomly 
assigmng  at-risk  stu^nts  to  either  TOP  or  a  control 
group(163a,164XTheresultsof  the  1989-90  cvahia- 
tion  appear  somewhat  less  promising  than  results 
suggested  by  aggregate  data  from  the  previous  4 
years.  In  all  randomized  and  nonrandomized  sites 
combined,  evaluators  found  significant  differences 
between  TOP  participants  and  con^arison  students 
in  four  indicators:  school  suspension  rates,  school 
failure  rates,  school  droiK>ut  iBtes,  and  pregnancy 
rates.  At  the  five  sites  with  randomization,  evaluat- 
ors found  that  TOP  participants  had  lower  sdiool 
suspension  and  failure  rates  than  control  group 
students  but  did  not  have  lower  dropout  or  preg- 
nancy r^es.  It  is  important  to  note,  however,  that  the 
five  sites  with  randomization  included  only  79  TOP 
participants  and  89  controls.  This  small  number  of 
students  across  five  different  sites  makes  it  difficult 
to  detect  differences  in  such  low  frequency  events  as 
pregnancy. 


Q    *^AU  tbc  facilitators  for  TOP  are  specially  trained  sccondafy  sctKiol  teacto^. 


11-394  #  AtMBsim  Health— Vblme  11:  BackgmundandtheEffectimBSS  of  Select  Prmntkm  and  Trntntant  Services 


Summary  of  the  Effectiveness  of  Programs 
That  Seek  lb  Devdop  Adolescoits'Life  Options— 
DefinUive  conclusions  about  die  effectivo^ss  of  life 
qitkms  piogiaim  are  difi^ult  to  draw  in  part 
because  such  programs  are  more  difficult  to  evaliiate 
ttian  programs  widi  a  narrower  focus  and  in  part 
because  souk  evaluatiims  are  still  underway.  None- 
tlttl^t  somt  of  dieK  programs  do  seem  to  stK)w 
promise*  Life  planning  and  decisionmaking  intet*- 
voiticms  that  do  not  provide  work  experioice  are 
probably  successfiil  than  &ose  th^  do  provide 
such  experioice*  One  youUi  enq>lc^n^t  {nogram, 
the  Job  OffpSt  seen^  to  delay  famify  formation  and 
reduce  out-of-wedlock  childbearing  among  partici- 
pants, but  the  evaluation  of  that  program  was 
perforxT^  in  1978,  An  evaluation  of  the  federally 
funded  Youth  Incentive  Entitlemeat  Ptojects  found 
that  adolescent  females  in  the  communities  wh^ 
the  jHTojects  were  located  were  more  likely  to  delay 
childbearing  dian  females  in  comi»rison  sites. 
Preliminary  findings  from  an  evaluation  of  the 
Sumrn^  Training  and  Education  Program  (STEP) 
indicate  fliat  the  program  reduces  14-  to  15-year-old 
participants'  academic  losses  ov^  the  summer  and 
increases  their  knowledge  of  contraception*  but  the 
evaluaticm  of  that  i^ogram  has  not  been  completed, 
and  it  is  too  early  to  draw  conclusions  about  STEP*s 
long-term  inq>act  on  drq>out  m  fertility  behavior. 
An  evaluation  of  die  Iben  Outreach  Plrogram  (TOP) 
suggests  that  this  program  is  somewhat  prmnising  in 
terms  of  reducing  pregnancies  and  school  problems, 
but  methodologies  problems  in  the  evaluation  make 
it  difficult  to  draw  definitive  conclusions  about  its 
effectiveness  in  reducing  pregnancies.  Role  mc^lel 
and  mentoring  jrojects  that  emphasize  responsible 
sexual  behavior  are  a  recent  inxK>vation,  and  data  on 
their  effects  on  adolescents*  sexual  behavior  are  only 
beginning  to  be  collect. 

Economic  Incentive  Programs 

A  controvei^ial  and  experin^tal  approach  to 
preventing  second  pregnancies  among  low-income 
adolescents  who  have  already  been  pregnant  before 
the  age  of  16  was  developed  b^  the  Rocky  Mountain 
Plann^  Parenthood  program  (101).  This  fnogram, 
called  Dollar-a-Day,  uses  money  to  attract  adoles- 
cent females  to  attend  a  voluntary  weekly  mating 
led  by  professional  counselors.  Dr.  Jeff  Dolgan,  then 
director  for  the  Denver  Children's  Home,  proposed 


this  ]m>gmm  after  woddng  widi  adolescoits  who  got 
pregnant  and  showed  little  n^^ti^^tion  to  prevoit 
future  preipianciM*  He  a^ed  the  miotescents  wt^ 
would  take  to  get  than  to  come  to  a  voluntaiy 
pro^aro,  and  dieir  response  was  thstf  it  would  take 
mcmey  *  Eveiy  week«  adotescents  who  att»id  Ddlar- 
a-£tey  weekly  n^tinp  are  given  7  $1  bills  for  not 
beccmting  pregnant  The  assun^Kicni  bdng  m^  is 
that  adolescrats  who  attend  diese  me^gs  will 
receive  supprat  and  peer  pressure  not  to  becc»ne 
pregnant  from  other  adoles<^nts«  By  helping  dday 
furdio-  {pregnancies,  the  program  claims  to  *'buy 
time''  for  high-risk  adolescents,  allowing  them  to 
mature  CTMtionally  and  to  finish  or  return  to  school 
It  is  hoped  diat  participants  wiU  discovor  that 
parenthocKl  is  not  the  ^lution  to  their  proUems. 

Although  no  formal  evaluaticm  was  done^  reccmis 
on  pregnancy  rates  for  program  particq>ant8  have 
been  kept  Of  the  56  adolescents  who  conq>leted  the 
program*  9  girls  (17  pm^t)  have  become  pregnant 
Ptx>gram  designos  compare  these  percentages  with 
national  statistics  on  repeat  pregnancies,  which  the 
Alan  Guttmacber  Institute  estimates  to  be  between 
37  and  SO  perrant  (148).  The  program  piopcHients 
claim  that  die  program  is  successful  and  that  the 
weekly  groups  and  not  the  mraey  are  responsible  for 
averted  births.  Their  evaluation  lacks  an  experimen- 
tal control  group,  however,  and  it  appears  that  diey 
include  {Hegnancy  statistics  only  on  those  adoles- 
cents who  graduate  from  the  program  and  do  not 
account  fOT  the  pregnancy  rates  of  those  adolescents 
who  drop  out  of  the  program.  A  similar  program,  the 
Cash  Awards  for  Tbem  Who  Stay  Program,  is  being 
administered  in  Florida  (185). 

Conclusions  About  the  Effectiveness  of  Programs 
To  Prevent  Adolescent  Pregnancy 

The  prevention  of  adolescent  pregnancy  would 
result  in  fewer  births  to  adolescents  and  would 
also  result  in  fewer  abortions  (148).  Unfortunately, 
however,  a  political  consrasus  in  this  country  about 
how  to  prevent  adolescent  pregnancy  has  not  been — 
and  may  never  be— reached.^  As  Dryfoos  notes  in 
her  recent  comparative  review  of  prevention  pro- 
grams for  delinquency,  substance  abuse,  and  preg- 
nancy, **Clearly,  when  sex  enters  the  scene,  the 
situation  becomes  complicate'"  (47a). 


^Ib  scmK  exteai,  this  Iftck  of  cofisenm  Is  rvOeclcd  in  M 
Q — !  disctttsed  later  in  tbis  cluqHer. 
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I>yf(K>s  notes  a  schmn  between  |K>litical  **liber«* 
als**  and  **conservativcs''  on  the  issue  of  adolMcent 
pegnancy  imventicm  (47a).  Many  cons^ativ^ 
take  die  position  that  gov^nmeist  inippoit  fm  sex 
education  and  contiw^ptira  weakens  family  ties 
and  encourages  promiscuity  and  tbdX  govemn^t 
initiatives  should  encourage  adolescents  to  abstain 
£tom  sexual  inteicoune.  Many  liberals  agree  that 
encouraging  adolescents  to  delay  sexual  intmrourse 
until  full  adulthood  would  be  pref^le,  but  are 
alamied  by  die  consequences  of  unim)tected  ^des- 
cent sexuality  (i.e.,  pregnancy,  AIDS,  STDs)  and 
believe  ^hai  society*s  approach  should  go  beyond 
relying  on  the  abstinrace  message  alone.  Scholars 
are  genCTally  frighten^  away  ftom  the  topic  of 
a<k>lescem  sexuality,  and  as  one  result,  there  is  little 
scientifically  valid  evaluation  of  pregnancy  preven- 
tion programs;  the  paucity  of  mediodologically 
sound  research  makes  drawing  definitive  conclu- 
sions about  what  works  difficult  (47a,107a,148). 

The  National  Academy  of  Sciences'  Panel  on 
Adolescent  Pregnancy  and  Childbearing  concluded 
in  1987  that  **iw^vention  of  adolescent  pregnancy 
should  have  the  highest  priority''  (see  box  10-C  for 
the  panel's  six  gen»al  conclusions).  While  noting 
the  lack  of  rigorous  evaluative  efforts,  the  panel  felt 
there  was  an  adequate  basis  at  that  time  for  making 
recommendations  about  strategies  to  prevent  adoles- 
cent pregnancy  (148).  The  three  general  strategies 
that  the  panel  felt  could  lead  to  a  reduction  in  the  rate 
of  adolescent  pregnancies  were  as  follows: 

1)  enhance  the  life  options  of  disadvantaged 
adolescents, 

2)  delay  the  initiation  of  sexual  activity,  and 

3)  encourage  contraceptive  use  by  sexually  ac- 
tive teenagers  (148). 

Diligent  contraceptive  use**  by  adolescents  was 
considered  to  be  the  most  effective  of  these  preg- 
nancy prevention  interventions,  but  no  program 
elen^nt  alone  was  considered  to  be  sufRcient,  and 
specific  approaches  for  implementing  the  three 
strategies  were  provided  (148),  Central  to  all  the 
strategies  emln^aced  by  the  National  Academy  of 
Sciences  panel  was  **the  need  for  teenagers  them- 


selves to  embr^  values  that  lead  to  responsible, 
healdiy,  and  productive  lives,  including  the  avoid- 
ance of  unplanned  and  untimely  parenting,  and  to  be 
steadfost  in  dieir  belief  tibat  diey  am  achieve  their 
goals"  (148).  Parcau,  other  family  members,  and 
community  and  societal  mmns  were  seen  as  playing 
a  key  role  in  t^lping  young  people  acquire  and 
maintain  those  values^^ 

Following  her  nK>re  xecent  review  of  pregnancy 
prevention  intervedations,  Diyfoos  drew  c<niclusions 
similar  to  those  of  the  National  Academy  of  Sci- 
ences' Panel  on  Adolescent  Pregnancy  and  Child- 
bearing,  with  emphases  on  early  intervoition  (no 
latCT  than  the  middle  school  years),  tibe  use  of 
multiple  approaches,  and  confidential  access  to 
contraceptives  (47a)^  As  Dryfoos  notes: 

No  one  pn^ram  compMmt  will  be  sufficient  In 
every  community,  young  people  shoukl  have  access 
to  a  package  of  ^rvi^s  that  include  both  cq^ity- 
building^  and  lifen^pticai"  compcments  (47a). 

Similarly,  in  a  review  of  the  effectiveness  of 
sexuality  education  programs,  Kirby  concluded  that 
such  programs  must  do  more  than  increase  knowl- 
edge: 

Programs  must  help  adolescents  persmalize  that 
infonnaticm»  improve  their  decisionmaking  and  com- 
municaticsi  skills,  increase  their  motivation  either  to 
avoid  sex  or  to  use  birth  control,  change  their 
perc^son  of  pc^  group  norms  reganling  having  sex 
and  using  condoms,  and  therefore  reduce  their 
risk-taking  behavior  (107a). 

Further,  Kirby  noted  that  sex  education  programs 
will  probably  be  more  effective  if  they  involve 
adolescmts  in  both  shying  the  programs  and 
jMomoting  (he  programs'  goals,  and  incorporate 
community  wide  strategies  that  are  both  multifac- 
eted  and  mutually  reinforcing  (e.g.,  215)  (107a). 
Kirby  *s  review  did  not  examine  die  eff(^tiveness  of 
actually  providing  contraceptives  to  adolescents, 
although  his  conclusion  that  their  use  should  be 
encoura^  suggests  support  for  providing  contra- 
ceptives to  sexually  ^tive  adolescents  (107a). 


»ll      «OT  to  some  thai  the  ose  of  eontiiic^ 
(and  avoktancc  of  other  oegative  cooseqt^occs  of  tu^pmtected  sexual  iotercouisc).  the  use  of  contraception  by  those  aftolesccots      mt  scxtiaDy  active 
can  be  seen  as  res^mible  and  healtfi-piomotu^. 

•^Capadly-boiJding  iochtdes  impanicig  knowledge  about  human  sexuality  and  cootnicqnive  use  ami  devck^ii^  decisioismakiQg  skills, 
•nifc  c^ton  coiqioncJiis  inclttde  devdc^ii^  alolesceots'  moHvoHan  not  to  cot  shnt  tfieir  developmental  trajw^wy  by  pnanaimtly  beconnnff 
^wegnant  dsOlot parents  and  helpiqg  ^olescents  to  develop  the  shUs  to  fulfill  their  (scmietiiiies  new-lbund)  life  ambitions. 

-  '-■  A  >, 
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Box  10-C—Tke  Six  Gemd  Cmieta^m  ^Ae  NiOomd  Acedem  ^Sdenees'  Paul 

onAdoUseentPregsancyandChildbauing 

Qa  the  hiBisof2ye»8  of  review.  aaslyfis,tiiddeb^ 
Piteaiiancv  md  ChUdhMrfiiy  leadied  A  ganisMl  ennrfnrioM  that  miAaHfa      of  If  giaeMfe  ««i«liirfnnT 
iwfflimwwIaftnnH  ftf  pcdteieg  cd  pwgnnig; 

1.  Preventkn  of  adotegcent  ^tgamey  sbootd  bare  the  holiest  priority.  In  twth  tusnao  and  niooetaiy 
tenM.it  i»le«  tartly  to  prevcrtiKegnincyaian  to  <»p^ 
a  Rpeit  pregnmcy  thin  to  trest  ifae  oooopoooded  problema. 

2.SeigMUy8dtveteaagers.bottboy8ttBdgiris,nee^ 
to  do  so.  Bk^,  regBlar,  and  efifociive  uuuiimx^vt  use  results  in  fewer  imhtfimdrd  pregnandes.  Delaying  the 
inittatkin  of  serod  activity  wiD  alio  redroetibeinrikkaicg  of  pregnaMy,  to 

to  e£EBCtive](y  discomage  unmanied  teeaagen  ftom  initiating  ii^ercoisrse.  Most  young  peqple  do  become  soxualfy 
active  duxing  ti»ir  teenage  years.  Tberefore,  making  oootraoBpcive  methods  availat^  ami  accessibte  to  those  wiio 
m  sexnally  active  and  encoonging  diem  to  dill^Botly  use  diese  methods  is  d»  surest  strata  for  jsvgnmcy 
piweulkio. 

S.SodelymiHt  anrfd  treating  adolescCTtpregnaiKiy  as  a  prohlempecidiar  to  teenage 
of  dw  high-iisk  pofnMaa  naist  faKhide  boys.  Thdx  att^des,  motivatioas,  and  befaavicff  are  as  oential  to  die 
IsoUeiiis  as  those  (tf  dwir  feinale  paitneis,  and  tt»y 

4.  l%ere  Is  oo  shigle  approMb  or  qftkk  fix  to  solving  all  the  problems  of  earty  imiBteitded  pregnmcy 
andcfatfdhearing.  Wewifloominigtoneodaoouipidieni^veaiTayof  pdiciwandpr^^ 
charactgiaticgof  oonannnities  indtoti»  dreiHuidMiitys  of  teenagars  fimm  diffimBnt  goeial,  fahnrai,  ynrf  yt^inntffiT- 
biM*gwiBds«idofiBflBBcmige&.Bfic«^ 

activity,  pregnancy,  and  diildbeuing  hi  d»  same  way.  Our  broad  goal  is  the  same  ft»  an  young  pec^  duu  djey 
davdy  the  iieceaiaiy  qgiddlMes  to  pake  and 

bdnvto.  Ihe  stnd^ies  for  aehievii^  these  gods  and  the  speclfo  hoavottkiiis  n>  ca^ 
be  sensitive  to  di£feietiOBS  in  vafaies,  attitiHles,  aid  cgqpexiaKes  ai^^ 

5.  If  tradeoflis  are  to  be  made  hi  addra^faig  Ite  specU  iKeds  of  imt  groop  0^ 

tw  given  to  those  for  whom  the  coosequencesofanearfy  unintended  pregnancy  and  biil^ 

severe:  young  adolesceots  and  those  from  the  most  saaaS^  and  gconnmifntty  rfkarfvantnggd  haru^t^ft^f 

Inmany  ways,  d»se  at  highest  risk  are  hardest  to  seive.  yet  di^  are  also  die  groups  tfiat  have  been  shown 
most 

6.  Ref^KMidbntty  for  addressii^  the  pnrfrtenK  ot  «toi«so^  pregmiKy  and  chfidhearfa^  should  be 
shared  among  Individuals.  famOies,  volontary  oiipmfaaftens,  ONnmunlties.  and  govmnnents.  In  die  United 
States,  weplaee  a  fa^  piiodiy  onensuring  theiigtesof  hidhddoal8n>  boU  dififta^ 

to  raise  tiicir  chOdicn  according  to  ttaet  own  beUe&  TherefonB,  publk  policies  sbodd  a£Bnn  die  role  and 
leawnrihUitv  of  fiuniltet  to  teach  hnman  vahies.  Berieral  and  Stata  gofvwumwtfg  fnA  ryiff n^iplty  ffftytffwtjffltn  ghgoM 
fufflenwit  nofaer  dun  detrsct  fiom  dut  lolei 

SOURCE!  Wdflml  Aadamy  rf  Sdeaaei.  tia&ma  B«Mtrii  rSamirit,  f!nmm«Mta«      n^i^rf,^  f.^  ^fffncpt  tnd  EdnctMcp. 

CianBatwoBC«MPBVtIopuie«Rete«cfcii^ 

AMetemSem^,  Prtgimey,andCUU&eving,  Vobaael,  CJ>.  Hijnes  (eiL>  (WMtiiQgtta,  DC:  Nukmil  Academy  Pkm,  i«g7). 


Thus,  a  consensus  is  growing  among  scholars 
who  have  examined  the  pregnancy  prevention  litera- 
ture that  there  is  no  "magic  bullet"  for  preventing 
adolescent  pregnancy.  Rather,  a  realistic  approach 
that  acknowledges  that  adolescents  should  be  pro- 
tected firom  the  risks  of  unjnotected  sexual  inter- 
course and  at  the  same  time  strongly  encouraged  to 
delay  the  initiation  of  sexual  intercourse  s^ms 
essential.  Shon-tenn  widi  a  limited  focus ' 
e.ff.,  didactic  sexuality  education  interventions  that 
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seek  to  improve  knowledge  and  foster  health- 
promoting,  le^Kmsible  attitudes;  life-^dlls  deci- 
sionmaking interventions  that  teach  adolescents 
how  to  deal  with  pressure  to  have  sex  or  unprotected 
sex;  and  parent-child  communication  programs — do 
not  appear  to  be  able  on  their  own  to  do  very  much 
about  reducing  the  high  incidence  of  adolesc^t 
pnegnancy,  although  each  of  these  program  types 
shows  some  positive  efTi^ts.  One  promising  preg- 
nancy prevention  intervention  was  the  South  Caro- 
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Una  program  that  involved  the  provision  of  informa- 
tion and  contraceptives,  and  involved  pjffoits,  teach- 
ers, as  well  as  adolesc^ts  as  partici|>ants.  TTiis 
model  did  not  include  job  and  life  skills  training; 
other  studies  suggest  that  job  and  life  skills  training 
may  be  able  to  increase  adolescents'  motivation  to 
avoid  early  pregnancy  and  childbearing. 

The  evidence  on  risk  factors  discussed  above 
suggests  fliat,  as  noted  by  the  National  Academy  of 
Sciences  panel,  different  adolescents  will  have 
different  needs,  depending  on  their  age,  gender, 
socioeconoi  Ac  status,  cultural  background,  and 
community  of  residence.  Although  more  scientifi- 
cally valid  research  is  sorely  needed,  enough  evi- 
dence exists  to  guide  communities  and  national 
poUcymaken  in  their  search  for  approaches  that  can 
lower  adolescent  jnegnancy  rates.  Clearly,  the  fig- 
ures presented  earlier  in  this  chapter  (on  increasing 
sexual  experience  rates  among  adolescents;  parent 
inconsistent  use  of  contraceptives;  persistentiy  high 
adolescent  pregnancy  and  birth  rates;  and  clearly 
increasing  levels  of  out-of-wedlock  births)  make  an 
exceUent  case  for  ending  the  largely  timid  approach 
of  the  present.  Fmally,  it  may  be  important  to  go 
beyond  "programs."  Rather  than  simply  being 
replicated  in  isolation,  each  of  the  successful  inter- 
ventions can  be  used  to  inform  a  general  apim>ach  to 
working  with  adolescents. 

Programs  Designed  To  Prevent  Negative 
Outcomes  of  Adolescent  Pregnancy 
and  Parenttiood 

Approximately  one  million  U.S.  adolescents  be- 
come pregnant  each  year.  Interventions  to  reduce  the 
likelihood  of  negative  outcomes  of  adolescent  preg- 
nancy and  childbearing  for  the  young  female,  her 
offspring,  or  her  partner  take  four  general  ap- 
{^aches: 

•  providing  pregnant  adolescents  with  alterna- 
tives to  parenthood  by  offering  abortion  or 
adoption  services; 


•  ensuring  that  pregnant  adolescents  have  ade- 
quate prenatal  and  othCT  matcniiiy  care  serv- 
ices**; 

•  offering  pregnant  and  parenting  adolescents 
specific  types  of  services  that  might  help  fliem 
(e.g.,  educational  services  or  job  training  and 
employment  services  or  social  support  services 
or  housing,  child  care,  or  tranqwitatira)*';  and 

•  providing  pregnant  or  parenting  adolescents 
with  health  and  a  wide  range  of  otiier  services 
in  a  comjffehensive  smic«  program. 

These  approaches  are  discussed  further  below. 

Programs  That  Ofter  Alternatives  to  Parenlhooil 

Programs  That  Offer  Abortions— For  females 
who  become  pregnant  and  do  not  wish  to  beconae 
]KU«nts  voluntary  jH-cgnancy  termination  by  induced 
abortion  became  a  nationally  legal  option  following 
the  U.S.  Siqneme  Court's  1973  decision  in  Roe  v. 
Wade  [410  U.S.  113  (1973)1.«»  Although  this 
alternative  is  charged  with  controversy,  especially 
for  adolescents  who  are  legal  minors,  in  recent  years 
it  has  been  widely  used  by  substantial  nunibers  of 
adolescents  who  become  pregnant,  as  was  discussed 
earlier. 

Legal  abortions  in  the  United  Slates  are  performed 
in  hospitals  (as  inpatient  and  outpatient  procedures), 
in  abortion  and  other  clinics,  and  in  private  physi- 
cians* offices  (79).  The  long-term  trend  as  been 
away  from  the  use  of  hospitals  toward  the  use  of 
abortion  clinics  and  other  nonhospilal  abortion 
providers  (79).  According  to  Hcnshaw  and  his 
colleagues  at  the  Alan  Guttmacher  Institute,  86 
percent  of  abortions  in  the  United  States  in  1988 
were  performed  in  nonhospilal  facilities,  including 
fi«estanding  abortion  clinics  (64  percent  of  all 
abortions),  other  clinics  such  as  surgicenters  and 
family  planning  clinics  (18  percent),  and  private 
doctors*  offices  (4  percent)  (81b).  The  remainder  (10 
percent)  were  p«ifonned  on  either  an  inpatient  or  an 


bediscMsedtadelaUheie.  ..Coasojt  and ConfidentiaUtY  to  Adolescem  Health Caie 

«FW  a  dlscussJoa  of  U.S.  Supreme  Court  decisions  dealing  with  abortion,  see  ch.  17.  Consent  ana  coniiaeawu.  y 
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outpatient  basis  in  hospitals  (81b).'»  Most  facilities 
thai  peifonn  abortions  also  provide  preaboition 
sessions  to  provide  information  about  the  procedure 
and  answCT  patients'  questions,  as  weU  as  contracep- 
tive services  and  a  postabortion  checkup  (78). 

Several  factors  may  limit  adolescents'  access  to 
abortion,  among  them  lack  of  abortion  providers  (or 
knowledge  about  abortion  providers)  in  the  commu- 
nity, parental  consent  and  notification  requirements, 
and  cost  Abortion  services  are  currently  unavailable 
in  many  areas  of  the  United  States  (79).  Abortion 
services  are  most  available  in  Stales  on  the  East  and 
West  coasts  (88).  Abortion  services  are  concentrated 
in  metropolitan  areas  and  are  often  not  found  in  rural 
communities  and  small  towns;  in  1985.  only  32.000 
(2  percent)  of  the  total  number  of  abortions  nation- 
vnde  were  perforaied  outside  of  metropolitan  areas 
(79).  Another  point  is  that  fewer  than  half  of  all  U.S. 
abortion  providers  perform  abortions  past  the  12th 
week  of  pregnancy  (79).  A  di^ponionate  number 
of  women  seeking  second-trimester  abortions  are 
adolescents,  and  these  adolescents  may  have  partic- 
ular difficulty  obtaining  abortions  (79). 

Several  empirical  studies  concerning  the  impact 
of  parental  consent  and  notification  requirements 
indicate  that  such  requirements  do  create  barriers  to 
adolescents'  access  to  and  uiilizaUon  of  abortion 
services  (e.g.,  18a,I8b.l93c).92  a  number  of  States 
have  passed  laws  requiring  abortion  faciUties  to 
obtain  consent  from  one  or  both  parents  for  legal 
minors  who  wish  to  obtain  an  abortion.*'  Further- 
more, as  discussed  elsewhere  in  this  Report  the 
Supreme  Court's  ruling  in  the  1989  case  Webster  v. 
Reproductive  Health  Services  [109  S.  Ct,  3040 
(1989)}  appears  to  give  States  greater  leeway  in 
restricting  access  to  abortions  and  at  the  same  time 
cast  doubt  on  the  future  of  Roe  v.  Wade  and  other 
Supreme  Court  decisions  dealing  with  abortion.  To 
the  extent  that  Webster  and  future  mlings  increase 
States'  ability  to  restrict  abortion  generally,  they 
may  reduce  minors'  access  to  abortion— even 


though  the  decisions  do  not  directly  address  die 
question  of  parental  consent  Also  it  should  be  noted 
that  even  if  the  laws  do  not  require  paraital  consent 
or  notification,  health  care  providers  may  as  a  matter 
of  policy  or  practice  rcfiisc  to  provide  services  to 
minors  without  parental  consent  or  notification.  One 
reason  for  such  a  policy  migjit  be  to  ensure  payment. 
According  to  the  Alan  Gultmachcr  Institute,  22 
percent  of  all  abortion  clinics  in  1981  required 
parental  consent  for  most  minors  under  most  dreum- 
stances.  especially  for  those  under  the  age  of  15  (78). 

As  of  mid- 1986,  charges  for  a  fim-trimester 
nonhospital  abortion  ranged  from  $75  to  $900  (79), 
For  adolescents  from  low-income  families,  ado^ 
lescents  who  lack  health  insurance,  and  adolescents 
whose  health  insurance  does  not  cover  abortions 
except  in  the  narrowest  of  circumstances,  the  cost  of 
an  abortion  may  be  a  barrier  to  access.  At  least  eight 
States  adaho,  Kennicky,  Minnesota,  Missouri,  Ne- 
braska, North  Dakota,  Pennsylvania,  and  Rhode 
Island)  have  mandated  some  restrictions  on  private 
health  insurance  for  abortions  (76a).»*  Federal  ftmd- 
ing  of  abortions  through  Medicaid  has  been  prohib- 
ited since  1977  (81a).  and  only  a  minority  of  State 
have  used  their  own  moneys  to  fund  abortions  for 
low-income  women  (79). 

In  1988,  DHHS  issued  new  regluations  under 
Title  X  of  the  Public  Health  Service  Act  prohibiting 
Title  X  family  planning  clinics  from  providing 
abortion  counseling  or  abortion  referrals  to  pregnant 
women.  To  the  extent  that  the  regulation  is  enforced, 
It  is  likely  to  have  an  adverse  effect  on  adolescents' 
access  to  abortions.^ 

Programs  That  Offer  Adoption  Services- 
Some  adolescent  females  cany  their  pregnancies  to 
term  because  they  do  not  have  access  to  abortion 
services,  do  not  consider  abortion  an  acceptable 
alternative,  or  become  aware  of  their  pregnancy 
beyond  die  point  at  which  they  can  have  an  abortion, 
and  feel  they  are  not  prepared  for  parenthood.  For 
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these  adolescents,  services  to  help  plan  for  adoption 
or  assist  in  the  process  of  having  the  chiM  adopted 
may  be  important. 

Althou^  several  studies  of  option  decisions 
and  the  decisionmaking  process  have  been  con- 
ducted in  recent  years  (12,133),  relatively  little 
information  is  available  on  the  extent  and  nature  of 
servkes  provided  for  adolescente  considering  adop- 
ticni  (88).  Adoption  services  may  inchide  education 
and  counseling  for  the  adolescent,  idouification  and 
selection  of  »iq>tive  families,  and  legal  sovices 
related  to  carrying  oat  the  adc^tion  decision  (148). 
When  such  smices  are  provided  in  a  residential 
program,  they  are  usually  psrt  of  a  con^prdiensive 
lockage  (146).  lyjncaUy,  howevi^,  multiple  agen- 
cks,  including  public  and  jvivioe  adoi»ion  agencies, 
are  involved  in  providing  die  range  of  services 
needed  by  adolescents  considering  giving  a  baby  up 
fOT  adoption. 

According  to  the  National  Acad^y  of  Sciences, 
less  than  10  percent  of  all  U.S.  adolescents  who 
become  pregnant  choose  adoption  (148)*  In  a  1986 
survey  of  services  to  pregnant  and  {^renting  adoles- 
cents offered  by  member  agencies  of  the  Child 
Welfare  League  of  America  (CWLA),  63  percent  of 
the  121  agencies  surveyed  indicted  that  they  made 
adoptive  placement  available  to  their  female  adoles- 
cent clioits  (2 1 1 ).  In  ccmtrast,  aliiK>st  all  (97  percent) 
of  the  CWLA  agencies  who  respond^  to  a  similar 
survey  in  1969  offered  adoptive  placement  services 
(186).  Fairly  few  of  the  agoicies  surveyed  in  the 
1986  survey  indicated  that  adoption  smrices  were  in 
demand  among  their  clients;  only  26  percent  of  the 
agencies  named  adoption  in  listing  the  five  services 
they  provided  which  were  most  often  used  by  young 
women  (there  were  no  similar  data  from  the  1969 
study). 

One  Federal  program  that  supports  adoption  as  an 
altonative  to  abortion  among  adolescents  is  the 
Adole^ent  Family  Life  (AFL)  program  authorized 
under  Title  XX  of  the  Public  Health  Sovice  Act. 
Fedoal  assistance  for  adoption  is  also  provided 
under  Title  IV-E  of  the  Social  Security  Act.^ 


Programs  That  Offer  MatBmily  Care  or 
Family  nanidng  Satvicas 

Programs  That  Offer  Maternity  Care— As 
noted  earlier,  tte  stmdards  of  maternity  care  deve^ 
oped  by  die  American  CoU^  of  CMxtf^riciaiv  and 
Gynecologists  reconomnded  that  every  pregnant 
manan  have  a  ccmqsreh^idve  piogram  of  praiatal 
care  beginning  as  early  in  die  first  trimester  of 
pregnancy  as  possible  (9a,148).  A  ncogpitian  that 
{Hegnant  adotesoents,  eq>edaUy  low-income  and 
minority  atblesceats,  may  be  at  hi^  risk  of  receiv- 
ing inadequate  prenatal  care,  and  ^ertf<^ 
poor  pregnancy  outcon^,  has  led  to  various  efforts 
intended  to  increase  the  quality  and  amount  of 
prenatal  care  diat  pregnant  adolescents  receive. 

Programs  to  he^  high-risk  adol^cents  obtain 
adequate  prenatal  care  Imve  been  initiated  by  public 
healdi  departments,  university  ho^tals^  fr&mand* 
ing  clinics,  youth  service  ag^»:ies,  sdiool-linked 
beilth  colters  (SLHCs),^  and  by  inivate  physicians 
(148).  Ttese  provido^  offer  smices  that  include 
pregnancy  te^g  and  counseling;  testing  for  STSHi 
regular  n^cal  examinations  to  oKinitor  die  course 
of  the  pregnanqr;  health  and  nutrition  education  and 
referral  for  nutrition  services  (e.g.  those  provided 
through  the  U.S.  DejOTUi^t  of  Agriculture's  Spe- 
cial Suppl^nental  Food  Program  fcH*  Womra,  In- 
fants, and  CHiildrra);  and  deliveiy  and  pos^artum 
car?  smrices.  Many  inx>grams  have  inducted  inten- 
sive outreach  cotnponents  and  provide  transporta- 
tion to  clinic  sites  in  areas  where  public  transporta- 
tion is  in^equate  or  unavailable  (147).  Others  have 
offered  counseling,  referralt  and  educational  serv- 
ices through  hon^  visits  by  professional  health  care 
providers  or  trained  panqrofessionals^  combined 
with  clinic  visits  for  medical  care.  services  may 
be  provided  in  a  sefwate  program  or  may  be 
included  as  part  of  a  comprebrasive  package  of 
services  to  pregnant  and  parenting  adolescents 
(150a). 

One  of  the  factors  influencing  adolescents'  use  of 
prenatal  azKl  othn*  matonity  care  is  the  availability 
of  health  insurance  cov^ge.  Private  beahh  insur* 
ance  provides  mat^nity  care  coverage  for  women  at 
all  income  levels.  Since  the  enactn^nt  by  Cmigress 
of  the  Pregnancy  Discrimination  Act  of  1978  (Public 


^^Ihc  Htk  XX  AFL  prognuD  is  dUcosscd  later  io  this  chapter  along  with  other  Federal  ptopmta  related  to  adokscent  fttgpaocy  and  paicntiQg. 
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Law  95-555),  almost  all  ^nployment-based  health 
plans  covmg  15  or  more  onployaes  im>vtde 
maternity  care  benefits  (76b).  Because  of  a  loojAole 
in  tte  regulations  issued  under  diat  act,  however, 
about  one-third  of  privately  insure  adolescents  are 
not  covered  fm  maternity  benefits  by  their  parents* 
en^Ioymem  based  health  plan.'^ 

Medicaid  is  the  major  public  fmancing  pro-am 
for  pregnant  wom^  who  are  poor*  The  Omnibus 
Budget  Reconciliation  Act  of  1989  (Public  Law 
101-239)  required  that,  as  of  Apnl  1,  1990,  States 
provide  Medicaid  coverage  to  all  pregnant  wcnnen 
and  children  up  to  age  6  with  family  incomes  up  to 
133  percent  of  the  poverty  level.  Even  women  who 
are  eligible  for  Medicaid,  however,  may  encounter 
barrios  (e.g.,  low  Medicaid  i»rticipation  rates 
anrang  physicians  due  to  low  reimbursement  rates  or 
onerous  administrative  prcK^ures)  to  the  timely 
receipt  of  carc.^ 

Two  major  financing  alternatives  to  health  insur- 
ance coverage  for  maternity  care  are  the  Mat^al 
and  Child  Health  Block  Grant  Program  authorized 
by  Title  V  of  the  Social  Security  Act  and  community 
and  migrant  health  centers  (199),  As  discussed  lat^ 
m  this  chapter,  little  is  knouit  about  who  receives 
what  slices  under  the  Title  V  maternal  and  child 
health  block  grant.  Community  health  centers  pro- 
vide **primary  health  services'"  to  residents  of 
medically  underserv^  areas,  about  half  of  whom 
lack  health  insurance. 

Programs  That  Offer  Family  Planning  Serv- 
ices To  Prevent  Repeat  Pregnancies — Females 
who  have  a  first  pregnancy  during  their  adolescent 
years  are  at  high  risk  of  having  repeat  pregnancies. 
As  noted  earlier,  Furstenberg  and  colleagues  found 
that  adolescent  mothers  who  gave  birth  to  additional 
children  in  the  yeais  immediately  after  the  birth  of 
their  first  child  did  not  achieve  as  well  vocationally 
as  the  motifs  who  had  controlled  their  fertility 
(68a).  Making  family  planning  services  available  to 
young  mothers  following  the  birth  of  their  first  child 
may  help  to  delay  a  second  fwgnancy  for  up  to  a 
year;  few  long-term  effects  on  frcgnancy  rates  have 
been  demonstrated  (86). 


Froorams  That  Otter  Specltic  Tjrpss  ot  Serviees  to 
Pregnant  AdoleseeRte  and  Adolescsnt  Motlwrs 

School-Based  Pnvgrams — ^Becrase  of  &e  Btimg 
relationsh^  between  the  educational  attainment  of 
young  mother  and  their  ^»nc»mc  self-sufficimcy, 
many  progi:am$  serving  pregnant  adolescoits  or 
adol^cent  mottiers  have  focused  on  the  adolescents' 
edurational  needs.  Titte  IX  of  the  Educ^cm  Amc3id- 
ments  of  1972  prc^bits  discrimination  in  education 
against  teens  becauj^  of  tlidr  pregnoicy/childbearing/ 
marital  status  (88).  In  the  late  1970s  and  early  1980s, 
teens  who  gave  birth  were  less  likely  to  leave  school 
than  in  the  late  1960s  and  early  1970s  (88). 

Regular  school  roiUines,  regulations,  axul  facili- 
ties are  seldom  able  to  accommodate  all  of  die 
special  needs  of  pregnant  ^olescrats  or  adolescent 
motifs  (e.g»,  their  need  for  flexible  schedules,  child 
care,  and  q>ecialized  health  Vacation,  and  in  some 
cases,  parent  training).  In  order  to  help  nuet  these 
needs,  at  least  some  school  systems  have  established 
alternative  schools  for  pregnant  adolescents  and 
adolescent  mothm  (148).  Scnne  of  these  alternative 
schools  are  located  within  existing  secondary 
schools,  facilities,  and  others  are  in  facilities  of  their 
own.  Most  of  the  alternative  schools  are  self- 
contained*  Ait^^ve  school  programs  typically 
offer  pregnant  and  parenting  adolescents  individu- 
ally paced  academic  instruction.  In  addition,  many 
programs  provide  special  instmction  in  sex  educa- 
tion, health  and  hygiene,  nutrition  education,  parent- 
ing skills  training,  life  planning,  life  skills  training, 
and  job  training  (148).  Most  of  them  also  provide 
onsite  child  care.  Alternative  schools  for  pregnant 
and  parenting  adolescent  mothm  frequently  help 
link  their  students  to  other  {nt)grams  both  within  the 
school  system  and  in  the  larger  community  (e.g., 
family  planning,  income  supports,  housing). 

Sch(K>l-based  interventions  for  p-egnant  adol^- 
cents  and  adolescent  mothers  vary  widely  in  inten- 
sity, duration,  and  scope.  Intensive,  comprehensive 
educational  ]mgrams  offered  both  during  and  afte^ 
pregnancy  may  be  able  to  incs^ease  the  likelihood 
that  pregnant  adolescents  will  stay  in  school  and  that 
adolescent  mothers  will  complete  high  school  (230). 


*FoT  further  discussion,  sec  ch.  16.  *'pHi»>cial  Access  lo  Health  Scivkes/*  in  Vol  TO. 

9<^im>blcmof  low  Medicaid  pwtidpatteo  obstetricians  is  discussed  in  ch.  16.  ••FinanciaJ  Access  to  Hcahh  Serviees,'  *  in  Vol.  m.  This  and  other 
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Childrtn:  investing  in  the  Future  (199). 
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rJ^r^'^Acd  to  aitolesoent  pregnancy  and  j^rentii^  below. 
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Unfistuiuuely,  well-coiurolled  studies  of  the  ixopxt 
of  alternative  school  programs  on  adolescoit  moth- 
ers^ educatioiial  aftatmwnt  do  not  exist  (115,172)* 
That  is  some  evidence,  however,  that  alternative 
sdiool  {Hfogiams  are  able  to  iucrea»s  partkipants' 
educational  aqmations,  enhance  ttek  knowtedge  of 
positive  healdi  pactices  md  paraitmg  skills,  and 
inqirove  health-related  outcomes  for  both  nwthm 
and  dieir  infants  (121). 

Jt  is  in^portant  to  note  that  school-based  programs 
for  pregnant  and  j^urtnting  adolescents  sorve  cmly 
adolescents  who  ronain  in  school  afkor  diey  bec<mie 
pregnant;  few  programs  conduct  active  outreach  to 
identify  adolescoits  who  are  no  longo*  in  school 
whoi  diey  beconw  jmgnant,  and  some  do  m>t  follow 
up  <m  adolescents  who  drop  mit  during  die  course  of 
dieir  pregnancies  (172).  Thus,  school-l^ised  pro- 
grams  for  pregnant  and  parroting  adol^coits  may 
be  serving  only  die  best  informed,  most  higldy 
motivated  adolescents.  There  is  also  some  ccmcem 
that  10  areas  where  school  officials  1^  commUir^t 
to  or  actively  resist  altonative  programs,  such 
prognuns  may  save  to  exclude  pregnant  and  parrat- 
ing  adolescrats  from  regular  school  settings  and 
may  not  provide  them  with  an  education  that  is 
comparable  with  diat  of  their  nonparenting  peers 
(2,230), 

Employment  and  Job  Training  Programs— As 
noted  earlier,  early  parendiood  may  adversely  affect 
adolescents*  job  opportunities  and  ability  to  achieve 
economic  sel^suffidency*  For  that  reason,  increas- 
ing attention  has  been  {mid  to  the  needs  of  pregnant 
and  parenting  adolescents  for  job  training  and  job 
placonmt  services,  eiq>ecially  for  older  adolescents. 
In  some  comprehensive  care  pregrwns  for  pregnant 
and  parenting  adolescents,  however,  including  em- 
ploymoit  as  a  goal  has  been  controversial  because  of 
die  cracems  diat  an  onphasb  on  raiployn^nt  as  a 
goal  may  lower  the  educadcmal  attainn^nt  of 
younger  adolescents  who  have  not  yet  completed 
high  school  (148). 

As  discuss^  elsewhere  in  this  Report » the  U.S. 
Departn^nt  of  Labor  supports  training  and  en^loy- 
ment  programs  for  economically  disadvantaged 
youth  ages  16  and  ovor  under  the  1982  Job  Training 
Partnoship  Act*  This  act  authorizes  the  Job  Corps 
and  various  oth»  programs  afCrcting  adolescents.^^' 


Fevi  of  die  large  federally  supplied  youth  employ- 
mem  programs  have  been  somdve  to  the  special 
i^eds  of  ]Htgnant  and  pamting  actolracents  (e«g«, 
dieir  need  for  child  care)  (148).  Such  pn>grams  have 
not  bad  imidi  ^fect  on  young  mc^mrs  ^  en^lcrinx^t 
&atm  or  framing  levels*  Even  pvograms  diat  have 
targeted  adolescent  parents  seem  to  have  shown 
little  inqiact  on  {Kutic^iants'  enqdoymmt  rat»  (26), 
aldiou^  some  programs  have  been  alAe  to  increase 
{^rtic^Kints*  wc^  preparedness  and  actual  work 
expoimce  (148). 

A  program  called  Tkenage  Parent  Demonstra- 
tion, sponsored  by  die  Office  of  Family  Assistance 
in  the  Family  Support  Administration  of  DHHS,  is 
cuirendy  operating  in  Illinois  and  New  Jersey  in 
diree  different  sites  (131).  This  program  serves 
uiban,  low*ina»iie,  largefy  minoriQr  adolescent 
parents  who  are  receiving  AFDC  bei^fits,  widi  die 
goal  of  reducing  long-torn  welfore  dqmMteicy 
among  ibmn.  Case  managers  assist  program  partici- 
jmts  in  identi^ng  and  fulfillii^  educational  or 
employment-related  experiences,  and  diey  provide 
referral  services  to  community  r^urces.  The  pro- 
gram also  offers  assistant  with  child  care  and 
tranqmtaticm  to  he^  adolescente  adhere  to  dieir 
plans.  In  an  attenqn  to  enhance  die  kmg*-tam  ability 
of  fathers  to  make  siq>port  j^yn^ts,  efforts  are 
being  mack  to  establi^  paternity  soon  after  the  birth 
of  die  baby,  and  die  fadiers  of  die  participant's 
children  are  eligible  to  receive  aiq>loyn:ra9t-related 
training.  The  Itomge  P^wmt  Demonstration  is 
being  evaluated  for  die  effects  of  program  particq>a- 
tion  on  die  lulolescent  parents'  inx>q)ects  for  scU- 
suffici^cy  by  Mathemadca  P^Hcy  Research  Inc., 
which  will  obtain  State  and  county  ^ncy  records* 
program  records  data^  and  followi^i  intoviews  and 
basic  ^lls  tests  with  esqierimental  am!  control 
grouf^.  Hie  program  is  still  being  in^lem^ted^  so 
data  are  not  yet  available. 

Programs  That  Provide  Social  and  Emotional 
Support— In  die  1986  survey  of  services  to  preg- 
nant and  parrating  adolesmits  offered  by  mratdier 
agencies  of  die  CWLA,  individual  counseling  was 
mentioned  by  ahnost  four-fifdis  (79  pttcent)  of  the 
respomiing  agencies  as  a  *  *nH>st  often  used*  *  service 
by  i»negnant  and  parenting  adolescents  (both  males 
and  females)  (21  i).  lb  some  extent,  this  finding  may 


^oiA  l97gcvahiatiOTofthc;obCoi|is|m)grOTievia»trf^ 
and  itrfttce  tf»  faKidcncc  of  oiii-of- wtj^^ 

--ipteymcii!|m>gnaBsadiiiiiastei«dl^d^  19,  "TTicRoteof  IWcj«l  AgcodcstaAdok^^ 


reffect  Ac  nanut  of  the  agracies  surveyed  (which 
woe  mostly  child  welfare  and  family  service 
a^acies,  bo^  public  and  private),  hut  it  also 
sugj^ts  that  the  pfovision  of  social  support  services 
may  be  an  inqjortant  con^)onait  of  intervrations  for 
pregnant  and  p^entii^  adolesc^ts.'^ 

In  addition  to  {voviding  counseling,  several  pro- 
grams link  {Hftgnant  adolescents  and  adolescent 
mod^xs  widi  adult  or  peer  m^itors  or  role  models. 
These  programs  fiequently  ta^t  young  women 
who  are  no  Umgu  living  widi  dieir  fiEunilies  of  OTigirL 
Many  have  made  use  of  conmiunity  womoi  volun- 
teers or  oliter  adolescent  mothers  who  provide 
advocacy  fc^  needed  service,  practical  assistance, 
and  reiitforcen^t  of  positive  nwssages  related  to 
prenatal  and  posmatal  care,  continuing  in  »:hool, 
and  efifective  contraceptive  use.  Such  services  may 
be  offered  as  part  of  a  larger  program  (170)  or  may 
exist  as  a  separate  intervention  (155). 

Unfortunately,  interventions  that  focus  on  provid'- 
tng  social  and  motional  support  to  pregnant  and 
parmtimg  adolescents  have  not  been  evaluated 
^parately  for  their  impact  on  such  outconi^  as 
educational  attainnmit,  job  status,  subsequent  child- 
bearing,  or  health  status  of  nnithers  or  infants  (148). 
It  is  reasonable  to  expect,  however,  that  the  quality 
of  the  training  and  supervisira  th^  role  nK)dels  and 
mentors  themselves  receive  will  affect  the  ability  of 
ffl^torittg  efTorts  to  infli^nce  desired  im>gram 
outccnnes,  as  will  the  quality  of  the  mentoring 
relationship  (148).  In  one  compreh^sive  interven- 
tion for  pregnant  and  parenting  adolescents  (Project 
Redirection^  described  below),  the  mentoring  com- 
ponent affected  program  attrition,  with  those  who 
weie  dissatisfi^  with  their  community  mentors 
citing  this  as  a  reason  for  their  dissatisfaction  with 
the  program  ( 170)-  Thus,  while  it  may  be  in^rtant 
to  offer  social  support  to  jne^^ant  adolescents  and 
adolescent  parents,  particularly  those  who  are  alien- 
ated from  their  own  families,  further  information  is 
needed  about  the  potential  for  role  modeling  and 
n^ntoring  appro.'  hes  to  provide  this  service. 

Programs  That  Provide  Housing,  Child  Care, 
or  Transportation  Services — Although  many  preg- 
nant and  parenting  adolescents  are  able  to  live  with 
their  families  of  origin  or  with  their  partners* 
families,  and  others  have  the  resources  to  establish 


indepradent  living,  finding  adeqnnte  housing  is  a 
problem  fm  a  significant  minority  of  pregnant  and 
parenting  adolracaitSt  especially  tfac^  who  are 
mincMTS  (24).  Residential  programs  for  bodi  pregnant 
adolescents  and  adolescent  motos,  aft»  experirac- 
ing  a  decUr^  during  the  past  3  decades*  have 
a{^>arently  been  increasing  in  munber  in  recest 
years,  but  the  number  is  still  onall.  Accxnding  to 
William  Pionce,  president  of  the  National  CScmmiittee 
for  Adoption,  in  1980  there  were  onfy  99  homes  for 
laegnant  adolescents,  but  in  1989  diere  were  about 
140  hcmies  serving  aboitt  2,600  adolescents  (7S). 
Srane  of  the^  hon^  have  hcca  spcmsored  by 
antiabcnticm  groiq)$  in  response  to  criticisms  tfiat 
young  wcmira  were  bemg  admonished  to  continue 
their  pregnancies  and  choose  adoption  widiout  being 
given  r^urces  to  liable  them  to  carry  healthy 
imgnanci^  to  term  (7S).  Others,  such  as  ^ 
Flcnence  Crittent<m  ag^icies,  have  had  a  long- 
standing en[q>hasis  on  preparing  young  mothears  and 
tlH^ir  children  for  iiKlependent  living  and  have 
tended  not  to  support  adoption  (132). 

Some  residential  programs  for  unwed  pregnant 
adolescents  exist  pdmarily  to  offer  housing  and 
auxiliary  services  until  a  young  woman  gives  birth; 
33  percent  of  the  CWLA  agencies  surveyed  in  1986 
offered  prebirth  residential  or  group  hon^  care  in 
1986  (211).  Other  programs  continue  to  provide 
housing  and  other  services  after  the  birth  of  the  child, 
although  such  services  are  less  cormnon;  only  18 
percmt  of  CWLA  agencies  offered  postbirth  resi- 
dential care  in  1986  (21 1). 

Adequate  child  care,  especially  iitfant  care,  is 
another  service  that  is  crocial  for  adolescent  mothers 
who  are  enrolled  in  school,  involved  in  job  training, 
or  working  to  support  diemselves  (23,36).  The 
inability  to  obtain  child  care  is  the  single  most 
commonly  cited  reason  young  mothers  give  for  not 
returning  to  school  following  the  bird)  of  their  child 
(49,2 16).  However,  some  school-based  programs  for 
adolescent  mothers  do  provide  child  care  on-site, 
and  some  adolescents  are  able  to  make  private  child 
care  arrangements,  usually  with  family  members. 
Less  than  half  (47  {i^rcent)  of  the  CWLA  ^encies 
surveyed  in  1 986  stated  that  they  provided  child  care 
(211). 


^^^^Ttttfi  idea  is  soppcntcd  by  the  results  of  the  Iten  Father  Coltaboratioti  (discttssod  laier),  which  indicated  that  cotmseting  was  the  sii^le  taost  utihml 
vice  by  tte  »k>lesceQt  faxhm  involved  in  the  ptojea  077). 


Transpiration,  c^iecially  to  school  or  child  care 
facilities,  and  eq>ecially  in  aicmminities  witfi  lim- 
ited (or  no)  imblic  tianqmtslion,  is  also  essential  for 
many  i^rauing  adolesKxnts.  bi  most  coimnunities, 
sdiool  buses  are  not  able  to  cany  infants  and 
toddlers  fen:  safety  reascms  (35)*  liius,  specially 
eqiiq)ped  vans  or  Imses  may  be  needed  to  tranqxm 
adolescent  mottiers  enrolled  in  school  or  ocploy- 
mrat  programs.  However*  transpOTtalimi  savices 
are  not  cxmmdonly  offered  to  prejpiant  and  parenting 
adotescoite;  a  sti»ly  publidb^  in  1984  found  that 
(mly  29  percent  of  d^e  pregnant  tems  and  14  percent 
of  die  tera  mothers  involved  in  pogiams  funded  by 
die  Office  of  Actolescent  negoan^  ftievoition  in 
the  Office  of  Population  Affeirs  of  DHHS  benefited 
fiom  tranqiortatira  assistance  (26)*  Aldum^  ap- 
proximately duee*fifths  of  die  CWLA  agenda 
surveyed  in  1986  stated  diat  thry  offered  tiansporta- 
tioD  services,  less  than  one-fiftti  saw  this  assistance 
as  necessary;  perhaps  as  a  result,  transportation  was 
a  frequently  used  service  by  climts  in  less  than  10 
percent  of  the  CWLA  agencies  (21 1). 

Although  support  senrices  such  as  housing,  child 
care,  and  tranqxntation  are  frequoitly  cited  as 
^soitial  adjuncts  to  tl»s  success  of  imny  interven- 
tions for  pregnant  ami  parenting  adol^cents  (2435), 
little  infcmnation  is  available  on  their  impact  on 
program  goals  and  outcomes.  Nevertheless,  there  are 
son»  data  that  do  ^pport  assertions  regarding  the 
inq>ortance  of  including  sqqxm  components  in 
compel»umve  service  fm^rams.  A  study  of  Office 
of  Adolescoit  Ptognancy  Preventicm  prc^rams,  for 
example,  found  that  receipt  of  child  care  r^uced  the 
likelihood  of  a  repeat  pregnancy  by  1  full  year 
among  adolescents  who  were  pregnant  at  entry  into 
the  programs;  adolescents  receiving  child  care  who 
were  already  mothers  at  entry  were  more  likely  than 
those  who  did  not  receive  child  care  to  have 
completed  nune  schooling  or  to  be  employed  1  year 
later  (26)*  Tbe  same  study  found  that  pregnant 
adolescents  who  received  transportadon  assistance 
through  Office  of  Adolescent  Pregnancy  Prevention 
projects  were  more  likely  to  be  still  enrolled  in 
school  at  die  time  they  delivered  than  were  otho* 
particifmnts  who  did  not  receive  transportation 
services  (26).  A 1987  study  of  programs  for  fnegnant 
and  parenting  adolescents  supported  by  the  C^alifor- 
nia  Department  of  EJucatijn  found  that  when 
tran^KHtation  services  were  cut,  program  atten- 
dance declined  (27).  Thus,  although  the  data  are 
limited,  they  strongly  suggest  that  such  support 
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smices  may  be  integral  to  the  ultimate  success  of 
mterventi<ms  for  prepiant  and  parenting  adol^- 
cents. 

Proorams  That  Otter  Comprehsndvs  Senriins  to 
Pregnant  Adolescents  and  Adolescent  Motheis 

Over  the  pai^  decile,  diere  has  been  growing 
awareness  diat  most  pregnant  and  parenting  adoles- 
cents are  nm  well*$nved  by  a  fragnmnted  service 
deliveiy  system  designed  to  <teal  $q»arately  with 
needs  fcxr  l^aldi  care^  educational  services^  eco- 
notaic  assi^ance,  and  psyclK>social  su|^Kirt  serv- 
ice. Omsequentty,  effots  have  been  made  to 
establish  coin|mdb«(isive  ]nograms  able  to  fnrovide 
pregnant  and  {^renting  ^lolescents  with  muitq)le 
services  eidi»  durhi^  pregnancy  or  through  die  first 
year  or  two  of  parenthood. 

Comprehensive  ptograms  for  pregnant  ot  parent- 
ing adolescent  fmal^  tyjrically  provide  educadcm^ 
healdi  core,  esD^Ioynrait,  and  social  servic<».  The 
services  may  eidier  be  provided  by  one  ag»icy  or 
provided  dnough  sevoal  dififerent  agaici^  with 
fcnmal  or  informal  i^rements,  often  using  a  case 
mana^ment  approach  (24). 

The  Teenage  Pregnancy  and  Parenting  Program 
(TAPP)  in  San  Randsco  is  cme  example  of  the 
conqird^iisive  servkra  modeL  This  program,  which 
is  coordinated  by  die  Family  Service  Agency  of  San 
Francisco  and  die  San  Francisco  Unified  School 
Di^ct,  involves  over  30  agencies  in  providing 
heaMi^  education,  m&  social  services  to  pregnant 
adolescents.  Staff  finom  a  number  of  differ»it  agen- 
cks  are  located  at  TAPP  dtes,  and  TAPP  stii£f  serve 
as  liaisons  in  otho*  agencies  that  see  large  numbers 
of  jnegnant  and  parenting  adolescrats  (e.g.,  a 
hospital-based  clinic*  a  mat^nity  hon^,  an  SLHC)« 
Each  pregnant  adolescent  clirat  is  assigned  a  '^con- 
tinuous counselor^^  vi/ho  provides  case  management; 
an  altonative  school,  diild  care,  and  health  care 
s^vices  are  provided  on-site  at  lAPP,  and  transport 
tatum  assistance  for  the  public  transit  system  is 
available  to  clients  (191)*  An  evaluadim  of  X\PP 
found  successful  outccmies  in  terms  of  sdiool 
attemiance  and  avoidance  of  repeat  pregnancies 
(23a,47a), 

Another  example  of  the  comprehensive  services 
model  is  Project  Redirection^  which  was  established 
to  help  low-income  young  mott^rs  and  pregnant 
adolescents  who  had  not  completed  school  (217). 
Project  Redirection  was  initially  implen^ted  in 
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four  sites  nationwide  with  funding  from  the  Ford 
Foundation  and  the  U.S,  Department  of  Labor. 
These  four  sites  provided  low-income  young  moth- 
ers and  pregnant  mlolescents  with  educational  and 
en^Ioyment  counseling^  parenting  education  and 
life  sldlls  training,  transportation,  child  care»  and 
referral  to  health  services.  Because  of  its  initial 
success  in  terms  of  welfare  reductions,  employment, 
and  improved  parenting  skills,  Project  Redirection 
was  expanded  to  an  additional  seven  sites  (169). 
Each  program  participant  was  assigned  to  a  female 
community  volunteer,  who  provided  social  support, 
practical  assistance,  and  linkage  between  the  pro- 
gram and  the  participant  (170). 

Project  Redirection,  which  emphasized  educmion 
and  the  development  of  job  skills,  had  little  effect  on 
participants'  pregnancy  rates,  contraceptive  use,  or 
repeat  pregnancy  rates,  but  it  decreased  the  niunba' 
of  alxnrtions  anK)ng  program  participants^^  and 
increased  participants'  rates  of  school  retention  and 
completion,  levels  of  onployment,  and  parenting 
ability;  it  also  improved  the  cognitive  skills  of 


participants'  children  (169)  and  reduced  the  numb^ 
of  behavioral  problems  among  children  (67,170)* 
Fuither,  these  advantages  were  maintained  5  years 
after  enrollment  in  the  Project  Redirection  program 
(67,169,170). 

However,  the  final  report  on  Project  Redirection 
notes  that,  despite  impressive  gains  for  many 
individuals,  the  pre  shoukl  not  be  considered  a 
panacea  (169).  At  the  close  of  the  project,  the 
majority  of  participating  adolescent  mothers  had 
SiHl  not  received  their  diplomas  or  passed  the  tests 
of  gei^ral  educational  devdopn^  (GED);  were  rK>t 
working  despite  their  desire  to  do  so;  had  received 
AFDC  at  some  point  during  the  previous  12  months; 
and  were  living  in  poverty  (169).  One  observation 
made  by  the  researchers  was  that  the  participants' 
serious  educational  needs  were  px>bably  not  ade- 
quately met  by  the  program,  because  educational 
services  were  not  tailored  to  the  participants'  needs 
and  because  they  were  (telivened  off-site  (169). 
Clearly,  educational  deficits  can  have  a  great  deal  to 
do  with  employability  and  iwverty  levels. 
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]>awing  on  die  lessons  of  Froject  Redirection, 
Mmpov/a  Demonstration  Reseaidi  CraponUion 
designed  New  Chance,  a  jffogram  for  adolescent 
mothers  begun  in  1989  {126a).  New  Chance  aiqrfia- 
sizes  inlegratiOT  of  s«vicM,  onsite  provision  of 
services,  longer  duration  of  services,  greats  inten- 
sity of  services,  greater  obligations  on  the  part  of 
onollees  to  participate  regularly,  conqaehensive- 
ness  (educational  developmoit,  anployability  de- 
vdojmiait,  personal  and  social  development,  Iwalth 
services,  and  services  for  participants'  diildren),  and 
an  experimental  evaluation  design  (126a),  New 
Chance  will  not  target  adolescents  younger  than  17 
(126a). 

According  to  the  National  Academy  of  Sciaices* 
Panel  on  Adolescent  Pregnancy  and  Childbearing, 
the  available  evklence  suggests  that  it  may  be 
impCTtant  for  conqjndiensive  service  programs  for 
jnegnant  and  parenting  adolescrats  to  take  into 
account  the  age  of  the  adolescents  th^  serve,  sm(X 
die  needs  of  younger  adolescaits  and  adolesc«»ts 
who  remain  in  their  families  of  aigin  may  differ 
ftom  the  needs  of  older  adolescents  who  are  no 
longer  in  school  or  who  arc  living  independwitly 
(148).  Also,  as  noted  by  Polit  and  her  colleagues, 
because  many  con^wehensive  programs  rely  on 
other  agencies  to  provide  some  of  the  ^mces 
needed  by  their  adolescent  clients,  the  impact  of 
these  programs  is  likely  to  depend  heavily  on  flie 
availability  and  quality  of  brokered  services.  Indeed, 
one  study  of  comprehensive  care  programs  for 
pregnant  and  parenting  adolescents  concluded  that 
most  organizations  offering  these  programs  were  not 
able  to  meet  their  goals  because  of  a  lack  of 
resources,  community  support,  problems  in  intera- 
gency collaboration,  or  a  lack  of  adequate  mecha- 
nisms for  coordinating  services  to  pregnant  and 
parentmg  adolescents  (218).  Hofferth  concluded 
fliat  the  comprehensive  services  model  holds  prom- 
ise for  improving  outcomes  for  pregnant  and  parent- 
ing adolescents,  but  it  appears  that  services  must  be 
liuly  comprehensive,  client-focused,  and  intensive 
to  be  effective  (86). 

ProBrams  for  Adolescent  Fathers 

Along  with  the  increasing  recognition  of  the 
hnportance  of  involving  young  men  in  pregnancy 
prevention  efforts  has  come  greater  interest  in 
including  adolescent  and  young  aduh  fathers  in  the 
provision  of  services.  Some  concerns  about  the 
adolescent  and  young  adult  fathers  of  children  bom 
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Adolesoem  females  have  traditionally  tjeen  ttw  tareel 
group  for  speotal  stfvloes    adotesoent  i^rents  aiKl  triw 

Ghftdfsn.  Over  the  last  docada,  howerar,  several 
comprtfien^  s^vtoe  pngrmB  for  adotescertfathws 

ha»  been  estebllsheA  The  proflTOTis  for  fathers  are 
oenefaflyfntendBdtobnproyeadotesoentfathere'aWlltyto 
support  th*  chHdren  and  to  Improve  th^  abdity 
to  be  good  parents. 

to  adolescem  mothers  have  centered  less  on  the 
welfare  of  flie  fathers,  however,  than  on  the  fathers* 
limited  abiUty  to  behave  "rc^nsibly"  toward  the 
family  they  have  helped  to  create  (i.e.,  by  providing 
financial  support)  and  have  tended  to  focus  on  issues 
of  establishing  paternity  and  child  sappott  (1). 
Adolescent  and  young  adult  fathers  have  b^n 
included  in  many  youth  employment  and  job  train- 
ing programs,  but  such  programs  typically  have  paid 
little  attention  to  their  status  as  parents  and  make 
little  effort  to  adapt  program  services  to  their 
parental  roles  (148). 

Over  die  last  decade,  however,  several  compre- 
hensive service  programs  for  adolescent  fath^  have 
been  established.  These  comprehensive  service  pro- 
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grams  for  {uiolesc^t  faUiers  operate  through  a 
variety  of  organizations  (e.g.,  existing  ^olescent 
piegnaiKry  poognuns  for  young  won^,  schools, 
community  service  agencies).  The  jBograms  are 
generalty  intended  to  inqxrove  tdolesc^  £ub»s' 
ability  to  siqjpoit  dieir  childien  and  to  nnpove  ibcir 
{treating  sk^,  and  provide  a  variety  of  services, 
induding  education  (dropout  preventicm,  imedial 
educatifm,  or  GED  classes),  emfdoymoit  and 
ployability  services  (e.g.,  job  training,  job  &mk- 
seling,  and  vocational  education),  individual  coun- 
seling, parenting  skills  training,  and  legal  represen- 
tati(m  and  advocacy  for  paternity  establishment  and 
child  suppoit  issues  (la,99). 

The  Teen  Father  Collaboration,  a  national  dem- 
fmstratiffli  project  initiated  and  su^xn^  by  the 
Fold  Foundation,  has  been  a  model  for  compi^ra- 
sive  service  programs  designed  for  adolescent  fa- 
tes (and  the  only  adolescent  fathers*  project  with 
systematic  evaluation  data)  (116).  Eight  sites  were 
selected  to  extern)  existing  service  programs  for 
adolescent  mothers  to  incliKle  adolescent  fathers. 
Outrwdi  strategies,  types  of  services  ofifered,  and 
locations  of  service  provision  varied  from  site  to 
site;  local  agencies  were  not  expected  to  implement 
and  test  any  particular  model  of  savice  delivery,  nor 
wore  my  adol^cent  fathom  placed  in  a  con^arison 
groiq)  receiving  no  or  different  services  (178). 
Instead,  each  agency  had  to  struggle  to  underatand 
and  meet  the  needs  of  its  own  local  population  of 
adolescent  fathers.  Evaluation  of  the  results  of  die 
project  were  also  limited  by  the  facte  that  the 
adolescent  fadim  who  took  part  were  entirely 
self-selectKl,  and  that  there  was  a  high  attrition  rate 
(178);  thus,  any  findings  should  be  viewed  cau- 
tiously. An  evaluation  component  found  that,  over- 
all, nearly  half  of  the  adolescent  fathers  not  enrolled 
in  school  at  the  beginning  of  the  project  (and  for 
whom  outcome  data  were  available)  returned  to 
school  or  began  a  GED  program  subsequem  to  their 
particqjation;  over  60  percent  of  the  adolescait 
fathers  who  bad  been  unemployed  at  the  start  of  the 
project  were  able  to  get  a  job  and  jn-ovide  financial 
support  (as  well  as  in-kind  contributions  and  emo- 
tional suj^xnt)  to  their  partam  and  children,  and 
over  80  percent  of  participating  fathers  had  daily 
contact  with  their  children  (178). 

Public/Private  Ventures  has  begun  a  program 
similar  in  some  respects  to  the  Tfeen  Father  Collabo- 
ration called  the  Young  Unwed  Fathers  Project 
(169b).  The  purpose  of  the  project  is  to  help  local 
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agencies  respond  to  the  mandate  of  the  Family 
SupjKot  Act  of  1988  (Public  Law  100^85)  that, 
effective  O^ober  1990,  welfare  agoides  require 
adolescent  fiilhers  to  contribute  to  die  siq>pcirt  of 
their  children  (169b).  As  Public/Plrivate  Ventures 
notes,  the  Family  Suppcst  Act*s  ^pqiyjat?  is  oidy  one 
part  of  the  story:  "Enabling  Uie  young  mai  to  iiilfill 
their  obligations  is  the  job  of  odier  agencie?  in  die 
community*'  (169b). 

ITie  Young  Unwed  Fadieis  Ptoject  is  designed  to 
demonstrate  how  the  needed  i^eocy  ctnmections  can 
be  made,  ami  how  the  enabling  services  osn  be 
deUvered  effectively  (169b).  Six  communities  were 
selected  to  test  a  variety  of  padis  toward  jnoviding 
unwed  adolescoit  fatfaera  with  training  and  jobs  at  a 
wage  level  equal  to  meeting  fomily  responsibilities, 
and  education  for  and  su]>port  in  the  fadiering  role. 
The  young  men  in  each  program  will  be  enrolled  for 
up  to  1  year,  with  followup  counseling  and  support 
for  an  additional  6  moxidis.  The  demonstration 
project's  research  questions  include:  "Which  pro- 
gram strategies,  involving  which  agencies,  best 
^tract,  retain,  and  produce  positive  efkcts  on  the 
young  men?  What  are  the  effects?  And  is  cost  a 
factor  in  the  program  components  that  produce 
outcxnne  variations?"  (169b). 

Conelusfons  About  the  Effectiveness  of  Programs 
lb  Prevent  Negative  Outcomes  of  Adolescent 
Pregnancy  and  Parenthood 

Although  national  statistics  on  adolescent  births 
do  not  readily  pwide  information  on  the  socioeco- 
nomic status  of  the  adolescents  (e.g.,  207b),  other 
information  clearly  indicates  that  becoming  a  mother 
pkces  an  adolescent  and  her  duld  in  a  precarious 
situation  in  terms  of  immediate  socioeconomic 
status  and  bodi  the  nndin-'s  and  child's  foture 
(70,148,195a).  One  of  the  most  definitive  lessons  to 
be  learned  from  interventions  that  have  atteir^ted  to 
improve  the  lives  of  adolescent  mothos  and  their 
children  is  tibat  such  mothers  and  diildrra  typically 
have  need  for  an  extraordinary  range  of  suf^xut  and 
services.  These  services  can  include  income  siq^iort, 
health  services,  further  education,  onployability 
training,  job  skills,  transportation,  housing,  parent- 
ing education,  social  support,  and  child  care  (e.g., 
169).  It  is  for  just  this  reason  that  mair^  have 
suggested  that,  when  drinking  of  intoventions 
dealing  with  adoles(^t  {negnancy  and  diildbearing, 
pregnancy  prevention  be  made  the  highest  priority 
(148). 
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Adolescent  fathm  are  a  less  visible  part  of  the 
picture  md  have  received  less  programmatic  attra- 
tion  than  adotesc^  modiers.  Available  data  suggest 
that  they  too  often  have  serious  needs  for  arange  of 
itmedial  services  (e.g.,  19Sa)* 

That  there  are  now  several  model  im)gram5  for  the 
provision  of  a  compreh»isive  range  of  services  to 
pregnant  and  pmnting  adolesc^ts  and  &eir  diil** 
dren  (e.g.«  47a,150a«169a)  should  not  disguise  &e 
fact  that  it  is  mora  than  likely  that  mai^  pregnant  and 
parenting  a(k>lescaits  will  face  serious  barriers  to 
getting  the  services  they  need  (ISOa).  lypically, 
nK)del  and  denK)nstration  im)grams  are  raify  Owt: 
models  fOT  what  c^ld  be^radier  than  iUnstrations  of 
strategies  that  serve  all  or  most  of  those  in  need. 

In  its  review  of  s^vices  for  pregnant  and  parent- 
ing women  and  their  children,  die  bqmrtisan  Na- 
tional CcHnmission  lb  Ptev^  Infont  Mortality 
found  that  many  needy  pregnant  women  and  their 
children  face  numerous  '"roadblocks'^  to  rec^ving 
care  (see  box  10-D).  As  an  exanq^le  of  what  can 
befall  a  particular  woman,  the  commission  provided 
the  following  case  study  (150a): 

In  Januaiy  1988,  Jolene  wam*t  feeling  well  and 
wanted  a  prcgnam:y  test.  However,  because  the  local 
public  health  clinic  only  crfieivd  tests  on  certain  days 
of  the  week  which  were  inconvenient  for  her,  ^e 
went  to  a  local  banned  ParendKxxL  After  laming 
she  was  pregnant^  Jol^  began  seeking  out  services. 
Her  first  stop  was  at  the  Food  Stamp  office.  While 
there,  she  learned  about  AFDC  boiefits  and  wb& 
referred  to  anotter  service  center  to  apply  for  them 
and  for  Medicaid 

She  next  went  to  the  ccmmiunity  Woman's  Center 
for  pioiatal  care,  only  to  be  told  to  retmn  in  two 
weeks  fw  an  eligibility  detenninaticHi  sq>poinUn^t. 
When  she  did,  she  was  referred  to  the  Central  Clinic 
downtown  to  apply  for  WIC  seivicM  ami  to  Univer- 
sity Hospital  to  establish  ho^italization  eligibility. 
She  was  finally  given  an  appointment  for  three 
weeks  later  at  the  Women's  Oaiter,  and  was  told  to 
go  back  to  the  downtown  Central  Clinic  for  an  HTV 
test 

After  giving  birth,  Jolene  retumed  for  family 
planning  services,  but  found  that  they  wa%  only 
|m)vs(}ed  2  days  per  week  AU  told,  Jolene  made  nine 
trips  in  6  wedcs  to  begin  care  and  receive  Medicaid 
eligibility. 

This  case  study  does  not  address  multiple  othCT 
needs  that  a  ''Jolene''  may  have  had:  for  housing, 
child  care,  educatioQ,  parent  skills  training,  job 
training,  employment,  and  transportation  (see  box 
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Box  104>''^toa£)i&eks  to  the  Prevision 
aidCiHmSmitUm  ^Cmtfi^FngKotii 

Ottd  POFWiil^[  W&HUM  (Old  ChUdfMi 

Findlags    Hitff  Netbm^  CmwMom 
to  Pm$mti^atUmt^ 

Acoxding  to  the  NuioDal  Commis^aD  lb  fte- 
venit  li^fafif  &^toilidlt^f  ^ticflifia  ate  nomssQiis  soad* 
bSociks    ttie  psovialoBi  cdf  caste  fioie  pvB^^sass  and 

RoidModB  Co  ttw  prafbkiB  fif  GVR 

•  iDfalBclrat  ^i^ddana,  eeitified  nnrse* 

iihe  ^'>ffifmfiyi^^y^^"^pii^ipp||jt|^  cme  49(f  nofld  sod 
hmeiHGily  nei^ 

iKte  hvn  diopped  teir  obstettiGal  fcaetioe 
became  of  flie  hltfii  optt  ef  fflalja  art  k  w  inror* 

•  Lack  of  tntuma  pwymn  for  nlMtiBQe- 

i^mylflg  pcc^^ott  ^iRODSCQ  and  mo^besv^^ 
e  tatir  trf  tian^mtirt^fff** 

•  Ladtof  ^dUcsiec 

•  luwaiveuient  sen^ioelioiizs! 

^  TiaiijpH^p  woA  vtflltinil  baiiiisfa^ 

•  yimjimpnf lyf  pro^anw  and  ffCTvtf'W  wirii 
ai  Moiktkl*  ti»  Speoid  SofjlQaieDtal  Fogd 
Pragnm  for  Women,  fofints,  nd  OUUiea 
(WECgl^  bouli^  asibiaiioe^  and  ofiicf  pcogUHUSr 

Roadbkidcs  to  tte  eoordtmrthKi  of  eare: 

•  Tlie  fiKt  tiial  Ffidcnl,  S^tiBp  and  local  goveni- 
ittfMitytypbal^yitMpciiidt^ 

di^tt  Alinie; 

•  lucftiseitaidieuiiudienof  pii^guuiis  andtito 
sissa  of  govennieot,  iesnlting  la  ^^veitied 

•  Ragnwitatfatt  between  adnrfnistrging  ngen- 
dl»  and  seniee  proWdcn  (sthcaltod 

35QOQU  uBmD^^^^DQQ  K 
^  |^%yffjfl^  ftiintli^  ItlTiiil^ 

•  CiflGcTCiM  ^ff^n  h  tffft T,  tWTHibtolffgyi  and  fisMtoss 
for  <lttftniitnlgg  ril^httfty  and  benefits^ 

SOURCE:  Mtiiimid  Cteataln  % 


10-A  earlier  in  this  chqtter).  Neither  does  it  address 
the  needs  of  the  father  of  "Jolene*s*'  baby, 

A  major  point  maite  by  the  National  Commission 
lb  Prevent  Infant  Mortality  and  other  observers  is 
that  programs  should  be  desigi^  around  the  needs 


•  Adol^ce{rtHealth--Vdlum6ll:Backgm 


and  chamrteristics  of  the  clients,  rather  than  around 
the  habits  and  traditional  orientations  of  the  provid* 
en  (150a), 

(HA  suggests  that«  in  addition  to  die  barriers 
listed  in  box  10-D,  a  reason  that  conqnnehoisive, 
integrated  services  may  not  have  been  imidrairated 
is  that  diey  appear  to  be  e^qiensive.  It  is  encouraging 
that  organizations  such  as  Public/Private  Ventures 
are  beginning  to  inclucfe  examination  of  program 
costs  in  son^  of  their  don(mslration  projects  (169b). 
hi  mda  to  advance  ^  case  for  c«m]q)rehensive, 
integral  ^rvices  for  pnegnant  and  parenting  ado- 
lescents,  it  may  be  nei^ssary  to  draicnistrate  (if  such 
is  die  case)  diat  such  programs  axe  cost-effective  in 
comparison  to  most  currently  available  alternative. 

Major  Federal  Programs  and  Policies 
Pertaining  to  Adolescent  Pregnancy 
and  Parenting 

A  number  of  Federal  health,  educational,  and 
human  services  programs  offer  services  that  may 
either  he!^  prevent  actolescent  pregnancy  or  may 
affect  the  outcome  of  adolescent  pregnancy.  Hiese 
inchid^  the  Title  X  Family  Planning  Ingram  and  die 
Tide  XX  Adolescent  Family  Life  (AFL)  Program 
under  the  Public  Health  Service  Act  (see  table 
10-10).  Tide  X  and  Title  XX  are  discussed  fimher 
below. 

Also  discussed  Iniefly  below  are  various  other 
health  benefit^  iiK^cnne  support,  education,  training, 
ami  food  and  nutrition  programiB  'hat  are  relevant  to 
adolescents  who  are  at  risk  of  pregnancy  or  are 
I^gnant  or  parenting  (160).^^  In  many  cases,  there 
are  few  data  on  d^  use  of  these  oth^  i^grams  by 
adolescents.  A  recent  review  concluded  that  diere 
are  essentially  no  Federal  programs  specifically 
designed  to  ameliorate  die  long-term  consequences 
of  adolescent  pregnancy  and  childbearing  (196). 

The  Title  X  Famlty  Plannfng  Senflees 
and  Reseerch  Program 

Title  X  of  die  Public  HealUi  Senrice  Act  was 
established  by  die  Family  Planning  Services  and 


Population  Researdi  Act  of  1970  (Public  L4iw 
91-572).  At  die  Federal  level,  it  is  lufaninistered  by 
die  OfiBce  of  Population  Affoirs  in  DHHS .  As  shown 
in  taUe  10-10,  Htle  X  provides  Federal  grants  to 
imblic  ami  noiqnufit  entities  diat  oporate  fiamily 
fdamiii^clmicsforpnedcniiin^ 
(including  adole^^sls)  in  need  of  ji^bsidized  family 
planning  servkes;  it  eJso  sv^qports  famity  planning 
mearch,  trainings  and  infommtion  aiul  educational 
activities.  The  Title  X  program  is  die  major  sornce 
of  I^doal  funding  ($130  million  ^ipropriaticm  in 
fiscal  year  for  public  and  private  nonjnofit 
family  planning  clinics  that  ofifn  contraceptive  and 
othCT  services  (e.g*,  scceening  for  STDs,  pegnancy 
testing  and  counseling,  and  sometimes  prmatal  caie) 
to  predominantly  low-inccmie  cli»ts.^^  Furdier- 
nK>re,  it  is  the  cmly  Federal  program  deigned 
spec^calty  to  provide  family  planning  service. 

During  the  1970s,  die  ai^m>i^iation  for  the  Title 
X  program  increased  st^eulily,  peaking  in  1981  at  at 
$161  million.  Since  19^,  tl^  q^mipriation  has  not 
exceeded  $140  million*  nmhermore,  the  Title  X 
family  planning  program  has  not  been  formally 
reauthorized  by  Ccmgiess  since  the  end  of  fiscal  yev 
1983.  Instead,  it  has  been  reaudiorized  throujg^  the 
^qfnopriations  process  via  continuing  resolutions 
(196,197).  In  1988,  Cbngress  q)propriated  $138*3 
million  for  Title  X,  and  in  1990,  it  qqiropriated  $130 
million.  For  fiscal  year  1991,  the  administration 
requested  $139  million  for  the  family  plamung 
jTOgram  (197).  As  in  previous  years,  the  budget 
reqti^t  assumed  enactment  of  the  administration's 
proposal  to  recast  the  Title  X  into  an  authority  for 
block  grants  for  State  family  planning  programs 
(197). 

Title  X  Family  Planning  Clinics— Tide  X  grant- 
ees (inclining  public  and  jnivate  noi^nofit  entities 
such  as  county  healdi  dq^iEtn^ts,  Planned  I^uient- 
hood  affiliates,  and  hospital  outpatient  dqiartments) 
operate  son^  4,000  family  plamiing  clinics  across 
the  country.  In  fiscal  year  1989,  clinics  that  revived 
Title  X  fimds  served  mcne  than  43  million  clients 
(predominandy  low-income  females),  including  1.4 


't^For  ftuther  dtscmkm  of  dtesc  prpgnmifi,  gee  l.0«  I^oos,  Adolescents  at  Risk  (47a>. 

^^See  cit  I9»  * 'Ttie  Rote  of  l^toal  Agcfvies  In  Adolesoeot  He«lcii«'  *  in  VoL  m  for  t  general  discttssion  of  Fbckrai  programs  related  to  adolescent 
health. 

^F^deraS  fbodii^  f CM"  fvnlly  pitfmii^  sen^^ 
Security  Act),  MedicakI  (Title  XIX  of  the  Social  SeciiHty  ActX 
These  pmgrams  are  discussed  bdow. 
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Table  10-10— Overview  of  TWe  X  and  Tltte  XX  of  the  Public  Health  Service  Act* 


Puipose 


Funding  ie^l 


Total  acMescents 
8^v0d>nay8ar 


Title  Xgf  the  PuWte 
HoafthSfifviQ0Act 
(Family  Planning 
Servtces  and  Re^ 
search  Act  ot1970) 


ntieXXofthe  PuWic 
Health  Service  Act 
(Adolescent  Fam- 
tly  Life  Program) 


To  piwlde  grants  fc^  entitles  that 
operata  apprmbnateily  4,000  pub- 
He  Of  private  noff)n)^  fanrlly  ptarY- 
rang  cAln^  acrcm  the  country. 
Also  to  ftind  tr^nHig  for  per- 
sonnel to  Impro^  the  d^Uv^  of 
family  planr^r^  servioes;  to  pro- 
mote sefvtoe  deMvery  Impnow- 
ment  throi^  rraeerch  on  faml^ 
plarvring  and  p(^)&datlon  issues: 
and  to  devek^  and  dlstrftHite 
information  on  family  planrdng. 


To  provide  grar^  for  1)  c^emonstra- 
tfon  presets  that  seeK  to  prevent 
adt^QSoentprsgnancy  by  i»ioouiag- 
Ing  a(totescent$  to  abstain  f 
premarital  sexual  activity,^  and  2} 
ctomor^tratton  projects  that  pro- 
vide care  services  for  prranant 
or  parenting  adolesoentsr  Also 
to  support  r^earch  ontfw  socie- 
tal causes  and  conseqi^nces  of 
adolescent  pregnancy,  and  chlf- 
dreaitngs  to  support  evaluative 
lesearch  to  ktertify  effective  s^v- 
kaes;  and  to  dteseminata  results 
of  research  projects. 


CHrto  that  receive  TH^  X  money  are 
suf^)0sed  to  offer  a  broad  range 
<^  family  i^mng  m^hmfe  and 
servlo^^  Pftodty  for  cHnlc  serv- 
ice  S^vm  to  loviMnccm)e  dl- 
em&  hftscalyeari^.nittkmai 
prK^ty  areas  for  service  grants 
ifvsre  family  Invi^vement  of  Tltto 
X  adolescent  clients,  infertiNty 
services,  neural  ^lly  planning 
servfoes,  male  Invt^vemer^  sex- 
ually transmitted  diswes,  AIDS, 
adc^^cent  abstinence  from  sex- 
ual int^ooi^e,  and  ii^<ra[ty 
Identified  areas  of  ooncern. 

One-third  of  Title  )0(  funds  goes  to 
dOTon^tkyi  projects  for  attoles- 
cent  pregr^ncy  prevention  that 
prtmarity  ^icourage  sexual  ab- 
^inence;  two-thirds  go&^  to  dem- 
onstration 

prefects  th^  provide  inrovatlve 
approaches  to  the  delivery  of 
care  services  for  pregnart  and 
par^ning  actol^oents.  P-^rtty  Is 
^ven  to  grant  appllcanto  who 
serve  areas  with  a  high  Ir^- 
denoe  <^  adolescent  pregnancy, 
serve  areas  with  a  high  pro- 
portlon  of  tow4ncome  famlltos. 


$190  minion  a|q)r(^»fatton  in  fiscal 
year  1990.  Since  about  one-third 
of  the  TTtie  X  clients  are  adoles- 
centSe  about  one-third  of  tMs 
($43  minion)  funding  is  used  for 
adolescents. 


Of  the  es^mated  43  mi  Okm  predomi- 
nantly female  dibits  served  an- 
nuaiV  by  Tltte  X  dii^cs,  about 
one-third  (1.4  million)  of  whom 
are  addesoents  ^jes  1 5  through 
19. 


$9.5  mniion  anmial  approprlertlons 
for  19M  through  1992.  All  Title 
XX  funding  fs  for  adolescents 
under  ^  19. 


Prsgnancy  prsvertlon  pfofscts  inl982: 
H(XX)femals9  and 48.000 maiss. 
projects  that  provide  cars  serv- 
ices to  pregnam  or  parenting 
adolescents  In  1986: 10.^  fe- 
males and  3,387  male  partners. 


^tle  X  an6  Title  XX  of  the  Public  Hsalth  Service  Act  are  both  aimbtlsterod  by  the  Office  of  P^iHatlon  >^teirs  within  the  US,  Departnent  of  Health  and  Human  S«rvlo»s  (DHHS). 

l>Family  pldfvi^  service  provided  tff  TIHs  X  dlr^  Mic^e  a  broad  r^nge  of  om^rec«pthfe  n^hod^  screer^  for  $exua0y  transmitted  diseases  (STDsh  In^flty  servtcss,  and  natmil  family 
planning.  The  use  of  Title  XfiHids  for  a!>Oftbfi  as  a  method  of  family  p&tiwlflg  has  been  pn^i^  Tltio 
X  program  was  admlnist«^0d  und0T  rsguiatlorts  that  requM  wnployees  of  dinlcs  roo^ng  TKfe  X  rncwf  to  provide  rKindiredlve  counselb^  (aboitf  abortion  es  well  as  chlkflrfrth)  to  women  who 
requestod  Momratlon  shout  manag^  ar>  unlntendad  pregnancy.  Ir^  1986^  however,  DKftfS  Issued  ragulatlons  tl^t  ^^iblted  Mnptoyees  ^  Tltls  X  dhiics  from  providing  ootins^lng  and  referrals 
for  aborifor)  services.  That  repjlatton  v»s  challsr>9ed»  but  a  May  1991  oiSng  by  \h9  U.S.  Sci^rsme  Court  u^ld  It  {Rustv.  StMrn^  1 1 1  S.  OL 17^  (1991)). 

cjitle  XX  projocts  are  profilbltsd  by  the  Title  XX  law  from  provldlr^  family  planning  servtoes  oth^  than  ommseling  and  rsforral  unless  such  services  are  othenfvise  avallatsle  in  the  comnnmity . 
Tltto  XX  pn^oefs  are  statutorily  prohHsited  from  providing  abortlorvs,  abortion  oDURsellrrg,  and  abortion  rsforrals. 

^Undsr  Tit}9  XX,  caro  servicesfor  pregnam  or  parenting  adolesosnts  Include  prsgnancy  testing  and  materrHty  courrsellng.  adopt bn  counseling  and  referrab^  primary  andprevontive  health  serviCBS 
including  pref^toi  and  postnatal  cara»  nutrition  information  and  oounseling,  referral  for  screening  and  treatment  of  STDs,  referral  to  pediatric  care,  family  life  education,  educationat  and 
vocational  sarvices,  referrals  to  maternity  sarvicss.  n^af  heahh  services  and  referrals*  child  care  to  enable  the  parerrt  to  go  to  school  or  work,  consumer  education  and  homemaMng,  and 
family  planning  services. 


SOURCE:  Office  of  Technology  Assessment.  1991 . 
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million  adolescent  females  ages  15  to  19  (47a,l%).^^ 
Title  X  clinics  are  rarely  visited  by  young  males 
unless  they  are  accon^yanying  a  female  partner 
(148), 

Title  X  clinics  offer  a  broad  range  of  family 
planning  methods  (including  contraceptives  &at 
have  to  be  delivered  by  a  clinic  or  a  private 
lAysician)  and  SCTvices.  In  1983,  for  example,  99 
percent  of  family  planning  agencies  offered  preg- 
nancy testings  92  percent  offei^  pregnancy  c(»msel- 
ing,  95  percent  offered  testing  for  STDs,  70  percent 
offered  conmiunity  education;  71  p^ent  offered 
treatment  for  STDs;  60  percent  offered  infertility 
counseling;  50  percent  had  programs  for  parents;  47 
percent  had  special  staff  for  helping  teenagers;  46 
percent  offered  prenatal  care;  44  parent  had  teen 
outreach;  39  percent  had  programs  for  adolescent 
mothers;  31  percent  offered  genetic  counseling;  and 
20  percent  had  programs  for  young  men  (148,193a). 

The  services  that  are  most  commonly  provided  to 
adolescents  at  an  initial  visit  to  a  family  planning 
clinic  include  information  concerning  various  meth- 
ods of  contraception  (e.g.,  their  use,  effectiveness, 
and  potential  risks),  wunseling  in  the  choice  of  an 
appropriate  method;  a  medical  evaluation  involving 
a  pelvic  examination,  breast  examination,  blood 
pressure  check,  blood  test,  and  a  Pap  smear  (148, 193b). 
About  two-thirds  of  first  visits  involve  a  pregnancy 
test  and  urinalysis  to  test  for  possible  contraindica- 


ti(m$  to  the  use  of  some  contraceptive  method*  In 
addition,  about  two-thirds  of  all  first  visits  include 
testing  for  STDs  (193b).^^ 

Family  planning  clinics  are  generally  mwe  will- 
ing than  jHivare  physicians  are  to  int)vide  contracep- 
tive services  to  unmarried  adolescents  umier  age  18 
without  parental  ccmsrat  or  notification  (148).'^ 
The  fn-ovi^on  of  contraceptives  to  adolescents  by 
Title  X  clinics  has  been  controversial,^  bmt  the 
courts  have  thus  far  held  that  adolescents  may  obtain 
Title  X  family  planning  %rvices  without  parental 
consent  or  notification  (196).^^'  Thus,  although  Title 
X  grantees  are  statutorily  lequined  to  encourage 
family  involvement  for  adolescent  patirats.  Title  X 
clinics  can  provide  contraceptive  sovices  to  adoles*- 
cents  without  parental  consent  or  notification.*^^ 

Because  the  Title  X  program  is  supposed  to  saire 
low-income  womra  in  need  of  subsidized  family 
planning  services,  the  services  provided  by  Title  X 
clinics  are  generally  offered  at  lower  fees  than  arc 
charged  by  private  physicians  (148,161).  Clinics 
that  receive  Title  X  funds  must  provide  family 
planning  services  free  of  charge  to  individuals 
whose  incomes  do  not  exceed  100  pocent  of  the 
Federal  poverty  guidelines.  For  individuals  whose 
income  is  between  100  percent  to  250  percent  of  Ae 
poverty  level,  fees  are  determined  on  a  sliding 
payment  schedule.  Adolescents  seeking  family  plan- 


-,!^,?^  number  of  adolcscciite  vsmg  family  pLumiog  climes  tncnascd  dramatically  b«wmi  I%9  and  1983.  ftom  2 14.000  lo  1 .6  milliwi  (I4S).  The 
proportion  of  adolesccni  clinic  paticms  also  increased  rapidly  in  the  early  years  of  the  TiUe  X  program,  but  since  1979.  the  po^ologc  has  been  stable 
at  about  33  pcfceiit  (148). 

^InfoftnatiODon  thepievalenceof  HTV  infeaion  and  STDs  among  U.S.  adolesceoti  is  presented  in  ch.  9.  AIDS  and  Sexually  Transmitted  Diseases: 
Freveniion  and  Services,''  in  this  volume. 

^^^ysicians  in  Stales  thm  do  not  have  expticit  consent  laws  for  nuiK)re 
own  aulhority  ( 1 4S.  16 1 ).  In  States  without  explicit  consent  laws  for  miiK>rs«  adolescents  may  have  brttcr  Mxess  to  contracqitive  services  tfan»ig|i  fimiily 
planning  clinics  than  through  private  physicians  (148).  As  tK>i«i  in  <A.  17,  **Conscaitanda>nfldciitiaIiiy  in  Adolescatt  Health  Care  Decisionmaking/* 
in  Vol.  m.  a  littk  under  half  of  the  States  and  the  Disnlct  of  Columbia  have  statutes  that  speciffeally  authorize  minors  to  give  their  own  consent  for  what 
are  variously  described  as  contmcepdves.  birth  control  services,  (»^  services  im  the  prcvcntira  of  iHtgnaftry.  In  die  other  States,  there  »rc  m  laws 
specifically  authorizing  minors  to  give  consent  or  die  laws  are  ambiguous. 

^     1 983,  DHHS  attempted  unsuccessfully  to  fmptemeof  regulations  refuiiln^ 
contraceptives  were  prescribed  for  their  unemancipotcd  mlolesccnt  children.  The  regulations  were  challeqgod.  however,  std  uldinately,  two  Federal 
courts  enjoined  DHHS  from  in^jlcmcming  them.  For  furtto  discussion,  see  ch.  17.  '•Consent  and  C^oHdentiality  in  Adotesceot  Healdi  Care 
Dectsionmaiang/*  in  Vol  m. 

^ '  'See  ch.  17,  '^Consent  and  Confidentiality  in  Adolescent  Health  Care  Decisionmaking/*  in  VoL  IH  for  a  leview  of  Fedeml  and  State  law  pertaining 
to  parental  consent  and  notifrcation  in  situations  involvic^  family  planning  services  and  other  health  services  related  to  sexual  activities  {e,g„  STD 
Heatment.  pt^nancy-rclated  health  scrvtccs). 

study  publisl^  in  1980  found  that  nearly  two* thirds  of  adolesccnis  seeking  contiacqmve  services  fma  organized  family  planning  providers 
tiiougfat  their  parents  knew  they  were  doing  so.  but  a  signiHcant  minority  said  dicir  parents  were  not  aware  they  were  using  the  services  {148.193c). 
AnK>ng  the  adolescents  whose  parents  did  not  know,  a  large  proportion  said  d»y  would  not  come  to  a  fiunily  planning  clinic  if  parcoial  notification  were 
required. 
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ning  services  without  parental  ccmsent  aie  geoendly 
assuimd  to  be  medically  imligeiit  (47a). 

The  use  of  Title  X  funds  for  abortion  *  'as  a  method 
of  family  planning*'  has  been  prohibit^  by  statute 
(sec.  1008)  and  by  regulaticms  since  the  enactment 
of  fte  Title  X  program  (55a,  197).  Prior  to  1988, 
DHHS  had  intopieted  this  directive  as  having  no 
bearing  on  speech  and  information  between  a 
pegoant  woman  and  her  physician  or  counselor  at  a 
clinic  receiving  Title  XX  funds.  Thus,  Title  X  clinics 
were  able  to  provide  abortion  counseling  and 
referrals  for  many  years. 

In  1988,  howevCT,  DHHS  issued  new  Title  X 
regulations  prohibitiog  clinics  that  receive  Title  X 
funds  from  providing  abortion  counseling  or  refn*- 
rals  to  pregnant  women  (53  FR  2921).  Section  59,8 
of  the  1988  regulations  specifies  that  "once  a  client 
sexved  by  a  Title  X  project  is  diagnosed  as  pregnant, 
she  must  be  referred  for  apintijniate  prenatal  and/or 
social  services  by  furnishing  a  list  of  available 
providers  that  promote  the  welfare  of  the  mother  and 
unborn  child.*'  If  a  pregnant  client  aslcs  for  informa- 
tion about  abortion  ot  its  availability,  the  Title  X 
clinic  counselor  is  to  rqply  that '  *the  project  does  not 
consider  abortion  an  q^propriate  n^thod  of  family 
planning/'  Section  59^9  of  the  1988  regulations 
requires  a  Title  X  project  to  be  '^organized  so  that  it 
is  i^ysically  and  financially  separme""  from  *'f^ 
hibited  activities/'  Fmally,  Section  59.10  of  the 
regulations  prohibits  Title  X  clinics  fr^m  engaging 
in  activities  that  ''encourage,  promote,  or  advocate 
abortion.^'  The  prohibition  reaches  all  activities  or 
inform^on  that  '^assist*'  a  woman  in  obtaining 
abortion  or  that  make  the  abortion  option  tmi^ 
"accessible/' 

A  number  of  State  governments  and  private 
organizations  initiated  court  action  to  prevent  imple- 
n^ntation  of  these  Title  X  regulations  (9b,  197),  but 
the  regulations  were  uj^eld  on  statutory  and  consti- 
tutional grounds  by  the  U.S.  Supreme  Court  in  a 
May  1991  ruling  [Rust  v.  Sullivan,  11 1  S.  Q.  1759 
(1991) J.  If  in  response  some  large-scale  providers  of 
family  planning  services  no  longer  accq>t  Title  X 
funds,  adolescents'  access  to  contraception  and 
abortion  could  be  seriously  limited.  As  this  volume 
of  this  Report  was  being  prepared  for  publication, 
the  U.S.  Congress  was  considering  various  amend- 


ments to  Public  Law  9 1-572.  If  pass^  and  signed  by 
the  nnesi<tent,  some  of  these  amradnumts  would 
codify  that  C<mgress  did  not  mean  to  excli»le 
abortion  counseling  as  part  of  its  1970 prdiibition  on 
im>viding  abcmicms  in  Title  X  clinics*  I^ssage  of 
such  an  amendment  would  help  ensure  that  adoles- 
cents (as  well  as  other  individuals)  could  continue  to 
get  access  to  abc^cms  as  needed  and  as  legally 
available  to  thaxL"^ 

Research  and  Other  Activities  Supported  by 
Title  X  Fimds — ^In  addition  to  providing  grants  for 
family  planning  clinics.  Title  X  funds  training  for 
pa*sonneI  to  in(^x>ve  the  delivery  of  family  planning 
so^c^s;  promotes  service  deUveiy  improvemoit 
through  research;  and  develops  and  disseminates 
infomiation  on  family  (danning  (197).  Title  X  grants 
for  research  related  to  family  planning,  training  of 
personnel  for  family  planning  clinics,  and  die 
development  and  disseminatioii  of  infom[iation  on 
family  pluming  me  handled  dir^y  by  the  Office  of 
IV)pulation  Affairs.  Ibpics  of  research  include 
problems  of  human  futility  and  infertility,  develop- 
mtent  of  effective  methods  fen*  fertility  regulatira, 
evaluation  of  contraceptive  methods,  and  research  in 
the  changes  in  population  structure  (2(Q). 

Some  observers  have  suggested  that  these  efforts 
may  not  be  {^equate  to  meet  cuirent  needs.  In  1990, 
the  National  Academy  of  Sciences*  Committee  on 
Contraceptive  Development  criticized  the  United 
States  for  a  recent  lack  of  leader^p  in  the  develop- 
ment of  contraceptive  t^hnologies  (130)»  The 
National  Academy  of  Sciences'  committee  also  said 
that  additional  attention  to  the  factors  that  would 
"'promote  contraceptive  use  anK)ng  individuals  not 
seeking  to  become  pregnant  is  also  inq>ortant'* 
(130). 

TiiB  Title  XX  Adolescent  Family  Life  Program 

The  Adolescent  Family  Life  (AFL)  program 
under  Title  XX  of  the  Public  Health  Service  Act  was 
enacted  as  part  of  the  Omnibus  Budget  Reconcilia- 
tion Act  of  198 1  and  is  administered  by  the  Office  of 
Population  Affairs  within  DHHS.  As  shown  in  table 
10-10,  the  Title  XX  AFL  program  awards  Federal 
grants  for  two  types  of  demonstration  projects:  1) 
projects  that  seek  to  prevent  adolesc^t  i»iegnancy 
(primarily  by  encouraging  abstinence  from  sexual 


<t^As  noted  above,  and  to  ch.  17.  **CoQseol  and  Conddeotiillty  in  Adolescent  Health  Care  Dedskmmaldi^'*  in  Vol  JH  legal  restdcticms  m 
adolescents'  independent  access  to  abortion  include  certain  State  reqidiements  fc^  fiareu  tat  consent  and  notifkationu  jPederal  con^totional  law 
concerning  the  pomissiblc  scope  of  State  regulation  of  abortion  as  inteipreted  by  tbt  U.S.  Supreme  Conrt  isppcm  to  be  in  fhtx. 
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activity),  and  2)  projects  that  provide  health  and 
social  sCTvices  (including  adoption)  for  pregnant  or 
parenting  adolescents.  In  Edition,  the  Title  XX  AFL 
program  supports  research  on  the  causes  and  conse- 
quences of  adolescent  pregnancy  and  {^renting 
(196^02). 

From  the  time  of  its  inception,  the  Title  XX  AFL 
program  has  been  funded  with  ^^priations  that 
have  not  exceeded  $15  million  per  year  (e.g.,  $14.9 
million  in  fiscal  year  1984,  $14.7  million  in  1985, 
$14  J  million  in  1986,  $14.0  million  in  1987,  $9.5 
miUion  in  1988,  and  $9^  million  in  1989)  (Z02).  The 
AFL  program's  formal  authorization  expired  in 
1985.  Since  then,  the  |m>gram  has  been  reauthorized 
through  the  appropriations  process  via  continuing 
resolutions.  In  fiscal  y^  1990,  Congress  appropri- 
ated $9  J  millicm  for  the  AFL  program. 

About  one-third  of  Title  XX  AFL  funding  goes  to 
demcmstration  projrcts  for  adolescent  pregnancy 
prevention.  AFL  adolescent  pregnancy  invention 
Injects  seek  to  find  the  means^  within  the  context  of 
the  family,  to  reach  male  and  female  adolescents 
before  they  become  sexually  active  in  order  to 
promote  abstinence  from  i^emarital  sexual  relations 
(196).  These  projects  emphasize  the  in^rtance  of 
abstaining  from  sexual  intercourse  except  in  the 
ccmtext  of  marriage,  parent<hild  communication, 
and  the  development  of  skills  to  resist  peer  pressure. 

Most  of  the  other  two-thirds  of  Title  XX  AFL 
funding  goes  to  demonstration  projects  that  provide 
care  for  adolescents  who  are  pregnant  or  parenting, 
AFL  adolescent  care  projects  provide,  directly  or  by 
referral,  health  and  social  services  th^  include 
pregnancy  testing  and  matoiuty  counseling;  adop* 
tion  counseling;  primary  and  preventive  health  care; 
nutritional  information;  screening  for  vraereal  dis- 
eases; education  and  vocational  services;  and  mental 
health  services  (1%).  Title  XX  projects  are  not 
permitt^  to  offer  adolescents  contraceptive  services 
tmless  they  are  not  otherwise  available  in  the 
community  and  cannot  provide  abortions,  abortion 
counseling,  or  abortion  referrals.  Adolescents  must 
be  under  age  19  to  participate  in  AFL  demonstration 
projects,  and  they  are  generally  required  to  have 
parental  consent  (196). 

As  of  1989,  the  AFL  program  was  administering 
88  demonstration  projects  around  the  country  (196). 
In  1982,  AFL  pregnancy  prevention  projects  served 
102,(XX)  adolescents  under  age  19  (48,0()0  males  and 
over  54,000  females).  In  1986,  AFL  care  projects 
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served  ^^proximately  15,(X)0  pregnant  and  par»t- 
ing  adolescents  (10,728  finales,  3387  males);  these 
Injects  also  »rved  6,274  family  members  and 
5,689  infants  of  adolescent  mothm. 

These  data  say  nothing  about  ttie  im{mct  of  AFL 
projects  on  eUbcr  the  prevention  of  adolescent 
pregnancies  or  the  amelioration  of  the  negative 
effects  of  adolesc^t  [vegnancies.  All  the  AFL 
projects  are  required  to  include  an  evaluation 
component  However,  few  AFL  projects  to  date  have 
included  experin^ntal  or  even  adequate  quasi- 
experimental  designs  which  would  enable  firm 
conclusions  to  be  drawn  about  the  inq>act  of  these 
programs  (220a). 

In  a  1991  review  of  evaluations  of  AFL-ftmded 
pregnancy  prevention  curriculum  programs.  White 
and  White  concluded  that  ihm  is  a  need  for 
comjHehensive  examination  of  such  programs  to  be 
made  available  in  academic  publications  (220a).  The 
evaluations  they  were  able  to  locate  came  £rom  a 
variety  of  sources,  including  testimonials  by  project 
directm.  White  and  White  noted  that  many  of  the 
evaluations  lacked  inqKmant  details  about  methodo- 
logical procedures;  many  may  not  have  bera  objec- 
tive (220a).  White  and  White  noted  that '  'the  lack  of 
available  information  inhibits  researches  in  their 
atten^ts  to  (tesign  further  program  evaluations, 
causes  speculation  about  the  efficacy  of  the  pro- 
grams, and  prohibits  infOTmed  policy  recommenda- 
tions*' {22(k).  They  suggested  that  Federal  funding 
for  evaluation  r^earch  on  the  programs  be  increased 
(220a).  Increasing  the  funding  for  evaluation  re- 
search would  be  no  small  feat  within  the  existing 
Title  XX  budget  of  less  than  $10  milKon.  But  if 
rigorous  evaluations  are  not  increased  and  improved 
n^thodologically^  importam  questions  about  the 
effectiveness  of  fwlcrally  funded  pregnancy  inven- 
tion programs  will  not  be  able  to  be  answered. 

Other  FBfleral  Programs  Pertaining  to 
Adolescent  Pregnancy  and  Parenting 

Although  it  has  been  noted  that  there  are  no 
Federal  programs  specifically  designed  to  amelio- 
rate the  long-term  consequences  of  adolescent  preg- 
nancy and  childbearing  (196),  there  are  several 
policies  and  programs  that  may  be  helpful  to 
pregnant  and  parenting  adolescents.  The  fact  that 
these  and  other  Federal  programs  were  not  well 
coordinated  provided  some  of  the  inq>etus  for  the 
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recently  announced  reorganization  of  several  DHHS 
programs  for  children  and  families  (202b).  As 
discussed  beiow,  it  is  not  yet  clear  how  effective  this 
Federal  reorganization  will  be  in  teims  of  service 
deliveiy  at  the  local  level  or  in  terms  of  the  needs  of 
adolescents  specifically.  Fiirther,  the  reorganization 
affects  only  selected  programs  in  DHHS  and  does 
not  specifically  include  housing,  education,  or  labor 
programs;  nor  does  it  include  Medicaid. 

"Ntoious  Federal  programs  apart  finom  Title  X  and 
Title  XX  of  the  Public  Health  Service  Act  offer 
services  that  are  relevant  to  the  problems  confronted 
by  adolescaits  who  m  at  risk  of  pregnancy  or  who 
are  afavady  pregnant  or  parenting  (196)."^ 

•  Me<iica/<i^Medicaid  (Title  XIX  of  the  Social 
Security  Act)  is  a  federally  aided,  StMe- 
admini^n^  pogram  that  was  ^tablished  in 
1965  to  provide  medical  assistance  for  very 
low-income  people  nwting  ^)ecific  income 
and  family  structure  requiren»nts.'"  Some— 
though  not  all — {xrar  adolescents  are  covered 
by  Medicaid.  At  the  Federal  level.  Medicaid  is 
sdmin^tered  by  the  Health  Care  Financing 
Administration  in  DHHS. 

In  order  to  receive  Fedo^  Medicaid  funds. 
States  are  required  to  offer  a  ^)ecific  minimum 
benefit  packiage  that  includes,  among  other 
things,  hospital  ii^atient  and  outpatient  serv- 
ices, physician  services,  nurse  midwife  serv- 
ice, and  family  planning  sovfccs.  Thus,  Medic- 
aid is  a  source  of  Federal  fmancing  of  family 
planning  services  and  supplies  for  low-income 
adolescents,  who  meet  the  program's  eligibility 


requireimnts."^  Many  adolescents  living  in 
poverty  are  not  eligible  for  Medicaid,  so  not  all 
poor  adolescents  can  get  family  planning  serv- 
ices through  Medicaid.  As  noted  elsewhere  in 
this  Report,  in  fiscal  year  1988,  Medicaid  spent 
an  estimate  $16  million  cm  family  planning 
services  ffv  the  4.583  million  adol»cents  ages 
10  through  18  who  were  enroll«l  in  the 
program  ($3  million  or  $1  per  capita  for  the 
2.657  million  adolescents  ages  10  to  14  and  $10 
million  or  $7  per  capita  for  the  1.928  million 
adolescents  ages  15  to  18.»"  Medicaid  reim- 
bursement for  contraceptive  services  jwyided 
to  adolescents  is  accepted  by  the  vast  majority 
of  family  planning  clinics  (90  percent  in  1983), 
but  a  sipiificant  percentage  (53  percent  in 
1983)  of  the  private  physici^s  who  could  give 
adolescent  patients  contraceptives  will  not 
accept  Medicaid  reimbursfmcnt  (148)."" 

In  addition  to  being  a  source  of  finuting  for 
contraceptive  s«vic«s,  Medicaid  is  a  source  of 
Federal  financing  for  pregnancy-related  care 
for  low-income  women  and  pediatric  care  for 
children.  The  Omnibus  Budget  Reconciliation 
Act  of  1989  (PubUc  Law  101-239)  required 
States  to  extend  M«licaid  eligibility  to  all 
{negnam  women  and  children  up  to  age  6  with 
family  incomes  up  to  1 33  percent  of  the  Federal 
poverty  level."'  An  important  policy  issue 
which  the  r«:ent  extension  of  Medicaid  eligi- 
bility did  not  address,  however,  is  the  effect  of 
declining  Medicaid  participation  rates  among 
specialists  in  obstetrics/gynecology  and  pediat- 
rics on  Medicaid  cnrollees'  access  to  care.*^ 


"*ItaIsoshcmWbcDoicriUiaiTSiIeIXofUieEdBcatiraAmcatawots(I^ 
or  marital  status  (148).  CoosequcnUy.  aU  school  systems  recciviDg  Fcrfenil  fimds  must  aUow  pregnant  wJolesccnts  to  remain  In  school  throtiglKnrt 
pr^nmcy  and  to  retam  afier  Ibe  biitb  of  Ibeir  cfaiU  (148), 

' » 'Eligibility  for  Medicaid  has  gencniUy  been  linked  to  participation  In  the  AFDC  cash  welfare  program.  AFDC  eligiWWy  hinges  not  only  on  wbrthrr 
family  income  and  resources  faD  within  the  State  s  AFDC  limits  but  also,  with  few  exceptions,  on  whether  the  famUy  has  a  "dcpnyation  faclor  (l  e.. 
at  le^  one  paiem  is  dead,  disabled.  COTtinnaUy  ahseM  from  the  home,  or  as  of  Oflober  im 

is  uncmploy^).  For  a  discussion  of  Medicaid  eligibiUty  requirements,  coverage,  payment  policies,  etc..  as  they  pflam  to  adotesccnts.  see  ch.  1*. 
"Financial  Access  lo  Health  ServKes."  in  Vol.  10. 

"«In  fiscal  year  1985.  Federal  funds  consiimied  84  percent  of  public  cipenditures  on  contraceptive  services  and  supplies.  Family  planning  soviccs 
grants  under  Vtle  X  of  the  Public  Health  Service  Act  accounted  for  34  perecnt;  MttUcmd  reimbursements  accounted  for  34  percem;  social  services  Nock 
grant  funds  accounted  for  10  percent;  and  materwi  and  child  health  Mock  grant  funds  accounted  for  6  peawal  (74c). 

"^Seetablelfr-Sinch.  16/Tinancial  Access  toHealihServices.*MnVol.raForabrcakdownofM«^^ 
IS  by  type  of  service. 

i«In  fiscal  year  1983.  $K«  million  of  Medicaid  funds  were  used  lo  reimburse  organizations  and  private  physicians  for  contracepin^c  services  for  aU 
ages  (148). 

'i«Poor  adolescaas*  access  to  Medicaid  was  changed  by  the  Omnibus  Budget  Reconciliation  Art  of  1990(P»ib«c  WI-50S).  which  reqinrttl  that 
beginning  July  1. 1991.  chUdren  bom  after  Sept.  30. 1983.  with  family  incomes  up  lo  100  pcrecM  of  the  Fedoal  poverty  level,  are  to  be  phased  in  to 
the  Medicaid  program.  This  change  will  not.  therefore,  affect  the  currem  generation  of  adolc»:ents. 

«»Medicaid  participation  rates  and  the  effect  of  Medicaid  pa>Tnent  policies  on  access  to  care  and  the  availability  of  qualified  providers  are  discussed 
further  in  cb.  16.  "Financial  Access  to  Health  Services."  in  Vol.  m. 
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The  use  of  Federal  Medicaid  fiinds  to  subsi- 
dize poor  women's  abortions  has  beeo  statuto- 
rily piohibiied  since  the  tn^lesi^tatioa  of  the 
Hyde  Amendment  in  1977  (74c).  Hyde  Amend- 
taen\s  have  been  attached  to  the  annual  appro- 
imtions  bills  for  DHHS  and  the  U.S.  Dqyait- 
ment  of  Labor  every  year  since  1977.  Federal 
Medicaid  funds  can  be  used  for  abortions  only 
in  the  tiny  number  of  cases  in  which  a  woman's 
life  is  threatraed  if  a  pregnancy  is  carried  to 
tcrai.*" 

•  Maternal  and  Child  Health  Block  Grant  Pro- 
gram, under  Title  V  of  the  Social  Security 
Act— As  discussed  elsewheare  in  this  Report, 
the  Title  V  Maternal  and  Child  HealOi  Services 
Block  Grant  Ingram,  is  administoed  at  the 
Federal  level  by  the  Bureau  of  Maternal  and 
Child  Health  of  the  Health  Resources  and 
Services  Administration  withm  the  Public 
Health  Service  of  DHHS.»22  Federal  maternal 
and  child  health  block  grants  are  awarded  to  the 
States,  which  in  turn  provide  grants  direcUy  to 
public  and  private  providers  of  maternal  and 
child  health  care  services.  The  goal  is  to 
"assure  access  to  quality  maternal  and  child 
health  services,  especially  for  those  with  low 
incomes  and  Uving  in  areas  with  limited 
availability  of  health  services,"  Title  V  is  also 
uswl  to  jn-ovide  funds  for  special  projects  of 
regional  and  national  significam^  (SPRANS) 
that  contribute  to  maternal,  infant,  ami  child 
health.  In  fiscal  year  1988,  the  appropriation  for 
the  Title  V  program  was  $52.6  million.  Eighty- 
five  percent  ($444.3  million)  was  aUocaied  to 
State  health  agencies  to  help  them  promote, 
improve,  and  deliver  maternal  and  child  health 
services,  and  15  percent  ($82.3  million)  was  set 
aside  for  SPRANS.  Title  V  funds  may,  but  do 
not  have  to  be,  used  for  family  planning  services. 

States  have  wide  latitude  in  establishing  the 
types  of  maternal  and  child  health  services — 
e.g.,  family  planning  services,  prenatal,  deliv- 
ery, and  postpartum  care  for  low-incontt  moth- 
ers, well-child  care — ^that  are  provided  and  the 


distribution  of  funds  to  support  those  services 
(74c).  E}q)enditun»  for  specific  service  under 
the  maternal  and  child  health  block  giant 
program  are  nearly  impossible  to  identifyf 
largely  b«»ttse  the  FedOBl  Govenunmt  does 
not  mpiire  die  collection  or  rqiorting  of 
pCTtinent  data  (199).  The  problem  is  exacer- 
bated by  the  &ct  that  diere  are  no  icquiremmts 
regarding  mtninumi  servio(»  or  eligdriUiy  ( 199). 
As  a  consequence,  very  little  is  known  about 
who  receives  what  types  of  services  under  the 
maternal  and  child  health  block  grant  It  is 
virtually  inqnssible  to  determine  die  amount  of 
Title  V  filing  for  sovices  to  adolescmts  or 
their  childrra  or  the  adequacy  of  services  they 
receive. 

•  Community  and  migrant  health  centers— The 
commimity  health  center  program  is  one  of  the 
largest  categorical  grant  programs,  providing 
maternal  aiui  child  health  care,  as  well  as  othec 
services,  to  residents  of  medically  undermved 
areas  (199).  In  fiscal  year  1985,  community 
health  centers  received  $383  million  in  Federal 
funding  (199).  Nearly  half  of  comnnmity  health 
center  users  are  with<nu  health  insurance  (199). 
As  discussed  elsewhere  in  this  Report,  funds 
are  provided  to  cranmunity  and  migrant  health 
centers  by  the  Health  Resources  and  Services 
Administration's  Bureau  of  Health  Care  Ddiv- 
eiy  and  Assistance,  fa  1989,  814,000  adoles- 
c«its  ret^ived  care  in  community  and  migrant 
health  centeis,  including  1 17,000  females  ages 
10  to  14  who  received  family  planning  serv- 
ices.'^ fa  1988,  community  and  migrant  health 
centers  rated  teen  jsegnancy,  infant  mortality, 
and  conqnehraisive  perinatal  care  programs  as 
their  top  priorities  (135b).  fa  fiscal  year  1988, 
the  Bureau  of  Health  Care  Delivery  and  Assist- 
ance awarded  $20  million  in  grants  to  fimd 
comprejiensive  poinatal  care  i»ograms  to  pro- 
vide primary  health  care  services  to  low- 
income  pregnant  women  and  infants  at  206 
community  and  migrant  health  centers.  These 
comprehensive  perinatal  care  in'ograms  pro- 


A  numbo  of  Slates  use  their  own  monies  to  provfale  pablicly  ftmdei  gbortlons  for  poor  women  C74c). 
'"Mwr  MonnattoB  on  the  TWeVniatcanalaiKlcliUdhcalib  block  gr^ 
CJioupsof  Ad^Mj^nis.-  and  in  ch.  19.  -njcRole  of  Pedewl  Agencies  in  Adoksceai  Health.-  in  Vol.  IB.  Voikr  Ibe  zmtpotoi  teoisaahatkm  of  certain 
p^gaiM  in  DHBS.  sdtninistraiion  of  the  nwcmal  and  child  health  blo^ 
(2uZb^22a). 

«*K:onipaiBblcdataon8dolescealsagcsl5andoverwhoreceiv«Jfamilyplanning services^  19  "TlieRoleofFedeni) 

Agencies  in  Adolescent  Health,"  in  Vol  in,  the  coltection  of  data  on  tbe  use  of  community  md  migrant  health  centers  by  adolescents  ases  15  and  above 
was  discontinued  about  8  years  age. 
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vided  case^managed,  coordinated  perinatal  serv- 
ices to  6  percent  of  all  U.S.  pregnant  adoles- 
cents under  the  age  of  20  and  29  percent  of 
l^gnant  adolescents  15  years  of  age  and  under 
(207d). 

•  Sociat  Services  Block  Grant  Program,  under 
Title  XX  cfthe  Social  Security  Act— As  dis- 
cussed elsewhere  in  this  Report,  the  Title  XX 
Social  Services  Block  Grant  Program,  which  is 
administered  by  the  Office  of  Human  Develop- 
n^t  Services  in  DHHS,  provides  block  grants 
to  Stales  for  social  services.^^  Stmes  arc  given 
wide  discretion  in  determining  what  services 
will  be  provided,  who  will  be  eligible  for 
services,  and  how  the  funds  will  be  distributed 
in  the  State.  Some  States  use  social  services 
block  grants  for  family  planning  services  and 
for  foster  care  and  adoption  services  and 
health-related  services,  but  there  is  little  infor- 
mation on  how  many  adolescents  or  children 
bom  to  adolescents  are  affected. 

♦  Aid  to  Families  With  Dependent  Children 
(AFDC)  program — As  discussed  elsewhere  in 
this  Report,  the  AFDC  program  is  a  cash 
assistance  program  for  n^dy  families  with 
children  that  is  administered  by  the  States 
within  broad  Federal  guidelines.  At  the 
Federal  level,  it  is  administered  by  the  Family 
Support  Administration  of  DHHS.  Families 
started  by  women  under  age  20  acct>unt  for  the 
majority  of  famihes  on  welfare,  but  iidolescent 
parents  constitute  a  small  portion  of  die  AFDC 
population  at  any  given  point.  In  ftscal  year 
1987, 121 ,000  adolescents  (83  percent  of  whom 
were  females)  received  AFDC  benefits  as 
beads  of  household  (201b).  Congress  enacted 
major  welfare  reform  in  the  Family  Support  Act 
of  1988  (PubUc  Law  100485).  Tb  give  families 
receiving  AFDC  an  opportunity  to  become 
self-sufficient,  the  Family  Support  Act  required 
all  States  to  implement  a  compn'ehensive  educa* 
tion,  job  training,  and  woA  experience  program 


known  as  the  Job  C^q>ortunity  and  Basic  Skills 
(JOBS)  program  by  October  1,  1990  (150b). 
With  few  exceptions,  all  AFDC  mothers  ages 
16  through  19  years  of  age  must  partic^mte  in 
the  JOBS  program  or  face  the  pro^>Kt  of  a  cut 
in  their  AFDC  benefit.*^  States  must  provide 
adolescent  JOB  participants  with  child  care, 
transportation,  and  any  other  siq)pmt  services 
(e.g.,  imrent  education,  counseling,  pew  sup- 
port ^ups)  that  they  deem  necessary  for  an 
adolescent  parent  to  participate  in  the  JOBS 
{program.  If  States  lack  the  resources  to  provide 
the  n^:e$sary  support  services  or  if  there  is  no 
JOBS  program  in  the  area,  AFDC  mothers  ages 
16  to  19  cannot  be  required  to  participle  in 

JOBS.^27 

If  well  implemented,  the  JOBS  program 
could  have  a  substantial  positive  impact  on 
adolescent  parents.  According  to  the  National 
Health  Policy  Forum,  the  Family  Si^port  Act's 
effect  on  adolescent  parents  and  their  children 
to  date  is  not  yet  known,  in  because  DHH5 
reporting  rules  initially  chd  not  require  the 
collection  of  very  detailed  program  infomiation 
(150b),'28  In  ;^prii  1991,  the  Center  for  Uw 

and  Social  Policy  conducted  a  survey  of  the 
States  to  fill  the  information  g^p  and  leara 
about  adolescent  parent  participation  in  JOBS. 
That  survey  found  that  there  were  about  25,000 
adolescent  parents  participating  in  JOBS  in  the 
24  States  that  reported  adolescent  parent  data 
(150b).  About  two-thirds  of  these  25,000  ado- 
lescents were  in  five  States  (Ohio,  Florida^ 
Illinois,  Coimecticut,  and  Oklahoma).  The  24 
States  varied  widely  in  the  extent  to  which  they 
were  serving  all  of  their  AFDC  adolescent 
parents  (e.g..  Oregon  was  estimated  to  be 
serving  69  percent  of  its  adolescent  mothers, 
Ohio  serving  60  percent,  and  10  other  States 
were  serving  between  30  and  54  percent,  while 
Massachusetts  was  serving  about  13  percent 
and  California  was  serving  about  2  percent) 


^^More  infonnatkmoa  ti»  TiUe  XX  Social  Services  BIcK^k 
of  Adolescents/*  am!  in  ch.  !9,  "The  Role  of  Fe<feral  Agencies  in  Adolescojl  Health,*'  in  Vol.  m 

^^F6rfiiilhcrdiscii$siQnoftbcAHXTfm>gram«  seech.  18/ Jssucs  in iheDdiveiy  of  Sen^kesio Selected Git>up$ of  Adolesceocs/*  ami  19,  'Tbe 
Role  of  Federal  Agencies  in  Adolescent  Healdi,*'  in  Vol  W. 

'^Adolescents  ages  1 6  and  over  are  extmpi  if  they  are  either  ill  oi  lnca{>acitalod,  are  ixeded  at  heme  because  their  child  is  ill  or  incaimcitated,  m  in 
school  full  time*  or  are  in  their  second  or  third  tiimesta*  of  pregnancy  (150b). 

t27 According  to  the  National  Health  Policy  Foniin«  this  is  a  sizatk  loophole  in  the  Family  Support  Act's  rcquirciwits  for  adolescent  participation  in 
tltt  JOBS  program  (i50b). 

^New  DHHS  reporting  niles  wtil  became  effective  to  October  1991  and  will  require  detailed  program  information  but  will  not  require  htfonnafiom 
on  the  types  of  supportive  services  that  States  are  providiog  {150b), 
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(150b).  The  Center  for  Law  aiKi  Social  Policy's 
survey  alw  found  that  educational  placements 
of  JOBS  adolescent  modiCTS  were  generally  far 
iiK>re  comnK)n  than  job  training  or  woric 
pl^:«nents,  although  some  States  (e.g.,  Iowa, 
Missouri,  Ohio,  and  (Mdahoma)  had  substantial 
numbers  in  job  training.  Only  eight  States 
could  repoit  how  many  JOBS  parents  WCTe 
receiving  dbild  care  subsidize  under  JOBS, 
and  these  data  showed  substantial  variation 
among  the  States  (15Ctt)). 

•  Child  Support  Enforcement  Program — As  dis- 
cussed elsewhere  in  this  Report,  the  Qiild 
Support  Enfisrcement  Program  was  established 
in  1975  under  Title  IV-Dof  the  Social  Security 
Act.  This  program  is  ain^  at  helping  States 
locate  absent  fadiers,  establish  their  paternity, 
and  enforce  their  diild  stq)port  obligations.  At 
the  Federal  level,  the  Family  Siq)port  Adminis- 
tration provides  assistance  to  States  to  help 
them  operate  programs  that  offer  services  to 
imiividuals  and  families  to  help  them  collect 
child  support  from  absent  parents,^^  The 
number  of  single  adolescent  mothers  rearing 
children  affected  by  this  pro^t^n  and  the  nature 
of  the  program's  effects  on  adolescent  parents 
or  their  children  are  unknown. 

•  Food  and  nutritional  assistance  programs  such 
as  the  Special  Supplemental  Food  Program  for 
Women,  Infants,  and  Children  (WIC)  and  the 
Food  Stamp  Program — ^As  discuss^  else- 
where m  this  Report,  the  U.S.  Department  of 
Agriculture's  Food  and  Nutrition  Service  ad- 
ministers several  programs  that  provide  food 
assistance  to  low-income  individuals  and  fami- 
lies, including  the  Food  Stan^  Program,  WIC, 
and  various  child  nutrition  programs.^^  Under 
the  WIC  program,  participants  r^reive  vouch- 
ers for  food  such  as  milk,  cheese,  fruit  juices, 
eggs,  dry  beans,  iron-fortifred  cereal,  and  infant 
formula  (88),  Pregnant,  breastfeeding,  or  post- 
partum adolescents  make  up  an  estimated  2.8 
percent  of  WIC  participant.  (200a).  An  evalua- 
tion of  the  prenatal  part  of  WIC  in  Massachu- 


setts found  that  the  program  inqroved  preg- 
nancy outcomes  among  all  partic^>aiits,  but 
especially  among  teens  and  unmarried  women 
(88,117ai  Tb  OTA*s  knowledge,  there  is  no 
comparable  information  on  the  percentage  of 
Food  Stamp  Program  {^cq^ante  who  are 
teeastfieeding,  or  post{^artum  miolescents  or 
their  children.  There  is  also  no  mformation  on 
the  extent  to  which  existing  food  and  nutri- 
tional assistance  programs  meet  the  ne^  of 
adolescrats  who  are  i»egnant  or  parenting  and 
their  diildren, 

•  Employment  programs  for  economically  disad- 
vantaged youth — ^As  discussed  elsewhere  in 
this  Report,  the  U.S.  Department  of  Labor, 
through  its  Employn^t  and  Training  Admin- 
istration, supports  training  and  employment 
programs  fm  wonomically  disadvantaged  youth 
under  the  1982  Job  Trairdng  Partnershq>  Act* 
Tities  n-A  and  XI-B  authorize  block  grants  to 
the  States.  In  1989,  $715, 1  milUon  in  TiOe  D-A 
funds  was  earmaiked  to  sui^xnt  training  serv- 
ices for  econonucally  disadvantaged  adoles- 
cents, and  $709*4  million  in  Tide  II-B  funds 
was  designated  for  support  of  the  Summer 
Youth  Bnployment  and  Training  Program  for 
adolescents.*^^  TiUe  IV  authorizes  federally 
admioij^red  programs  such  as  the  Job  Coxps, 
a  joint  venture  between  the  U*S.  Department  of 
Labor,  private  corporations,  and  nonprofit  or- 
ganizations that  provides  en^>loyment  and 
training  in  primarily  residential  centers  for 
disadvantaged  adolescents  and  young  adults 
ages  16  to  21}^^  In  pogram  year  1989,  there 
were  1(X),(X)0  participants  in  the  Job  Coips. 

•  Other  programs— A  variety  of  Fedoal  pro- 
grams discussed  elsewhere  in  this  Repoit  may 
assist  pregnant  or  parenting  adolescents  by,  for 
exan^le,  providing  child  care  assistance  (e.g., 
the  Head  Start  Program,  CSiild  Care  Food 
Program,  comprehensive  child  developmrat 
centers);  housing  assistance  (e.g,,  low-income 
public  housing,  leased  housing  assistance); 
funding  for  projects  for  substance-abusing 


i»T!^  Child  Stif^Km  EoforcemeDt  Program  is  discussed  io  ch.  IS.  *  'Issues  io  the  Delivery  of  Services  to  Selected  Groups  of  Adolescents,"  md  ch. 
19.  "The  Rote  of  Federal  Agencies  in  Molcscmt  Hcalih,"  in  Vol.  m. 

programs  arc  discussed  in  ch.  19,  *The  Rok  of  Federal  Ageoctes  in  Adolescent  HealOi,*'  in  Vol.  HI. 

i^tThe  Fedml  Summer  Youth  Employmcm  and  Training  Program  provides  more  fbm  650,000  low-income  teenagers  thit>u|^t  Ha  country  with 
7foS  wet^of  employmeat  during  die  summer.  Funding  from  dus  pn^gram  was  used  to  support  the  Summer  Tratnii^  «td  Education  (STEP)  Program 
discussed  earHcr  in  this  chapter, 

Ji^VH'additionalinformaticMi^ttl  these  and  otho^programsadnU^  19.* 'The  Rolcof  Federal  Agencies 

*«  Molcsccnt  Health,*'  in  Vol.  HI. 
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pregnant  and  postpartum  women  (e.g.,  alcohoU 
drug  abuse,  and  mental  health  block  grants  to 
State$);  funding  for  community  and  migrant 
health  centers  that  provide  pdmary  health  care 
and  other  services  to  medically  underserved 
populations;  and  otfa»-  services. 

As  noted  elsewhere  in  this  Report,  there  are  few 
data  on  the  utilization  of  many  of  th^  F^leral 
{HOgrams  by  adolescents,  on  ejqMnditun^  for  ado- 
lescents, or  on  the  adequacy  of  available  services  in 
terms  of  meeting  adol^cents'  needs.  Fimhemore,  a 
U.S.  General  Accounting  Office  lepoit  issi»d  in  July 
1986  said  little  is  known  about  the  effectiveness  of 
services  provided  for  adolescents  under  these  pro- 
grams (195b,l%).  Numerous  other  health,  educa- 
tion, labor,  employment  and  social  service  ^encies 
may  have  contact  with  adolescents  at  risk  of 
pregnancy,  or  already  parenting,  or  have  the  poten- 
tial to  serve  them.  Although  the  array  of  inograms 
may  present  a  vast  set  of  potential  n^ans  of 
assistance  for  sexually  active,  i»egnant,  or  parenting 
adolescents,  there  are  substantial  barriers  to  the 
effective  use  of  such  programs  and  services  by 
adolescents  (see,  e.g.,  150a). ^  addition,  some 
services  needed  by  adolescents  may  not  be  available 
either  generally  or  in  a  specific  adolescent's  commu- 
nity (169). 

The  lack  of  coordination  among  programs  rele- 
vant or  potentially  relevant  to  adolescents  at  the 
Federal  level  is  discussed  in  Volume  III  of  this 
report.  Strategies  to  in^rove  coordination  at  the 
Federal  and  local  levels  have  been  described  by  the 
National  Commission  To  Prevent  Infant  Mortality 
(150a).  Furthermore,  in  April  1991,  DHHS  an- 
nounced a  reorganization  of  some  programs  in  a  new 
Administration  for  Children  and  Families  (202b). 
The  reorganization  would  combine  all  programs  of 
the  Family  Support  Administration  and  the  Office  of 
Human  Development  Services,  and  the  Title  V 
maternal  and  child  health  block  grant  program 
administered  by  the  Health  Resources  and  Services 
Administration  (202b).  One  purpose  of  the  new 
administration  would  be  to  bring  together  Federal 
initiatives  affecting  pregnant  and  parenting  adoles- 
cents. Because  specific  features  of  the  reorganiza- 
tion were  still  being  debated  as  this  volume  was 
being  prepared,  OTA  could  not  evaluate  the  poten- 
tial effectiveness  of  this  reorganization  in  delivering 
coordinated,  comprehensive  services  to  pregnant 


and  parenting  »lolescents.  Congress  may  want  to 
investigate  die  effects  of  the  reoi^ganization  spnnfi-- 
caliy  on  programs  for  pregnant  and  paroiting 
adolescents  in  the  future. 

Conclusions  and  Policy  implications 

The  United  States  has  higher  adolescent  preg- 
i»ncy  rates,  biith  ral^,  and  aborticm  rates  &an  a 
number  of  other  industrialized  countries.  Of  tiie 
nnighly  one  million  U.S.  adolescents  "who  become 
pregnant  each  year,  about  half  a  million  give  biith. 
In  1988,  there  woe  488,941  births  to  U.S.  females 
under  age  20  (478353  to  females  ages  15  to  19  and 
10,588  to  females  under  age  15).  TTie  overall  birth 
rate  among  U.S.  adolescents  has  leveled  off  since  the 
mid-1970s,  but  birth  rates  among  black  adolescents 
have  been  increasing  rather  steadily  since  1984. 
Furthomore,  the  birth  rate  among  unmairi»i  U.S. 
adolescents  has  been  skyrocketing.  Whereas  one- 
fifth  of  births  to  U.S.  females  under  age  20  in  1970 
were  births  to  single  mothm,  about  two-thirds  of 
births  to  U.S.  females  under  age  20  in  1988  were 
births  to  single  mothers  (312,499  births  to  single 
females  ages  15  to  19  and  9,907  births  to  sin^e 
females  under  age  15). 

These  trends  related  to  adolescent  pregnancy  and 
childbearing  are  disturbing  in  light  of  meager 
Federal  involvement  in  workable  pregnancy  preven- 
tion efforts  and  efforts  to  assist  pregnant  and 
parenting  adolescents.  For  a  decade,  U.S.  executive 
branch  policy  has  emphasized  the  teaching  of 
abstinence  over  any  other  approach  to  the  prevention 
of  pregnancy.  While  seeking  to  delay  sexual  in- 
volvement may  be  appropriate  and  effective  for 
some  adolescents  who  are  not  yet  sexually  active, 
there  is  no  evidence  that  the  promotion  of  abstinence 
alone  is  an  approimaie  or  effective  approach  to 
pregnancy  prevention  for  the  large  group  of  adoles- 
cents who  are  already  sexually  active.  On  average, 
65  percent  of  U.S.  males  ages  1 5  to  1 9  and  53  percent 
of  U.S.  females  ages  15  to  19  report  that  they  have 
had  sexual  intercourse. 

Policy  and  program  changes  are  needed  to  prevent 
adolescent  pregnancy  and  to  improve  the  lives  of 
adolescent  parents  and  their  children.  In  making 
these  changes,  effwts  should  be  made  to  involve 
adolescent  males  as  well  a«  females.  OTA*s  review 
of  the  literature  on  adolescent  pregnancy  prevention 
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suggests  conclusions  similar  to  those  of  the  National 
Academy  of  Sciences'  Panel  on  Adolescent  Preg- 
nancy and  Chadbearing  and  other  analyses  (47a,  lOTa). 
There  is  no  "magic  bullet"  for  the  prevention  of 
adolescent  pregnancy.  Rather,  young  adolescents 
who  are  not  aheady  sexually  active  should  be 
encouraged  to  delay  sexual  activity,  and  sexually 
active  adolescents  should  be  provided  with  both  the 
cai»city  (e.g.,  contraceptives,  infonnation)  and  mo- 
tivation (e.g.,  life  skills  training,  the  hope  of 
obtaining  jobs)  to  avoid  too-early  pregnancy  and 
childbearing.  Promising  models  for  the  provision  of 
contraceptives  (e.g.,  SLHCs)  and  enhancing  motiva- 
tiwi  exist;  both  additional  supixjrt  and  more  rigorous 
evaluation  of  these  models  are  ne^ed.  Also  needed 
is  support  for  research  on  contraceptive  technology 
development,  as  well  as  investigation  into  the 
reasons  for  the  high  contraceptive  failure  rates 
among  adolescents. 

Although  preventing  too-early  childbearing  among 
U.S.  adolescents  is  clearly  preferable,  careful  evalu- 
ations of  efforts  such  as  Project  Redirection  suggest 
that  investing  in  improving  the  lives  of  adolescent 
mothers  and  their  children  has  clear  benefits.  Such 
programs  ought  to  be  extended  to  additional  num- 
bers of  adolescent  parents. 

Abortion  is  a  legal  alternative  to  parenthood  for 
pregnant  adolescents,  but  not  an  option  that  a 
pregnant  adolescent  makes  lightly.  For  adolescents 
who  may  choose  abortion,  there  are  geographic  and 
financial  limitations  on.access  to  abortions,  as  well 
as  legal  ones.  Many  births  to  adolescents  are 
unwanted.*^  If  the  Federal  Government  is  not  going 
to  act  more  decisively  to  prevent  pregnancies  among 
U.S.  adolescents  or  to  make  life  for  adolescent 
parents  and  their  children  less  onerous,  it  could  act 
to  make  abortion  more  available. 

Finally,  males—both  adolescent  and  older  niales— 
seem  to  have  b€«n  largely  forgotten  in  discussions  of 
adolescent  pregnancy  and  parenting.  New  efforts  to 
increase  cliild  support  enforcement  among  unwed 
and  otherwise  absent  fathers  may  eventually  be 
effective  in  inculcating  a  sense  of  responsibility  and 
obligation  in  sexually  active  males,  but  greater 
access  to  contraception  and  increased  motivation  to 
avoid  unprotected  sexual  intercourse  are  probably 
also  necessary. 

i^Bvea  at  ihe  time  of  birth,  one  out  of  four  adoksccnts  overall  and  one 
Q  '207c). 
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Specific  options  for  congressional  consideration 
pertaining  to  adolescent  pregnancy  and  parenting  are 
listed  in  Volume  I. 
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MENTAL  HEALTH  PROBLEMS:  PREVENTION  AND  SERVICES 


Introduction 

A  pc^ular  view  of  adolescent  mental  health  is  that 
adolescence  is  inevitably  a  time  of  "storai  and 
strws  (158a).  Inner  tunnoU  and  doubt,  as  weU  as 
coivflict  with  famUy  numbers  and  the  lareer  society 
are  commonly  assumed  to  be  normal  signs  of 
psychol«)gical  development  in  adolescence. 

While  adolescence  is  clearly  a  time  of  significant 
physiological,  cognitive,  and  social  dianges,  serious 
emotional  distmbance  is  not  imsvitably  the  result  of 
am^tog  to  cope  with  the  changes  of  adolescence 
U4«).  Research  over  the  past  two  decades  has 
demonstrated  UtUe  support  for  the  idea  that  emo- 

M^iir*''^  ^  «  ^^^^^  of  adolescence. 
Nonetheless,  the  available  data  do  indicate  that  a 
sutetantial  proportion  of  the  adolescent  population 
suffers  firom  psychological  problems  serious  enough 
to  warrant  mental  health  treatment. 

This  chapter  provides  an  overview  of  adolescent 
mental  health  problems  and  illustrates  issues  itilated 

^^y^  ^  1)  effons 

rciaied  to  the  promotion  of  mental  health  and  2) 
efforts  related  to  the  prevention  of  suicide.  It  also 
exammes  the  mental  health  treatment  system  The 
chapter  ends  with  a  review  of  major  Federal 
Fo^s  and  policies  pertaining  to  adolescent 
n^tol  health  and  conclusions  and  policy  implica- 

Background  on  Adolescent 
Mental  Health 

A  widely  accepted  system  for  classifying  mental 
disorders  of  chUdren,  adolescents,  and  adults  is  die 
Diagnostic  and  Statistical  Manual  of  Mental  Disor- 
ders,  3ni  ed.  (revised)  of  the  American  Psychiatric 
Aasocmtion-^so  referred  to  as  DSM-HI-R  (6). 
Although  there  is  criticism  of  its  lack  of  a  develop- 
mental perspective  (74.45)  and  controversy  over  the 
^phcabUity  of  adult  diagnoses  for  disorders  of 
childhood  and  adolescence  (1),  this  widely  used 
classrfication  system  provides  clinicians  ^d  re- 
searchers with  a  common  language  for  identifying 


mental  disorders.  Use  of  the  DSM-HI-R  classifica- 
oon  system  m  epidemiologic  and  clinical  research 
al»  enhances  the  con^arability  of  results  fixra 
omerent  investigations. 

Exanyles  of  DSM-HI-R  mental  disorders  that 
^ect  adolescents  are  shown  in  box  1 1-A.  Some  of 
ftese  diswiers  are  usuaUy  first  diagnosed  in  child- 
hood, and  others  arc  most  commonly  seen  in  adults.* 

Recent  studies  that  have  looked  specifically  at  die 
prevalence  of  mental  health  problems  among  adoles- 
cents are  discussed  below.  Also  discussed  at  Iragth 
ju^  suidde  and  suicide  attenq,ts,  which,  though  iot 
E«M-in-R  mental  disorders,  are  behavior  indicatora 
of  n^tal  health  problems.  FinaHy.  this  section 
considm  briefly  the  consequences  of  sevae  mental 
nealOj  problems  for  adolescents,  for  their  families 
and  for  society. 

Prevalsnce  of  Mental  Health  Probtems 
Among  Aaolascents 

Prevalence  of  DIagnosable  Mental  Disonleis 
Among  Adolescents 

fa  its  1986  report  on  children's  mental  health, 
OTA  concluded  that  at  least  12  percent  of  the 
population  under  the  age  of  18  (approximately  7  5 
miUion  ofthe  63  milUon  children  aLdadolescen  Jin 
die  Umted  States)  suffered  from  some  type  of 
diagnosable  mental  disorder  (202).  This  frndinVwas 
suRWrted  by  a  1989  fastitute  of  Medicine  review 
suggested  that  the  12  percem  figure  was  probably  a 
consCTvative  estimate  of  the  prevalence  mentol 
disorders  among  children  and  adolescents  (139) 
The  overaU  prevalence  of  diagnosable  mental  disor- 
ders among  individuals  under  age  20  may  actuaUy 
be  higher  than  12  percent— i.e.,  closer  to  20  percent 
or  one  child  in  five  (51)  (see  table  11-1)  fa  an' 
examination  of  five  recent  epidemiologic  investiga- 

uons(9,23,52.149,22I),CosteUofoundovcraIli^v. 
alence  rates  of  diagnosable  mental  disorders  ranging 
trom  17.6  percent  to  approximately  25  percent  in 
samples  mcluding  adolescents  (51).  Kashani  found 
a  prevalence  rate  of  18.7  percent  in  a  small  study  of 
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11-434  #  Adolescent  HeaKti—Wlume  11:  Background  and  the  EffecUveness  of  Selected  Prevention  and  Treatment  Services 


Bax  Il'A^xamples  ofDSM-Ul-R  Mental  Disorders  That  Affect  Adolescents^ 
Dteniptive  Behavior  Wsorden^— The  three  {nimaiy  bdiavicnr  disordm  ctf  coacem  duxing  ackilescence  am 

Atienium  deficit  hyj^racdvity  dis<»der  is  a  diagnasis  made  vfben  adolescents  have  difiBcu^  cnganizing  their 
sdiodwodc    coopeiathig  in  gi^ 

deficit  discader  is  tyj^raUy  before  tte  ag^  (tf  4,  md  dn  disorder  often  peisbas  lntt>  adcde^coce. 

Oppodskmal  d^iwu  disankr  is  a  dii^m^  ma<to  on  die  l^sis  of  a  {»ttero  of  !k^c  and  d^ant  bdiavior. 
AdcHe^c«ztts  with  q^iositl<Kial  defiant  dlsof^ 
not  ptqrsicaOy  s^gre^sive  ox  prme  to  vicdioe  social  mmns. 

Conduct  disi^der  is  a  mom  serious  di^aosis,  aUKMi^  U  alsois  madb  cm  the  basis  of  a  pattern  of  hostile  and 
defiam  bdiavior.  CcHKfaict  discmto  invites  a  |»item  ctf  behaviw  (lasting  at  least  6  mcxtths)  in  ^^lidi  the  ycNing 
perscm  vi(dates  othos*  as  weO  as  age-;^^si^niate  social  nc^ms  and  disfdays  at  leaM  3  of  13  ^)ecified 
behavioril  sympuan^  (eg.,  tiuancy,  lying,  stealing,  flatting). 

Eating  Disorders— fating  disorders  m  adolescence  primarily  im:IiKte  anorexia  nervosa  and  bulimia. 
Amnexia  nerves  is  die  sevoe  and  pndof^ed  refiisal  to  eat, 

€be$t.  Bulimia  involves  episodic  and  excessive  e^nig  binges  unrelated  to  feelings  of  hunger.  It  is  usually  fcdlowed 
by  self-hiduced  vcmiting  or  the  use  of  laxatives.  Death  is  less  likdy  tot  bulimics  tfian  fox  ancH^cs,  but  physical 
healdi  problems  Bit  ccHnmra  for  bMh  grcHq^s. 

Mood  (Affective)  Disorders — Dia^c^  of  depressive  disorder  are  made  whoi  individuals  sufier  fiom 
pnoloogni  ai^  ^erefy  disabling  dqmssim,  as  distinguished  fnmi  die  temporary  and  nonnal  moods  of 
unhappiness.  Fbelings  of  windilessness,  hopeles^icss,  or  irritability  ai^  thou^ts  of  deiuh  or  suicide  are  common. 
There  is  mm  evidaice  diat  antisocial  bdiavior,  aggressivoiess*  or  sul^tance  abuse  m^  hide  or  mask  clinical 
depression  but  diis  notion  remains  controversial 

Bipolar  or  manic-depressive  disortkr  involves  extrraie  swings  in  mood  between  scvm  dqiressicm  and  intoise 
elatioa  During  the  manic  irfiase,  hyperactivity  and  a  deceased  need  for  sleep  are  cr  jumm,  as  are  an  inflated  srase 
of  8df*^teem  and  a  lack  of  recognition  that  bdiavicH*  is  xm  ncmnal.  These  manic  p^iods  alternate  with  p^iods 
of  depression,  som^in^  imnmiiately  followng  each  odio-  and  wmetimes  with  a  period  of  ncnnial  moods  between 
the  manic  and  depressive  phases. 

Anxiety  Disorder — Anxiety  disorders  are  disorders  in  which  ^cessive  anxiety  is  die  primary  symptom. 
Separation  anxiety  disorder  involves  iirattonal  fears  cx  panic  about  being  separated  from  dK^  to  whom  one  is 
attached,  usually  the  parent(s)«  niysical  conj^ahns  may  accom^y  the  disorder.  While  separation  anxiety  disorder 
is  more  common  among  chiktren,  it  may  continue  into  addescoice. 

Individuals  suffering  from  awidant  disorder  becmne  anxicHis  in  the  pr^^ure  of  unfamiliar  people  and  socially 
wididraw,  causii^  severe  inq»iraimt  in  dieir  social  fom^ioaiing.  Overanxious  disorder  involves  goseralized  anxi^ 
about  fimut  events  or  cme's  pofonnance  in  a  vari^  of  situations  such  as  exams  or  social  activities. 

i^Uustment  Disorder— Adjmtn^  disimiar  develop  in  reac^ra  to  a  ^ressfol  event  or  seri^  of  evmts  (e.g., 
parental  divcHte,  illness  is^  (teath,  UKning).  The  disonfer  imf^irs  ability  to  function  in  school  a*  chs  tl»  jd>,  because 
the  individual  cannot       widi  problems  in  an  iq^mqp^ 

Schizophrenia — Schizophrmia  is  a  severe  and  disabling  memal  iUimss  ibat  hividves  disiuitoices  b 
emoti(maI  eiqniesskm,  bchavko;  or  duw^  potteam  Aldiough  tte  illness  occurs  mo^  commcsdy  hi  adults,  it 
frequendy  has  its  ons^  in  the  later  teen  3'ears.  Also,  many  pec^le  V¥bo  becraK  sdii20{du^mic  as  adults  show 
precursoiy  synqrtcmis  of  the  disordor  durfaig  didr  adolescent  years.  Among  the  essential  fie^ures  of  sdiizof^brmia 
are  the  presrace  of  p^ctotic  synqytoms,  vMch  may  include  delusions,  hallucinations,  or  catatcMiia* 

Sulddc  m^'  Suiddal  Ideatioii~Suicide  and  suicidal  ideation  are  noi  dis^oMic  categcK»^  included  in 
DSM-IH-R  boi  telle  behavioral  ^mptoms  of  und^ying  ]»x)Uans,  many,  but  not  all«  of  vftiiA  may  relate  to  the 
nttntal  health  stanis  of  an  individual  Suicide  is  die  taldi^  of  one's  own  life*  Suicidal  icteaticHi  involves 
preocciq>tfi€m  with  thoughts  atKnt  committing  suicide  and  may  be  a  prcoirsor  to  di^  act  itseIC 

^Sabsfsnoe  time  pt4>kiB$»  loditd^ 
not  iochxiM  hitbist30X.I^fnrd»rin^^  12,  '*Alcolx)l,  Ibbaox^  tod  Dru^  Abosc:  ftevcnlioD  aod  Scrvkcs,*'  in  diis  rolome. 

SOURCE:  Adajited  finom  AnwiiCBD  Fsfcfaiitrk  Assodatkm,  EHagnanic  and  SuaMcai  Manual  cf  Mentat  Disordm^  3nl  edL,  revised 
(Wasldsgcon,  DC:  1987). 
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Dalite  11-1— Prevalence  Rates  of  DSM-ltl  Diagnoses  in  Noncllnio  Semites:  Studies  Using  Methods  Suttebie  for  Nonetlnielan  Interviews 


Study*                            Anciemonft^,1987       Birdet^.J989         ¥te«t8S.,ig89       CoctsBoitai..  1888       0ffordft^.ig87  Kataii0tal..1S87  (Zi8nrf8dmnbom.1990) 

Countiy                               NBwZntod             PueitoRieo                                        U.S.                    U.S.  Ua  Ua 

infoimant^                          CMM  (Intftivtow)  Pamti  fl^itolM) 

P^Dsnt  (Omfcait}         am  (Intsrvimv)              (intsnr^)              (Intefv^)         Parent  (Intwvinw)  Chfftf  (CM^         Plv»m  QnttnrlBW) 

Toachtr  (Ch«l(fi»Q       Pmrtt  (Ir^fvtew)        Rvwit  (fntiivifiif)        Pftmnt  (IntvrvlMr)       T«»h^  (DhMiifte^  {fntnvlnif)        N  »  NA^  Agat  6-11 

Sm^  Hmmk^li         N«777Agw4-16       N>77gA(^11-20      Nw789Agw7-11      fg»2.fl7t  Aget4-16  N«  IgQAgsi  14-16  «ndag9»l2'17 

(±HyptrartMt^                           6.7%                    iai%                    4.3%                    2?%                    «1%  2.7%  - 

Oppoitto»l*iwrf»r.....                    5J                       9.7                       aa                       &6                       HA  10  — 

Corafuct^Krtefi                            a4                      15                      5.4                      ^6                      5.5  a?  — 

8fpimtk»)  anxiety                          as                     4.8                     5.4                     4.1                     NA  a7  — 

(AD  anxiflty  (Ston^) 

Owarotoitiliionter                         29                      NA                      2.7                      1.6                     a9  MA  — 

fEmoHonal  dbortJtO 

SImpJtphobto                                2.4                      2.3                      «A                      9.2                      NA  fiA  — 

Dafmsfon,  dytttiymia                       IS                     S.9                     t.7                     2.0                     KA  ao 

(Ma[or  d9prw8}on) 

Enurnid  (b0dW9ttin«)                       m                     4.8                     NA                     4.4                     NA  0.7  — 

Toitl  vltti  on#  Of  nofi 

ilfinotti                                 17.6%              18.0%  ±3.4%                20.6%              22.0%  ±3.4%                mi%  1R7%  6-11:12.7%" 

 12-17:  ia.5%» 

NA-Notavailat]i«. 

ttFun  rsfswncA  dtations  are  listed  at  1h«  «nd  of  this  chaptsr. 

^  total,  parents  of  1 7,1 1 0  childran  agss  3 to  1 7  wwo  int»rvj«w«d  tn  th8 1988  National  Haalth  Intorvlaw  Survay.  Th»  proporllon  o1  chUdran  or  adolMoants  agaa  6  to  1 1  and  1 2  to  1 7  Is  not  roadlly 

avallat^;  howwar,  tha  estbnatw  simvn  wara  daatnad  raiiabia  by  NCH& 
^Th»  numbar  shown  Is  ths  parcanta^a  of  cMkiran  of  that  aga  wtw  "War  has  an  anwtlonat  or  bahaviorai  pnobiam  that  tastad  3  months  or  mora  or  roquired  psyohotogtcai  hsip" 

<235). 

SOURCE:  Off  ica  of  Taehrwiogy  As$ass(n«nt.  1991 . 
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150 14-  to  16-yearH)lds  (106),  and  the  1988  National 
Health  Inteiview  Survey  (NHIS)  conducted  by  the 
National  Cditer  fm  Heahh  Statistics  in  the  U.S. 
Department  of  Health  and  Human  Services  (DHHS) 
found  a  lifetinw  prevalence  rate  for  6-  to  1  l-year- 
okls  of  12  J  pncent,  and  a  lifetime  inne\^ence  rate 
for  12-  to  17-year-olds  of  18^  percent  (235).  Thus, 
international^  naticmal,  and  local  studies  find  similar 
overall  rates  of  menml  health  problems  among 
adole^nts.^ 

In  two  studies  reviewed  by  Costello  that  focused 
on  adolescents  (9, 221),  the  most  common  disorders 
were  the  disraptive  behavior  disorders  of  ^ntion 
deficit  disorder,  oppositional  defiant  discmder,  con- 
duct disorder,^  and  the  anxiety  disorder  known  as 
separation  anxiety  disorder  (51).  A  third  study 
among  adolescents  found  a  higher  rate  of  depression 
than  the  other  investigations  ( 106).  The  most  notable 
variations  from  study  to  study  were  those  relating  to 
the  rates  of  specific  diagnoses — accounted  for,  in 
part,  by  different  measures  and  differences  in  the 
samples.  In  addition,  the  studies  reviewed  by  Cos- 
tello, and  the  NHIS  study,  found  differences  in 
demographic  risk  factors  for  overall  prevalence  of 
emotional  and  behavioral  problems.  Older  children 
were  generally  more  likely  than  younger  children  to 
have  a  mental  health  problem;  males  were  generally 
more  likely  than  females  to  have  a  mental  health 


problem;  and  those  of  low  sodoecraomic  status 
vf&e  consistently  mcH^  likely  than  those  of  high 
socioeconomic  status  to  have  a  mental  health 
problon.^  Costello  did  not  r^ost  on  racial  or  ethnic 
differences,  but  NHIS  found  that  white,  non- 
Hi^anic  parents  were  more  likely  to  report  the 
existence  of  an  errK)tional  bdiavioral  problem 
than  wae  black  or  Hispanic  pai«ils  (235).^  Further, 
NHIS  reported  a  hi^ier  lifetime  prevalence  of 
emotional  and  behavioral  problems  among  those 
12-to  17-year-olds:  1)  in  urban  aiea$^(19.1  p^crat) 
than  in  rural  areas^  (163  pacmt);  and  2)  living  with 
families  leaded  by  a  biological  mother  and  a 
stepiathOT  (29.1  percent),  biolo^cal  motho^  alone 
(2.5  percem),  and  * *all  other' '  family  structures  (25,8 
percent),  than  by  a  biological  mother  and  father 
(1L6  percent)  (235). 

Prevalence  of  Sabjective  Distress 
Among  Adolescents 

As  discussed  in  chapters  2, 3,  and  4  of  this  Report^ 
there  are  several  asf^ts  of  adolescence  that  may 
cauGe  emotional  distress  among  adolescents.  Ado- 
lescents are  rarely  asked  about  such  subjective 
distress,  and  the  relaticmship  of  subjective  distress  to 
diagnosable  mental  disordm  is  not  Icnown.^  Subjec- 
tive distress  is  an  in^rtant  issue  because  access  to 
forma]  sources  of  mental  health  treatment  may 
depend  on  the  existence  of  a  diagnosable  mental 


^^Wibc  iioicd  thai  the  Naijonal  Hcalih  rmerview  Swvcy  (NHIS)  differed  from  ihe  oOwr.  more  local  mtrycys  tii  mDC  respects,  li  imofved  only 
paicnte  as  re^ndents,  H  was  io^  gepsit  an  estima^  of  lifetime  jrovales^ 

or  disontas.  Specifically,  e^iimtes  of  Cbc  prevalewrc  of  memal  heatdi  pfoUms  were  based  on  die  responses  of  parrals  of  cbUdico  3  lo  1 7  U>  die  foIlowiQg 
1988  NWS  Child  Healdi  siij^co^nt  qncsttens:       an  pa^ 

3  roondis  or  more?''  Faimts  who  had  not  rqKtfted  diat  their  child  bad  had  swA  a  probkm  were  asked,  "Has  lyour  ehiWI  ever  seen  a  psydhiatris!, 
iwych^^ogist,  doctor,  or  cottosetorrtcmt  any  eaw^^  jroWem?**  TlKwe  iilio  n?qKialcd  negati^ 

'•Diiiii^  the  past  12  have  yoa  felt  or  has  anyone  suggested,  diat  tyour  child}  needed  he^  for  any  anodonal,  mental.  ^  behavioral  problem?'* 

If  the  parmt  ai»wered  affinnathrety  to  eiilw  of  the  ktter  qncsti^^ 

the  parent  had  answered  the  initial  question  about  st^h  conditions  in  the  negative  (235). 

'Some  bdiavims  that  might  lead  fo  a  di^nosis  of  conduct  disorder  may  also  result  in  an  adolcsccm's  being  considered  delinquem  For  further 
discussion,  see  ck  13,  •'Deiioqucncy:  Prcvcntitm  and  Sen  kes,"  in  this  volume. 

Costello  did  not  report  quantMativc  results  from  the  fhre  studi 
reported  for  12-  to  IT-ycar^lds:  22.5  p&ceot  in  families  with  incomes  erf  less  than  $10,000;  19.1  percent  in  fcnilies  with  incmncs  betwm$10,000  and 
$24,999;  19.6  pcrcem  in  f  amlltei?  with  incomes  hetwn  $25,000  ami  $39,999;  and  17.6  perc««  in  families  wilh  incomes  of  $40,000  or  more  (235).  T^us, 
while  there  woe  diffooioes.  they  were  not  very  sulsiantial.  If  mo^'s  edm»tion  woe  to  be  used  as  an  indicator  of  sodocc^nomic  status,  the  pictnie 
is  more  complicated;  18.5  parent  of  12-  to  I7-ycar-olds  whose  molhears  had  less  thai  12  years  of  education  wc«  reported  to  have  had  an  emotional  or 
behavioral  pmWcm  some  ^  in  their  lives,  compared  f  o  15.7  paccat  whose  mothers  had  1 1  years  of  education,  and  20J  percent  whos&  mothers  had 
more  than  12  years  of  education  (235). 

^Fw  12-to  1  /-year-olds,  the  following  percentages  of  parents  reported  the  cjuslcncc  of  problem*?  lasting  3  months  or  more,  or  requiring  psychological 
help,  sometime  durir^  the  child's  life:  19,5  pcrcait  of  w!ate  parents  v.  15.1  pcrcem  of  black  parents;  18.9  percent  of  oon-Tlispanic  parents  v.  14.8  of 
Hispanic  parents. 

^Urhan  areas  were  defined  as  Metropolitan  Statistical  Areas  (235). 

'^tiral  areas  were  defmed  as  areas  other  than  Metropolitan  Statistical  Areas  (235). 

>As  is  iroplidi  in  box  I  l-A  arul  table  1 DSM-ID-R  diagposes  for  adolescents  are  sooi^what  weighted  toward  tacmsii  health  problems  that  r^ult 
in  impairment  obvious  to  an  observer  (e.g..  oppositional  (fefiam  disorder,  conduct  disorder,  attention  deficit  disorder,  sq>aration  anxiety  disorder).  As 
noted  above,  investigators  tend  to  And  that  these  disorders  are  the  most  common  among  attolescents.  Thus,  ttK^  mental  health  problems  of  adolescents 
have  often  been  referred  to  in  ssmmary  fashion  as  **behavior  disorders"  a  characterization  thai  has  been  criticized  recently  (155b). 
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discHder  (202).  Two  studies  that  did  ask  adolescents 
about  their  levels  of  distress  are  the  National 
Adolescent  Smdent  HealA  Survey  (8)  and  the 
Adolescent  Health  Survey  conducted  by  tiic  Univer- 
sity of  Minnesota  (see  204). 

llie  National  Adolescent  Student  Health  Survey 
of  Stb  and  graders  found  tht^  on  an/erage,  45 
paceat  of  xe^ndents  found  cqping  with  stress 
situations  at  iKnne  and  school  "hard"  (29.8  percent) 
or  "veiy  hard"  (15.6  percent),  61  percent  felt  sad 
and  hopeless  in  die  past  month  eitter  "sometimes" 
(36.9  percent)  or  "often"  (24  percent);  36  percent 
felt  dial  they  had  nothing  to  look  forward  to  in  the 
past  month  either  "sometimes"  (23.0  percent)  or 
"often"  (13.2  percent)  (8).  On  all  items,  females 
were  more  likely  to  report  distress  than  were  nwles 
(8). 

The  University  of  Minnesota  survey  found  that, 
on  average  across  grade  levels^  up  to  28  percent  of 
7th  through  12th  graders  repotted  experiencing 
"extreme  stresses  and  strains";  up  to  25  percoit 
reported  diat  diey  were  dissatisfied  with  their 
personal  Uves;  up  to  23  percent  reported  that  life  was 
uninteresting:  up  to  26  percent  reported  that  they 
were  tired  or  worn  out;  and  19  percent  report^  that 
they  were  not  feeling  emotionally  seciffe— all  in  the 
month  before  the  survey  (see  204).  These  survey 
results  are  more  or  less  consistent  with  diose  of  Offo* 
and  his  colleagues,  who  have  consistently  found  that 
about  1  out  of  5  adolescents  find  adolescence 
extremely  difficult  (148). 

If  one  compares  adolescents'  reports  and  reports 
of  parents,  one  finds  that  adolescents  may  report 
more — ^and  different — syn^t<Hns  than  do  their  par- 
ents. It  is  often  difficult  to  detect  these  differences 
because  psychiatric  epidemiologists  often  combine 
the  reports  of  parents  and  adolescents  to  come  to  a 
single  estimate  of  prevalence  (51).  Kashani  found 
that  there  were  differences  between  parents  and 
adolescents  in  overall  prevalence  of  mental  disor- 
ders (106a).  In  addition,  parents  were  more  likely  to 
report  symptoms  of  oppositional  defiant  disorder 
among  their  17-year-olds;  the  17-year-olds  them- 
selves were  more  likely  to  report  symptoms  pertain- 
ing to  all  other  disorders  measured  (conduct  disor- 


der, anxiety  disorders,  depr^sion,  enuresis,  and 
substance  abuse)  dian  synqnoms  of  oppositbiud 
defiant  disorder  (106a). 

The  Minnesota  survey  distinguidied  among  n^- 
ropolitan  and  rural  Minnesota  adolescents,  and  also 
conducted  a  survey  of  American  Indian  and  Ahiska 
Native  adolescents  (see  204).  Of  the  Minnesota 
adolescoDts,  urban  females  reported  the  highest 
inevalence  of  subjective  diiOress  on  dnee  out  of  five 
itons.  Rural  males  were,  howevo-,  most  likely  to 
endorse  the  it^  "life  was  uninteresting."  Pt^im- 
inary  results  of  tibe  surveys  amoog  American  Indian 
and  Alsfika  Native  adolescents  found  diat  American 
Indian  and  Alaska  Native  adole»:«its  were  much 
TOOK  likely  to  endorse  the  stat^ents  that  "life  was 
uninteresting"  (45  percent  of  males  and  41  percoit 
of  females),  that  diey  were  not  feeling  emotionally 
secure  (43  percent  for  both  males  and  females),  and 
somewhat  mme  likely  to  report  that  they  were 
feeling  tiied  and  wom  out  (23  percent  of  males  and 
31  percent  of  females)  (see  204). 

Hius,  both  the  level  of  subjective  distress  and  the 
level  of  synqjtoms  of  diagnosable  disordos  reported 
by  ^lescents  are  quite  high.  As  a  gea»ral  matter, 
diagnosable  disorders  are  mrae  common  amtmg 
male  adolescents  (5135),  but  subjective  distress  is 
more  common  among  female  adolescents  (8,204). 

Prevalence  of  Suicide,  Suicide  Attempts,  and 
Suicidal  Ideation  Among  Adolescents 

As  noted  in  box  11 -A,  suicide  and  suicidal 
ideation  are  not  diagnostic  categories  included  in 
DSM-in-R.  Rather  they  are  behavioral  synq)tQms  of 
underlying  problems,  many,  but  not  all,  of  which 
may  relate  to  the  mental  health  status  of  an 
individual.^ 

Despite  its  seriousness,  suicide  appears  to  be  ^ 
relatively  uncommon  cause  of  mortality  in  U.S. 
adolescents,  accounting  for  about  10  percent  of  all 
deaths  to  U.S.  adolescents,  hi  1986,  fw  example, 
there  were  2,146  cases  of  suicide  reported  among 
U.S.  adolescents  ages  10  to  19  (220).  hi  contrast, 
there  were  11,231  cases  of  accidental  (teath  in 
1986 — accounting  for  54  percent  of  all  deaths  for 
adolescents  in  that  year.*°  Nonetheless,  suicide  still 


n>cspite  i«s  inclusion  in  ihis  ch^icr  on  moital  health,  some  observers  snggcsi  that  suicide  may  be  caused  by  a  vari«y  of  factws  other  than  pjcaitaJ 
illness  (e  g .  flnimctel  prvssujes,  social  protest,  loneliness).  Suicide  has  bceo  included  in  the  discussioD  of  mental  health  issues  because  men^  health 
status  is  a  major  comributiiig  factor  in  many  suicides  and  suicide  prevention  md  treatment  Injcrventions  are  often  tocaled  within  programs  for  mental 
iKaltb  service  detivoy. 

»»See  ch  5  -Accidental  Injuries  Prevention  and  Scnriccs.' '  in  this  volume  for  a  discussion  of  mort>idity  anong  adolesc^ts  due  to  accidcnlal  injuries. 
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ToblB  11-2— SuicMe  Dstths  por  100^  Among  US.  Adolescents  Ages  10  to  14  and  15  to  19, 1979-87 


Sufcids  d9atha/100.000  popuiatten 


Apes  10  to  14   Age8lSto19 


Tbtal 

Mate 

Female 

White 

Other 

TtAai 

Fem^ 

vmte 

Back 

Other 

1979  .... 

0.81 

1.P9 

0.59 

0.91 

0.26 

1.21 

8.35 

13.32 

3.2 

8.92 

4.38 

1Z13 

1980  .... 

0.78 

1.21 

0.29 

0.88 

0.33 

0 

8.51 

13J2 

3.02 

9.29 

3.59 

11.02 

1981  .... 

0.89 

1.23 

0.54 

1.01 

0.22 

0.79 

8.63 

13.56 

3,54 

9.45 

3.53 

11.28 

1982  .... 

1.09 

1.71 

0.44 

1.13 

0.81 

1.29 

8.7 

14.07 

3.15 

9.58 

3.66 

8.26 

1983  .... 

1.09 

1.58 

0.57 

1.1 

1.0 

1.23 

8.7 

13.98 

3.24 

9.4 

4.15 

12.32 

1984  .... 

1.28 

1.91 

0.63 

^J38 

0.71 

1.51 

9.01 

14.26 

3.54 

9.92 

3.8 

10.12 

1985  .... 

1.61 

2.31 

0.87 

1.7B 

0.83 

1.62 

9.97 

1SJ8 

3.73 

10.81 

4.86 

12.07 

1986  .... 

1.5 

Z3 

a66 

1.58 

a96 

2.05 

10.18 

16.36 

3.76 

11.28 

4.58 

8.36 

1987  .... 

1.5 

2.3 

0.6 

1.6 

1.0 

0 

10.3 

16.2 

4.2 

11.2 

5.8 

0.7 

SOUfK^:  U.S.  Congm^  Off  ioo<rfTootm^DgyAm$sm«nt  1991.1^^ 

for  DifmM  Control,  Natkml  Cmm  for  HMith  StaMlct*  in^teh^d  data  on  mM^  <Mhs  among  aifo)#90»nt»,  Hyatlsvf B«»  MO,  1990. 


fluctuates  between  being  the  second  or  thini  leading 
cause  of  death  aniong  U.S.  adotescents*  largely 
because  of  the  relatively  sound  physical  health  of 
this  age  group*^^ 

According  to  the  National  Center  for  Health 
Statistics  in  DHHS,  the  suicide  rate  among  U,S, 
adolescents  ages  IS  to  19  has  doubled  since  the  late 
1960s,  from  5.0  suicides  per  100,000  in  1968  to  10.3 
suicides  per  100,000  in  1987  (219a,220).  The 
suicide  rate  among  adolescents  ages  10  to  14  has 
always  been  much  lower  than  that  for  15-  tc 
19-year-oIds,  but  has  almost  triple  since  1968,  from 
a  rate  of  0.6  per  100,000  m  1968  to  1^  suicides  per 
100,000  in  1987  (2l9a,220).  Suicide  rates  for  U.S. 
adolescent"^  in  the  years  1979  to  1987  are  shown  in 
table  11-Z 

Qfificial  suicide  statistics  are  likely  to  signifi- 
cantly underrepresent  the  actual  incidence  of  sui- 
cide. Holinger  and  Offer  suggest  that  the  immbers  of 
reported  suicides  among  adolescents  may  very  well 
be  two  to  thr^  times  lower  than  the  actual  figures 
(101). 

Factors  that  seem  to  influence  the  reporting  of 
death  by  suicide  include  the  following:  1)  variations 
in  medical  criteria  used  to  determine  cause  of  dt^th 
in  different  jurisdictions,  2)  a  tendency  to  discount 
intentional  self-destruction  as  a  cause  of  death 
among  the  yoong,  and  3)  practical  considerations 
such  as  potential  loss  of  insurance  benefits  and 
family  or  cc  "munity  concerns  about  the  stigma 
attached  to  suicide  (57,96,102).  Another  factor  that 


m'^y  influoice  the  reporting  of  suicides,  especially 
suicides  annrng  children  and  adolescents,  may  be  the 
desire  to  protect  families  from  ^  distress  resulting 
from  a  finding  of  suicide  (96,206)« 

Finally,  son»  suicides  may  not  be  recognized  as 
such.  Young  men  in  particular  may  be  sera  as 
r^:kless  ot  in^ulsive  rather  than  suicidal,  specially 
if  their  d^iths  result  from  falls,  drowning,  or  drug 
ovotloses  (158)«  On  the  basis  of  investigations  of 
fatal  motor  vehicle  accidrats,  some  researchers 
estimate  that  as  many  as  1 0  percent  of  deaths  amrag 
adolescents  involved  in  single-vdbicle  accidents  are 
suicides  (75,182,233).  Conversely,  accidental 
deaths  may  sometimes  be  erroneously  classified  as 
suicides  (175,153).  Cunently  available  postmcntem 
methods  for  determining  suicide  are  ini^equate  to 
determine  the  extent  to  which  ccnq)leted  suicides 
among  the  young  are  imderreported  (35,67). 

Although  the  documented  inarease  in  conq>leted 
suicides  would  suggest  a  a)ncomilant  increase  in 
suicide  ,attenq)ts,  little  information  is  available  on 
trends  in  nonfatal  suicidal  behavior  (%).  There  is  no 
national  reporting  system  for  suicide  atten^ts*  Many 
writers  assert  that  there  has  been  a  marked  increase 
in  suicide  attempts  among  adolesc^ts  in  recent 
years  (e.g.,  57),  although  studies  that  have  found 
increasing  rates  of  suicide  attempts  among  young 
people  have  not  ^arated  those  below  the  age  of  20 
from  young  adults  over  20  (110,226,230).  One 
investigation  of  the  proportion  of  people  under  age 
21  among  suicide  atten^ters  admitted  to  a  New 
Haven  hospital,  however,  found  an  increase  between 


^  ^ Adolc$oetits  do  have  physical  heahh  problems  that  ra|aire  nodical  iftterventkm,  however.  For  a  review  of  epklemiolpgic  ai^  other  data  <m  the 
pievalcQoe  of  physfcai  healdi  probiems  of  «k>Iefioents,  see  cIl  6,  **Chitmic  Pbystcal  Dhiesses:  Pntvcntion  and  Services,**  in  (his  vohune.  Fot  a  review 
of  the  primary  healtibc^  services  system  for  mtolesuxsts^mch.  I5,  '^Majer  issues  in  the  I^^veiy  of  f^hnaiy  and  Cozopivhe^ 
to  Adolescents,*'  in  Vol  10. 
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1970  and  1975  (230),  whUe  a  second  study  in  a 
Boston  hospital  found  no  increase  in  intentional 
adolescent  ov€^oses  between  1964  and  1974 
(147X  The  latter  study  may  simply  reflect  stable 
rates  of  intentional  drug  overdose.  It  is  not  known  if 
suicide  attempts  by  othe^  means  w^  also  stable 
during  this  time  period. 

Bemian  and  Cohen-Sandier  have  pointed  out  that 
thCTe  is  little  consistency  ^ross  studies  in  the  criteria 
used  for  classifying  suicidal  behavior  or  even 
suicide  attempts  (22).  Only  4  of  the  38  studies  they 
reviewed  contained  operational  definitions  of  suici- 
dal behavior  in  the  sample  being  studied. 

Furflier,  data  on  attempted  suicides  are  based 
largely  on  clinical  samples  of  adolescents  admitted 
to  hospitals  following  suicide  attempts*  Studies 
bas^  cm  clinical  samples  obviously  overlook  those 
^cide  attempters  who  do  not  con»  into  contact 
with  hospitals.  One  study  found  that  the  number  of 
cases  of  suicide  attempts  identified  through  sources 
other  than  hospitals  (e.g.,  jails,  private  health  care 
providers,  social  service  agencies)  was  more  than 
double  the  number  identified  through  hospitals 
(231),  There  may  also  be  substantial  numbers  of 
adolescent  suicide  attempters  who  do  not  receive 
treatment.  One  study  found  that  only  12  percent  of 
the  suicide  attempters  responding  to  a  school-based 
survey  received  medical  attention  following  their 
suicide  attempt  (179). 

Even  school-based  samples  suffer  from  mefliodo- 
logical  limitations.  Information  on  suicide  attempts 
from  adolescents  in  a  single  community  (or  even  a 
single  high  school)  cannot  be  generali^  to  provide 
accurate  estimates  of  regional  or  national  attempt 
rates,  and  school-based  samples  will  necessarily  ^ 
unrepresentative  of  the  significant  numbers  of  young 
people  who  have  dropped  out  of  schooL^^  Also,  the 
relationship  between  self-reported  attempts  and  the 
actual  rate  of  suicide  attempts  in  a  population  is 
unknown. 

Despite  these  limitations*  local  and  national 
school^based  studies  in  offer  some  insight  into  the 
prevalence  of  suicide  attenipi::^  H.nong  adolescents. 
In  Oregon*  6.2  jxsrcent  of  a  sample  of  high  school 
students  reported  attempting  suicide  (11).  The  1986- 
87  Minnesota  Adolescent  Health  Survey  found  that 
7  percent  of  the  males  and  14  percent  of  the  females 
in  grades  7  through  12  of  that  State's  public  schools 


repOTted  having  attempted  suicide  at  least  once  (12), 
while  14*2  percent  of  a  nationwide  sample  of  8th  and 
KHh  grade  ^d^its  reported  suicide  a^i^  in  a 
survey  by  tibe  Anterican  School  Health  Association 
(8).  The  differmces  in  estimates  may  be  attributable 
to  variations  in  the  qu^ticms  or  actual  diffetmces  in 
the  populations  represented  by  each  sam|)le. 

Prior  suicide  attempts  are  predictive  of  conq)leted 
suicide  amoc^  adol^cents,  tmt  the  vast  majority  of 
adolescents  who  attoxipt  or  threaten  suicide  do  not 
actually  go  on  to  idll  themselves  (76,81,137). 

Consequemos  of  SelBCted  Seven  Mental 
Heatth  Problems  In  Adolescence 

Mental  health  problons  in  adolescence  range  in 
seriousness  from  rel^vely  minm  behavioral  issues 
to  severely  disabling  mratal  illness^  that  can  be  life 
threatening.  Sometimes  the  conq>aratively  less  se- 
vere problems,  if  left  untreated,  produce  long-lasting 
consequences  for  social  adjustment,  self-inw-^e, 
interpersonal  relation^ps,  or  otiter  factors  influenc- 
ing the  quality  of  life.  At  other  times  these  less 
severe  mental  health  problons  may  not  wammt 
professional  intavention.  Experience  and  the  matu- 
ration process  may  prove  a  sufificient  remedy  (20Z). 
Unfortunately,  little  is  known  about  the  short-  and 
long-term  consequences  of  the  apparently  less  se- 
vere adolescent  mental  health  problems. 

For  mental  health  diagnoses  of  the  more  dysfunc- 
tional and  penistent  variety,  the  consequences  are 
fipequently  profound  for  the  affected  adolescent,  the 
adolescent^s  family,  and  ^iety  at  large.  The 
consequences  of  serious  mental  health  probletns  are 
the  focus  of  the  discussion  that  follows,  because 
something  more  than  passive  tolerance  is  necessary 
to  avoid  the  potentially  devastating  results  of  such 
disorders. 

Consequences  for  Initividual  Adolescents 

Adolescents  with  serious  mental  health  problems 
may  be  stigmatized  by  their  peers  because  of  odd 
behaviors,  labeled  in  school  as  troublemakers,  and 
become  alienated  from  their  personal  support  sys- 
tems (particularly  the  family)  as  a  consequence  of 
expressed  hostility,  inability  to  communicate  effec- 
tively, or  other  factors  (83).  Tbey  may  become 
socially  isolated  and  self-abasing.  Their  academic 
performance  frequently  suffers,  and  they  may  ex- 


^^Soe  ch.  4.  '^Schools  aod  Di$crelio0«ry  Time/'  to  this  vc^timc  for  infonnstioD  csi  tbe  nambcfs  of  dtoponts. 
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hibit  underachievement  in  other  areas  as  well.  The 
lade  of  ability  to  hold  a  job  or  intmu^  in  other 
oiviionn^ntal  settmgs  can  furd^  exacerbate  a 
debilitetiog  n^tal  c<Hulition*  Encounters  widi  ihe 
jiiv^iile  justice  system  may  result  from  antisocial  or 
disruptive  behaviors*  For  some  disoni^t  substance 
abuse  may  become  a  feature  of  self-n^cation  or 
comwbidity.*^  Violence  toward  others  or  self- 
inflict^  tnjury  or  death  may  follow  a  descending 
cycle  of  imin  and  dejHession,^^ 

Although  there  is  little  research  on  the  relation- 
ship between  childhood  n^ntal  disord^s  and  adult 
mental  illnesses,  some  adult  diswdm  do  scan  to  be 
preceded  by  mental  health  problems  in  adolescence. 
In  a  review  of  research  on  the  long-term  prognosis 
for  adolescents  identified  as  having  conduct  disor- 
ders, Kazdin  found  that  adolescents  wiA  conduct 
disorders  had  an  increased  likelihood  of  la^  mental 
health  problems,  psychiatric  hospitalization,  and 
alcohol  and  drug  abuse  (107).  Kandel  and  Davies 
found  that  the  long-term  effects  of  adolescent 
depression  manifest  themselves  in  a  reduced  ability 
to  establish  intimate  relation^ps  in  young  adult- 
hood, with  increased  use  of  minor  prescription 
tranquilizers  (for  women),  and  with  more  deviant 
activities  and  accidents  as  yoimg  adults  (104a).  Data 
from  the  National  tostitute  of  Mental  Health  (NIMH) 
in  DHHS  indicate  that  several  major  adult  mental 
disorders,  including  anxiety  disorders  and  some 
types  of  depressive  and  substance  abuse  disorders, 
conunonly  begin  during  the  late  adolescent  years 
(44). 

Consequences  for  Adolescents*  Families 

Families  are  the  primary  caregiv^  for  most 
adolescents  with  mental  health  problems.  As  care- 
givCTS,  families  are  expected  to  provide  food, 
sheltc^r,  and  a  loving,  suj^rtive  environment  for 
their  adolescent  members.  But  this  familial  and 
social  expectation  is  imposed  without  significant 
supportive  services  or  respite  programs  to  alleviate 
the  burden  it  often  represents  (84,133), 

Thus,  families  seeking  to  cope  with  serious 
mental  health  problems  in  adolescents  can  exp^eri- 
ence  enormous  stress  (16,43,94),  Typically,  mental 
health  problems  in  adolescents  are  initially  dis- 
counted by  families  as  **normal'*  teenage  rebellion 


or  *'quirkiness/*  But  as  symptoms  persists  ftmilies 
ate  fi^uently  fenced  inio  l^iavior  |uitt^ns  that  may 
be  destructive  of  the  family  unit  as  a  whole* 

Mental  Health  Effects  for  Parents  and  Siblings— 
Barents  of  adolescents  with  serious  mental  health 
problems  may  begin  to  blame  Aomselves  or  their 
spouse  fc^  failure  to  provide  sppropmid  discipline 
or  nurturance.  Widesjn^  societal  ignorance  about 
n^tal  disorders  and  their  causes  may  leiofoice  this 
idea  of  parental  responsibility.  Some  family  thera- 
pies also  continue  to  ascribe  a  causal  relationship 
between  faulty  parenting  and  mental  disorder  in 
chil^n  (93433).  Over  time,  disputes  between 
parents  may  yield  to  estrangen^t  or  pormanent 
alienation  from  one  anoth^.  Frustration,  anxiety, 
and  feelings  of  hopelessness  may  accompany  life 
with  an  adoles(^nt  wiA  mental  health  {m>blems» 
Unable  to  cope  nuionally  with  then*  environm^ 
parents  may  sorx^times  retreat  into  substance  abuse 
or  violent  to  relieve  umerxutted  tensions  (43,133). 

Siblings  may  encounter  similar  feelings  of  guilt 
and  frustraticMi.  Some  may  become  ovwly  protective 
of  their  n^ntally  disordered  brother  or  sister.  Others 
may  withdraw  and  ignore  their  ill  relative.  Many 
siblings  experience  fear  that  they  may  also  have 
mental  health  problems  in  the  future.  Resentment  is 
common,  as  family  attention  focuses — of  necessity — 
almost  exclusively  upon  the  adolescent  with  prob- 
lems (43). 

Financial  Costs  for  Families — Families  bear  the 
financial  costs  of  adole^ent  mental  health  problems 
in  several  ways: 

1.  TTiey  may  pay  direct  out-of-pocket  expenses 
for  professional  mental  health  services  which 
may  or  may  not  be  rcimburaed  by  insurance. 
Health  insurance  coverage  for  mental  health 
services  is  frequently  more  limited  than  cover- 
age for  other  health  services,  with  higher 
copayments  and  deductibles  or  lifetin^  or 
arinual  benefit  restrictions.^^  Benefit  structures 
may  also  favor  a  medical  model  of  treatment, 
driving  service  utilization  in  a  particular  direc- 
tion that  may  be  more  expensive  (43). 

2.  Parents  may  lose  work  days  because  they  are 
n^ed  to  supervise,  intervene,  or  participate 


^^Sabstanccalmsc  problems  in  adolescenis  arc  12.  •^Alcohanbhacco.8a!r>nig  AIhisc:  PncvcntioQawJSmiccs/^tnthisvolttiac. 

'^TTtt  problem  of  viofcxH;c  is  discussed  ia  cIl  13.  "Odinqittiicy:  PirvcuUoa  and  Serviocs.*'  id  this  valiiinc. 

tspof  fiirtfaer  infonnatioD  on  bcallh  insufance  coverage  of  niental  healih  services,  sec  ch.  16.  ••RnanciaJ  Access  io  Health  Services,**  in  Vol.  JR. 
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in  their  adolesc^t's  educational,  therapeutic, 
or  other  activities. 

3.  Families  may  incur  losses  £rom  prop^ty  dam- 
aged by  the  aggressive  behavior  of  an  adoles* 
c^t  with  a  moital  health  jnoblem  or  from 
financial  le^nirces  ^pent  to  cover  ineqxmsible 
e^)enditures  or  provide  ^lecial  assistance  to 
the  adolescent  in  distxe^*  Fm  example,  an 
adolescent  with  a  mental  healdi  problrai  may 
be  aggressive  and  kick  a  hole  m  a  wall,  break 
fumituie,  or  wreck  ihe  family  vehicle  (acci- 
dentally or  intoitionally).  Or,  an  adole^:rat 
with  a  credit  card  may  make  ex^sive  pur- 
chases bey  cmd  his  or  her  means,  and  the  family 
resources  may  be  used  to  cover  the  expendi- 
tures. Or,  a  runaway  adolescent  with  bijwlar 
(manic-depressive)  disorder  may  incur  ex- 
penses associated  with  return  travel  when  1  e  or 
she  seeks  to  return  home. 

4.  Siblings  may  forgo  college  assistance  or  other 
financial  beneHts  as  tlie  family  struggles  to 
meet  mounting  costs  and  allocate  limited 
resources. 

Social  Costs  for  Families — ^Families  of  adoles- 
cents  with  n^ntal  disorders  firequently  encounter 
social  ostracism.  Longtime  friendships  may  be 
ruined.  Certain  activities  may  become  off-limits  for 
fear  that  the  adolescent  with  a  disorder  may  become 
disruptive  or  embarrassing.  In  some  families,  a  siege 
mentality  may  develop,  and  the  entire  family  unit 
may  become  isolated  and  introverted  (43). 

Consequences  for  Society 

The  costs  of  adolescent  mental  health  problems 
for  society  are  of  two  general  types:  direct  costs 
relateil  to  mental  health  treatment  and  indirect  costs 
(e.g.,  losses  in  productivity,  burden  on  public 
services).  None  of  these  costs  have  been  quandfied 
with  a  high  degree  of  confidence. 

Using  the  best  evidence  and  method  available, 
OTA  estimates  that  the  total  cost  of  mental  health 
treatment  for  adolescents  in  1986  may  have  been 
$3.5  billion  (see  below,  **McntaI  Health  Treatment 
Costs''  for  details).^^ 

(^antifying  the  indirect  costs  of  adolescent  men- 
tal health  problems  is  even  more  difficult  than 
quantifying  direct  costs.  Indirect  costs  include  such 
diverse  factors  as  lost  productivity  (for  both  the 


adolescent  and  frequratly  for  the  family  caregivo); 
increased  burdens  upon  the  educatimal,  welfare, 
police  and  juvmle  justice  systems^  di$onie3*-ndated 
damage  to  property  due  to  ^^cident  or  aggression; 
and  impact  on  hon^lessness  (139).  Perhiq^  one  of 
the  greatest  indirect  co^  is  &e  forgot  ^ent  and 
potootial  contributicm  to  society  of  an  adolescQst 
whose  edumion  is  intOTiq>ted  and  nevo^  b^mes 
what  he  or  she  mi^t  have  been — ^whether  physician 
OT  artist,  poet  or  phmiber — w  worse,  whose  prema- 
ture death  through  suicide  di^v^  society  of  an 
unknown  futtne  braefiL  Mdue-laden  as  they  are, 
such  costs  cannot  be  estimated,  but  they  are  nonetbe^ 
less  significant. 

Mental  Health  Promotion  and 
the  Prevention  of  Mental  Health 
Problems  In  Adolescents 

Mental  health  promoUon  and  the  prevention  of 
mental  health  problems  have  been  widely  espoused 
as  means  of  averting  the  devastating  costs  of 
adolescent  moital  health  problems  on  afflicted 
individuals,  families,  ami  society.  Furthermore,  a 
broad  professional  field  has  developed  around  these 
mental  health  promotion  and  preventive  endeavors. 
Such  endeavors  include  the  following: 

•  mental  health  promotion  programs  to  promote 
positive  mental  health  in  the  general  population; 

•  primary  preventic^  efforts  intended  to  avoid  the 
onset  of  specific  mental  health  problems;  and 

•  secondary  prevention  efforts  intended  to  keep 
high-risk  populations  from  developing  mental 
health  difficulties  and  to  delay  the  course  of  a 
disorder  or  prevent  its  recurrence. 

This  section  illustrates  the  field  by  focusing  on  two 
areas  that  may  be  thought  of  as  opposite  ends  of  the 
spectrum  of  mental  health.  It  begins  by  describing 
programs  designed  to  promote  positive  mental 
health  (not  necessarily  prevent  specific  disorders) 
among  adolescents.  Then»  it  describes  programs 
designed  to  prevent  adolescent  suicide^  both  among 
the  general  population  of  adolescents  (i.e.,  primary 
prevention)  and  among  high-risk  groups,  such  as 
ihore  who  have  attempted  suicide  (i.e.,  secondary 
prevention).  Issues  relating  to  evaluating  the  eff(w:- 
tiveness  of  all  mental  health  promotion  and  preven- 
tion efforts  are  also  discussed. 


^*^Dircci  costs  for  treatment  of  mcninl  illnesses  across  alt  age  groups  have  been  estimated  at  $35  btUion  ( 1 39). 


n-442  •  Adolment  Health— Viflum  II:  Background  and  the  Effectiveness  of  Selected  Premtlon  and  Treatment  Seivices 


Promoting  Adolescent  Mental  Health 

It  sems  almost  unnecessary  to  argue  that  the 
promotion  of  positive  mental  health  among  adoles- 
cents is  a  woitiiwhiie  endf  avor.  But  the  notion  that 
a  young  pawn's  mental  health  irtatus  can  be 
protected  or  in^jroved  by  preventive  interventions 
has  been  the  source  of  considoabte  professional  and 
social  controversy  (e.g.,  152b,169).  Despite  the 
controversy,  there  is  mounting  evidence  th^  adoles- 
c^its  can  receive  suj^itive  services  that  affect  their 
mental  health  in  a  positive  way.  This  section 
explc»es  some  of  those  a^faoaches  and  identifies 
potratial  problems  associat©d  with  the  promotion  of 
mental  health. 

The  Concept  of  Mental  Health  Promotion 

While  behavioral  scientists  have  not  embraced  a 
precise  common  definition  of  positive  mental 
health,*^  certain  general  characteristics  are  consist- 
ent themes  in  various  definitions: 

•  a  sense  of  overall  subjective  well-being,  despite 
periodic  variations  m  mood, 

•  a  belief  that  the  self  is  competent  and  effective 
in  areas  thiu  are  personally  in^rtant  to  the 
individual. 

•  the  ability  to  get  along  with  others  in  mutually 
satisfying  ways, 

•  psychological  and  behavioral  flexibility  in 
dealing  with  stress. 

•  a  sense  of  personal  autonomy  and  control, 

•  commitment  to  personal  goals  that  are  valued  in 

one's  social  environment,  and 

•  a  rcpestoire  of  behavioral  skills  needed  to  solve 
interpersonal  problems  and  problems  of  daily 
living  in  a  con^>etent  way  (47). 

In  the  discussion  to  follow,  positive  mental  health 
is  not  viewed  as  the  antithesis  of  mental  illness.'* 
Rather  than  being  simply  the  ab;«jnce  of  mental 
disturbance,  positive  mental  health  is  a  concept 
based  on  the  psychological  and  emotional  compe- 
tence of  an  individual  to  fiinction  effwtively  in  his 
or  her  environment.  While  the  absence  of  psycho- 


jMUholo^  is  a  necessary  condition  for  positive 
mental  health  status,  it  is  not  sufficient  to  cnsiue  the 
Iffiesence  of  adaptive  behaviors  ot  fieehngs  of  well- 
being  (23).  Mental  heal*  promotion  activities  are 
intfflded  to  meet  that  need. 

Mental  health  promotion  seeks  to  foster  a  healthy 
mental  equililnium  and  maintain  emotional  stability 
rather  than  to  restore  the  elective  functioning  of  an 
individual  with  a  major  t  ^tal  illness  (63).  As  a 
result,  nttntal  healA  pnmKrtion  programs  have 
devek^)ed  along  lines  that  difier  fiom  those  of 
traditional  medical  models  for  treating  psycho- 
{»thology 

As  Catalano  and  Doolcy  have  pointed  out,  a 
n^tal  health  {n-oblem  may  be  avoided  by  either  of 
two  means:  eliminiding  the  problem  c^er  onset  or 
intervening  before  onset  (42).  i?ositive  mental  health 
{promotion  focuses  on  the  latter  api^oach  by  concen- 
trating on  the  healthy  populati(»i  and  perhaps  those 
with  subclinical  mai^fi^tations  of  disorders. 

Sound  mental  health  status  in  adolescents  may  be 
fragile  and  difficult  to  maintain,  given  the  tremen- 
dous physical  and  emotional  changes  that  occur 
during  this  period  of  life.  Individual  variables,  such 
as  genetic  jnedispositions,  biological  factors,  social 
and  cultural  diffatmccs,  and  personality  characteris- 
tics, can  affect  both  the  subjective  well-being  and  the 
behavioral  compe{ence  of  adolescents.  (Changing 
family  and  peer  relationships  further  complicate  the 
picture.  Positive  mental  health  promotion  focuses  on 
keeping  the  well-adjusted  adolescent  able  to  fimc- 
tion  in  psychologically  healthy  ways. 

Thus,  interventions  have  been  devised  to  strengthen 
adolescents*  autonomy  and  abihty  to  cope  with 
stresses,  while  promoting  their  self-esteem  and 
appropriate  peer  rehtfionshlps.  Because  of  the  im- 
portance of  the  educational  system  in  devel(^ing 
academic  and  interpersonal  skills  and  its  conven- 
ience as  a  social  unit,  schools  have  served  as  the 
primary  context  for  many  of  the  programs  to 
promote  positive  mcrUal  health  in  adolescents  (25).** 
Community  mental  health  centers  also  have  served 


"One  poim  of  controversy  is  flic  dmee  to  wbkh  an  iodivJdual  should  asHxact  social  conventions  or  bdiave  in  socially  accepwl^  ways.  WitWn  «oy 
ptaralistic  ^miimmity.  there  may  be  numrnms  snbcultiBM  with  competing  values.  It  may  be  that  an  iwUvidual  can  function  to  a  way  tottecongnwM 
«1lh  the  ooiois  of  a  pUcolar  subcttltmr  (e  g  .  a  street  gang)  and  be  considcied 
mental  health  piobtens  fiom  the  |«siKxtive  of  fodety-at-large.  Tto  debate  OT 

«»See  ch.  2  "What  Is  Adrfescent  Health?"  in  this  volume  for  a  more  extensive  discussion  of  flie  meaning  of  adolescent  health  and  tiie  various 
definitions  which  have  been  developed.  Tteoughout  this  Report  OTA  uses  a  broad  definition  of  health  that  includes  tiie  absence  of  physical  or  icattal 
patfioU^  but  also  enconipasses  bdiavioraJ,  eiivironmental,  and  subjective  COTsideiutions. 

»9TTie  role  of  schools  in  adolescents*  Uves  is  discussed  in  ch.  4.  "Schools  and  Discictiotwy  Time,"  in  tfais  volume. 
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as  program  sites  in  some  areas  of  the  country.  Less 
fireqtiently,  but  still  affording  largely  untqiped 
opportunities,  health  care  settings  like  health  mm- 
tenance  organizations  and  family  group  practices 
can  serve  as  program  delivery  sites.  The  following 
section  examines  selected  n^ntal  health  promotion 
strategies  and  programs  and  provides  information 
about  their  effectiveness. 

Sele^  Mental  Health  Pnimotion  Pronrams 
and  Their  Effectiveness 

The  most  widely  used  mental  heaUh  promotion 
programs  have  att^npted  to  enhance  individuals' 
social  conqietence  and  life  skills  by  strengthening 
their  ad^q^ve  abilities,  reducing  stressors,  and 
crBatingmental4iealth-pronK)tingenvirca)ments.Th^ 
mental  health  promotion  programs  are  of  three 
types: 

•  broad-based  mental  health  promotion  programs 
that  are  delivered  as  part  of  a  school  curriculum, 

•  programs  to  help  adolescents  with  a  specific 
risk  factor  (e.g.,  parental  divorce),  and 

•  programs  to  prevent  a  specified  problem. 

Each  of  these  types  is  discussed  below.  The  first  type 
is  the  purest  form  of  mental  health  promotion.  The 
second  and  third  categories  overly  with  primary 
prevention  programs  because  of  their  targeted  na- 
ture, even  though  they  use  positive  mental  health 
program  techniques  and  provide  generic  mental 
health  benefits  beyond  their  avowed  focus.^ 

Broad-Based  Mental  Health  Promotion  Pro- 
grams— Mental  health  promotion  pro^tuns  that  are 
broad-based  and  generic  are  typically  implemented 
as  Dart  of  a  public  school  cunriculura.  TTie  aim  of 
these  programs  has  been  the  development  of  a  set  of 
basic  problem-solving  and  coping  skills  that  can  be 
jq^plied  to  different  types  of  stressful  events.  Such 
programs  tend  to  be  designed  for  delivery  to  aU 
segments  of  a  particular  population  (e.g.,  a  particular 
adolescent  age  group). 


•  Yale-New  HaverUSacial-Problem'SolvingProj- 
ectiYNHSPShthelmpwving-Social-AsMireness/ 
Social-Problem'SoMngProject(ISA'SPS),and 
the  Comprehensive  Stress  Management  Pro- 
gram for  Children  Project— YmSPS  (224), 
ISA-SPS  (59),  and  the  Comprdicnsivc  Stress 
Management  Pn>grmn  for  Children  (119)  are 
{ffO^Bins  desigrod  U>  tcsaii  children  without 
apparent  n^tal  health  problems  social  cotap^ 
taace,  dedsiwimalring,  and  stress  mana^ment 
skills.  Thus,  diese  programs  are  generally 
known  as  "social-cuaupetenoe-prtaiiotioii**nM)d- 
els.  The  programs  are  typically  implemented  in 
schools  as  part  of  die  regular  sdiool  curricu- 
lum. They  may  involve  8  to  20  sessions 
conducted  by  teachers  ot  counselors  with 
special  mental  health  training.  Weissbetg  and 
others  have  developed  a  6-step  response  se- 
quence in  which  YNH-SPS  smdents  are  asked 
to:  1)  stop,  calm  down,  and  think  before  they 
act;  2)  state  the  problem  and  how  tlwy  feel 
about  it:  3)  set  positive  goals;  4)  think  of 
alternative  solutions;  5)  think  of  the  conse- 
quences of  each  solution;  and  6)  iiiq)lemHil  the 
solution  which  seems  most  appropriate  (224). 
Other  models  have  4-step  (15),  8-stcp  (59),  or 
11 -step  (88)  sequences,  reflecting  differing 
views  about  the  apjHOpriate  number  of  se- 
quences to  be  learned  by  students  at  different 
age  levels. 

•  Empowerment  Models — number  of  diffwent 
mental  health  promotion  models  are  based  on 
the  concept  that  adolescents  are  already  basi- 
cally competent  but  are  in^)eded  from  being 
effective  in  their  environment  by  social  struc- 
tures or  lack  of  resources.  The  perceived  deficit 
is  that  of  power  to  influence  the  course  of  one's 
activities. 

Thus,  en^wwerment  models  attempt  to  pro- 
vide individuals  with  opportunities  to  control 
their  own  lives.  Professionals  are  engaged  not 


Jopelner  aod  Fdnerusod  a  dlffenatf  typology  to  describe  the  variety  of  positive  meotal  health  promotioaprog^sttied  ^^'"'^^^^^^^ 
faUrb«SySIn«a.alhealthpnnBotici!p^^  » '^'^^'^^il'^^'Sr^'^^ 

P^^cZpr<>gn,mt  tochSe  ftoff^  Itet  provide  inftmnation.  a»citiyei«B  training,  coping  skills.  inte»pe«onaI  sodal  poblein-sobtagsU^ 
Swpoetw«Stot^lndi«»eptoject»u>he^chiU^ 

ZSSeS^SS/dSl  remedial  «.ppom.  Environm^fiKused programs  lnch»&  e^  to  I^^^^J^t^STl^rlaS 
rtoSdSuren.  oBtridon  ptograms.  homctocd  education  sopptenematlon  progranis.  ««i  eflatts  to  modify  the  «n«:tmB  of  edooitiooal 


^"^"li  colleagues  suggested  yet  another  typotegy  for  mcntaJ  health  i^eitt^^ 

toSSfTaU^iSbers rflparti^ populaO^  indicated intcry,mions  t«geted  to  individuals  w,th clfarfcal or prccterfcal  problems;  and seUaed 
^  'nterventkms,  which  focus  an  hi^rlsfc  groq»  (152b). 
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to  solve  problems  before  they  occur,  but  to 
work  cooperatively  with  others  to  facilitate 
self-directed  solutions.  In  the  educational  arena, 
the  Maryland  I>epartiTOnt  of  Education's  In- 
structional Leadership  Project  is  an  example 
(135).  Tliis  program  uses  a  collaborative  ap- 
proach involving  students  and  teachers  in 
instructional  decisions. 

Programs  To  Help  Adolescents  Experiencing  a 
Specific  Risk  Factor— Mental  health  promotion 
programs^  to  assist  adole%ents  in  coping  with  a 
specified  risk  factor  (e.g.,  stressfiil  events  like 
parental  divorce,  school  transitions),  chronic  prob- 
lems in  the  social  environment,  or  community 
problems  (e.g„  gang  violence)  are  directed  toward 
those  portions  of  the  population  with  epidemiologi- 
cally  established  risk  factors  for  mental  health 
proMems.2^ 

Adolescence  may  be  a  stressful  time  of  life.  But 
the  sources  of  adolescent  stress  appear  to  vary  by  age 
and  may  thus  lend  themselves  to  differing  stress- 
reduction  strategies.  One  study  looked  at  three 
adolescent  age  groups  and  found  that  family  stresses 
dominated  the  concerns  of  12-  to  14-year-olds;  peer 
stresses  were  uH>ermost  among  15-  to  17-year-olds; 
and  academic  stresses  preoccupied  the  older  adoles- 
cents (222).  The  investigators  concluded,  *'If  pre- 
vention programs  are  to  be  effective  in  helping 
youngsters  manage  stress,  they  will  need  to  account 
for  the  types  of  stress  that  are  significant  for  the  age 
group  targeted  by  the  program**  (222). 

•  Children  of  Divorce  Intervention  Project — The 
Children  of  Divorce  Intervention  Project  fol- 
lows the  specified  risk  model  of  mental  health 
promotion  (154).  This  project  is  a  16-session, 
school-based  intervention  for  4th  through  6th 
grade  children  whose  parents  are  divorcing. 
The  program  focuses  on  five  main  goals:  1) 
fostering  a  supportive  group  environments  2) 
facilitating  the  identification  and  expression  of 
divorce-related  feelings,  3)  promoting  an  un- 
derstanding of  divorce-related  concepts  and 
clarifying  misconceptions,  4)  teaching  problem- 
solving  skills,  and  5)  enhancing  positive  per- 
ceptions of  self  and  family  (5,154)i. 

Programs  To  Prevent  a  Specified  Problem- 
Some  mental  health  promotion  programs  intended  to 


prevent  a  specified  problem  (substance  abuse,  ado- 
lescent pregnancy,  or  aggressive/antisocial  behav- 
ior) are  focus^  on  high-risk  groiq>s,  and  others  are 
primarily  targeted  toward  individuals  who  have 
clinical  or  preclinical  problems.  The  focus  on 
identifiable  problems  places  programs  of  this  type 
more  appropriately  under  the  broader  label  of 
primary  prevention  than  of  health  promotion,  al- 
though some  programs  stress  generic  n^ntal  health 
maintenance  skills  that  could  be  taught  to  a  wider 
audience  in  a  variety  of  settings. 

•  Ufe  Skills  Training  (LST)— The  LST  approach 
to  the  Invention  of  substance  abuse  is  an 
example  of  a  program  that  focuses  on  a 
particular  problem  but  teaches  skills  that  have 
broad  applicability  (26,29).  Although  it  was 
initially  conceived  to  deal  with  the  harmful 
cons^uences  of  substance  use,  LST  has  a 
broader  application  because  it  improves  life 
skills  in  genial  and  encourages  selfndirected 
behavioral  change  techniques  that  can  be  useful 
in  many  situations.  LST  teaches  interpersonal 
skills,  mechanisms  for  coping  with  anxiety,  and 
pronwtes  independent  decisi<mmaking*  A  booster 
program  for  8th  and  10th  graders  has  also  been 
designed.  A  detailed  teacher's  manual  gives  a 
complete  description  of  the  content  and  activi- 
ties of  each  session.  These  step-by-step  lesson 
plans  permit  regular  classroom  teachers  to 
implement  LST  after  attending  a  training  work- 
shop (29). 

•  School  Transitional  Environment  Project — 
The  School  Transitional  Environment  Project 
is  a  program  that  was  designed  to  reduce  the 
problems  experienced  by  children  entering 
large  junior  and  senior  high  schools  from 
relatively  small  feeder  elementary  schools. 
Entering  students  were  assigned  to  a  core 
curriculum  with  60  to  80  students.  They 
primarily  interacted  with  their  '*core'*  peers  in 
different  classes  throughout  the  day,  thereby 
reducing  the  number  of  new  classmates  they 
needed  to  meet.  Efforts  were  made  to  minimize 
the  students*  fear  and  confusion  by  providing 
some  stability  in  the  i^chool  day.  Tfeachers 
served  as  administrative  links  between  the 
school,  home,  and  student,  providing  coimsel- 
ing  and  support  as  necessary  (66). 


2*For  a  discusston  of  cnvironraeouil  risk  factors  for  mental  health  prubkms  m  childa-n  and  adolescents,  sec  OTA's  1986  background  paper  Children's 
Mental  Health:  Probltms  and  Services  {202). 
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Effectiveness  of  Mental  Health  Promotion  Pro- 
grams— review  of  the  literature  indicates  that 
broad-based  mental  health  promotion  programs 
in^lemented  in  schools  have  demonstrated  some 
success  in  enhancing  the  coping  skills  of  adolescents 
and  the  ability  of  adolescents  to  function  in  social 
settings.  At  this  point,  though,  the  link  between  these 
gains  at  specific  developmental  stages  and  the 
long-term  maintenance  of  generally  healthy  mental 
stmus  remains  unclear. 

An  evaluation  of  the  Y^fH-SPS  [Yale-New  Haven/ 
Social  Problem-Solving  Project]  found  that  {H'ogram 
participants  improvwl  their  ability  to  use  effective 
and  planned  solutions  to  problems  relative  to 
untrained  controls  (225).  Program  participants  had 
increased  involvement  with  their  peers,  improved 
academic  performance,  better  impulse  control,  and 
decreased  self-reports  of  misbehavior. 

An  evaluation  of  the  ISA-SPS  [Improving-Social- 
Awareness/Social-Ptoblem-Solving  Project]  found 
that  children  who  had  completed  the  program,  in 
comparison  to  a  control  group  of  nonparticipants, 
had  increased  sensitivity  to  the  feelings  of  others, 
greater  understi*nding  of  the  consequences  of  their 
actions,  and  an  increased  ability  to  analyze  and 
understand  interpersonal  situations  and  plan  appro- 
priate actions,  according  to  one  assessment  (59), 
Participants  also  enjoyed  a  more  positive  self- 
concept,  were  rated  by  their  teachers  as  better 
adjusted,  showed  improved  ability  to  handle  ihe 
transition  to  middle  school,  and  were  relied  upon  by 
their  peers  for  help  with  problems. 

An  evaluation  of  the  Comprehensive  Stress  Man- 
agement Program  for  Children  found  that  adoles- 
cents who  participated  in  the  program,  as  compared 
with  controls,  demonstrated  a  higher  ability  to  use 
emotion-focused  coping  skills  and  had  a  decreased 
perception  of  stress  (48).  The  elementary  school 
children  in  the  program  also  self-reported  fewer 
symptoms  of  anxiety  iuid  depression  than  their 
control  counterparts. 

The  Maryland  Department  of  Education's  In- 
structional Leadership  Project  has  resulted  in  height- 
ened satisfaction  and  feelings  of  empowerment  for 
both  teachers  and  students  participating  in  the 
program  (135). 


Programs  with  a  social-con^tence-promotion 
focus  that  have  b^n  targeted  to  specific  risk  factms 
have  also  shown  success.  Participants  in  the  Chil- 
dren of  Divorce  Intervention  Proja:t  program  (rela- 
tive to  controls)  have  demonstrated  reductions  in 
behavior  problems  and  improvement  in  their  sdsool 
adjustment,  according  to  ratings  by  children,  teach- 
ers, and  parents  (5,154,155). 

A  number  of  studies  have  rfiown  the  LST  [Life 
Skills  Training]  program  to  be  successful  in  delay- 
ing, or  perhaps  eliminating,  substance  use.  Although 
the  changes  have  been  small,  participants  in  LST 
programs  were  found  to  be  less  likely  than  controls 
to  begin  smoking  cigarettes  (30.31,32)  or  marijuana 
(28)  or  drinking  alcoholic  bevc  ^  is  (27).  The  extent 
to  which  gen^  life  skills  are  developed  during  the 
course  of  the  program  is  unclear,  howevCT  (27a).^ 

In  2-  and  5-year  followups  on  the  School  Transi- 
tional Environment  Project  program,  participating 
students  were  compared  with  controls  in  the  same 
schools.  The  dropout  rate  for  School  Transitional 
Environment  Project  students  was  half  that  of 
students  in  the  control  group.  The  studies  also 
suggested  that  School  Transitional  Environment 
Project  students  had  higher  self-concept  and  lower 
incidence  of  behavioral  and  emotional  troubles, 
including  decreased  likelihood  of  engaging  in  illicit 
substance  use  (62). 

Problems  in  Mental  Health  Promotion 

Problems  in  Program  Design — Compas  warns 
that  too  little  has  been  done  to  assess  what  adoles- 
cents', parents',  teachers\  and  other  stakeholders' 
expectations  are  for  the  outcomes  of  positive  mental 
health  promotion  programs  (47).  hi  the  absence  of 
such  assessments,  mental  health  promotion  pro- 
grams have  tended  to  be  designed  to  provide 
outcomes  valued  by  mental  health  professionals; 
these  outcomes  may  or  may  not  be  consistent  with 
the  expectations  of  adolescents  and  others  affected 
by  the  programs.  If  the  expectations  are  not  congru* 
ent,  the  effectiveness  of  the  programs  may  suffer- 

The  effectiveness  of  positive  mental  health  pro- 
motion programs  can  also  be  affected  by  the  site  of 
ihe  program.  Shaffer  observes  that  school  boards  and 
community  mental  health  centers  may  fail  to  imple- 
ment an  intervention  appropriately  because  the 
organization  is  not  ready  to  accept  the  program 


^^Lifc  Skills  Training  studies  are  disaissed  more  fully  in  cb.  12.  "AlcohiiU  Ti>bacxo.  and  Drug  Abuse:  Prevention  and  Servi<xs»"  in  this  volume. 
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(169).  The  mtervcnlion  may  be  inappropriately 
t^esented  by  its  supporters,  m  it  may  have  to  be 
adapted  to  local  conditions,  thereby  losing,  distort- 
ing* or  damaging  necessary  or  core  program  ele- 
ments. Weissb^g*  Caplan,  and  Sivo  note  that  many 
social-competence-promotion  {m>g7Bms  have  raigi- 
nated  in  elementary  schools  (225).  These  authors 
point  out  that  it  is  administratively  easier  to  intro- 
duce such  programs  at  the  elementary  school  level 
than  at  the  secondary  school  level,  in  part  because  of 
the  greater  stability  and  structure  of  the  school  day 
(e.g.*  elcmentaiy  students  typically  remain  in  a 
single  classroom  for  longer  periods  of  time  and 
classes  are  smaller  and  more  manageable)  (225). 

Two  additional  design-related  problems  relevant 
to  mental  health  promotion  inograms  should  be 
noted.  First,  there  is  a  n^  to  identify  what  fetors 
contribute  to  the  continuation  of  successful  projects 
after  project  funding  has  ceased.  And  secondly,  there 
is  a  need  to  identify  and  develop  approfnate 
methods  for  replicating  successful  positive  mental 
health  promotion  models  beyond  project  sites  (27a), 

Potential  Harmful  Effects— The  promotion  of 
positive  mental  health  among  adolescent  popula- 
tions requires  carefnl  curriculum  design  and  imple- 
mentation by  properly  trained  and  skillful  staff. 
Programs  that  assist  adolescents  in  the  development 
of  coping,  decisionmaking,  or  other  life  competen- 
cies may  occasionally  touch  upon  sensitive  topics 
for  individual  adolescents.  Capable  personnel  are 
essential  to  handle  such  difficulties  and  help  these 
adolescents  work  through  their  problems. 

Some  observers  have  noted  that  universal  inter- 
ventions, if  improperly  designed  and  implemented, 
can  sometimes  cause  more  harm  than  good  (58J9* 
124,132).  One  study  demonstrated,  for  example,  that 
apparently  premature  application  of  a  preventive 
intervention  to  reduce  anxiety  and  aggression  actu- 
ally increased  the  occurrence  of  anxiety  and  aggres- 
sion in  the  experimental  population  (79).  In  other 
words>  the  major  risk  to  the  target  population  seemed 
to  be  the  intervention  itself.  While  such  studies  may 
speak  more  to  the  design  and  implementation  of 
particular  programs  rather  than  to  the  concept  of 
positive  mental  health  promotion  itself,  they  do 
provide  a  cautionary  note  of  potential  iatrogenic 
effects  and  emphasize  the  need  for  standards  to 
assure  the  quality  of  both  program  content  and  staff 
training. 
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On  the  other  hand,  selected  or  indicted  interven- 
tions that  require  the  identification  of  adolescents  at 
risk  raise  the  disturbing  possibility  that  young 
people  with  only  minimal  synqnomatology  may  be 
adveraely  labeled  (169).  Avoidance  of  stigmatiza- 
don  is  a  difficult  bsue,  particularly  in  sdiool-bas^ 
programs. 

Preventing  Adolescent  Sulcltie 

Interventions  to  jrcvent  adolescents  from  at- 
tempting or  completing  suici(te  have  a  less  positive 
focus  than  many  mental  health  promotion  programs. 
As  noted  earlier,  suicide  consistently  ranks  as  the 
second  or  third  leading  cause  of  death  among 
adolescents  (219).  Althou^  suicide  can  result  from 
the  interaction  of  nunu^us  personal  and  oiviron- 
mental  factors  and  should  not  be  viewed  as  solely  a 
mental  health  problem,  it  is  sometimes  associated 
with  mental  health  problems  and  is  considered  in 
this  chapter  because  of  its  programmatic  affinity 
with  mental  health  services. 

Factors  A^ciated  With  Suicide  Risk 

In  reviewing  reported  factoid  associated  with 
suicide  risk,  one  ^ould  bear  in  mind  that  most 
studies  of  completed  suicide  in  adolescence  have,  of 
necessity,  include  extremely  small  numbers  of 
subj^ts.  Studies  with  s&rr^le  sizes  of  30  or  fewer^ 
covering  a  wide  range  of  ages,  are  cormnon.  Few 
studies  have  used  control  or  comparison  groups. 
Thus,  it  is  unclear  to  what  extent  characteristics 
found  to  be  common  among  adolescents  who 
commit  suicide  are  also  common  among  other 
groups  of  emotionally  disturbed  or  even  normal 
adolescents. 

Individual  Factors — As  shown  in  figure  11-1, 
male  adolescents  are  more  likely  to  commit  suicide 
than  females.  Females^  however,  are  more  likely  to 
make  a  suicide  attempt  Estimates  of  the  ratio  of 
adolescent  female-to-male  suicide  attempts  have 
ranged  from  ^proximately  2.5: 1  (1 1)  to  almost  8: 1 
(184). 

Some  researchers  have  theorized  that  because 
young  women  aie  more  likely  to  attempt  suicide 
without  killing  themselves,  while  young  men  are 
more  likely  to  complete  suicide,  males'  attempts  are 
indicative  of  more  serious  suicidal  intent  (96,97). 
Others  have  theorized  that  the  differences  relate  to 
socially  approved  gender  roles  which  permit  females 
to  express  themselves  through  emotional  gestures 
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Figure  11-1— U.&  Suicide  Rates  by  Sex, 
Race  and  Age,  IMS 

Deaths  per  10D.OOO  fM>{Hitatioii 


5-14  2S-34  4$-54  65-74 


15-24  35-44  55  64  75-84 

Age  group 

SOURCE:  U.S.  Departmont  of  Hoafth  and  Human  S«rvk»9,  Public  Health 
Service,  AtoM,  Omg  AbuM,  and  Mantal  Haaf tti  AamNstra- 
t\of\,  Report  of  0w  S0cmtary'9  Ta$k  F»v»  Youth  SiMd», 
Vokitm  It:  Rifk  Factors  for  Youth  Stiick^  DHHS  Pub,  No. 
(ADM)  Se-ieza  (WW^Nigton,  DC:  U.S.  Qownmant  Printing 
Offica,  January  I0d9). 

which  males  often  repress  until  they  reach  a  more 
intense  level  (189).  A  third  reason  offered  to  explain 
the  different  suicide  rates  for  males  and  females  is 
that  males  are  more  likely  to  have  access  to  guns  or 
other  lethal  we^ns  which,  once  us^,  jnovide  little 
margin  for  recanting  a  suicidal  intent.  Young  women^ 
on  the  other  hand,  may  select  the  less  lethal  means 
that  are  more  socially  acceptable  (e^g.^  prescription 
and  nonprescription  drugs)  and  accordingly  be  more 
likely  to  survive  a  suicide  atten^t  (130,233). 

As  figure  11-1  also  shows,  white  adolescents  are 
more  likely  than  black  adolescents  to  commit 
suicide.  White  adolescent  males  have  a  higher 
suicide  rate  than  black  adolescent  males,  white 
adolescent  females,  or  black  adolescent  females 
(90,219), 

Information  on  adolescent  suicides  among  other 
racial  and  ethnic  groups  is  more  limited.^^  Data  from 
national  mortality  statistics  suggest,  however,  that 


suicide  rates  for  mx^  otba  than  white  and  black 
more  closely  a{^)roximate  the  rates  fen*  white  ^oles* 
cents  (208^09).  Those  aggregate  figures  obscure  the 
fiK^t  diat  in  1986,  An^rican  Indian  adolescents, 
although  not  a  monolithic  giroup,  genially  had  a 
much  higher  suicide  rate — four  times  higher  than  all 
other  rac^  among  10-  to  14-year-olds  (6.9  suicide 
per  100,000  population  anK)ng  Am^can  Indians  v. 
1.6  suicides  per  1(X),(XX)  population  amcmg  all  other 
races)  and  almost  2^/2  tim^  higher  than  all  other 
older  adolescents  (26.3  v.  11.3  per  100,000)  (204). 

Beyond  simple  demc^raphic  de^:riptOTS,  a  previ- 
ous suicide  attempt  is  possibly  the  most  inqx>rtant 
nsk  factor  for  coxiipleted  suicide.  Studies  of  adoles- 
cent suicides  have  found  thstf  as  many  as  half  had 
made  previous  attempts  (50,54,168). 

Mental  health  problems  are  common  among 
adolescents  who  atten^t  commit  suicide  (190a). 
In  a  study  of  adolescents  attrading  clinics  designed 
to  conq:mhen$ively  serve  the  healdi  problems  of 
high-ri^  adolesc^ts  and  young  adults,  25  percoit 
of  the  suicide  attempters  could  be  diagnosed  as 
experiencing  major  depression  (184).  Thirty-five 
percent  of  the  depress^  adolescents  in  the  sample 
had  attenq)ted  suicide*  Several  studies  have  found 
that  as  many  as  a  third  of  their  subjects  were 
receiving  mental  health  treatment  at  the  tiiw  they 
committed  suicide  (50,77,168)- 

Many  of  the  characterises  of  adolescents  who 
commit  suicide  are  also  commonly  found  in  adoles- 
cents receiving  trratment  for  mental  health  prob- 
lems. Thus,  potential  risk  factors  may  provide  clues 
for  early  intervention  strategies,  but  they  are  not 
specific  enough  to  exclude  many  nonsuicidal  ado- 
lescents who  may  be  experieiKing  mental  health 
problems.  In  a  small  study,  researchers  found  ibsl 
suicidal  ideation  and  high  levels  of  hopelessness 
distinguished  between  adolescents  who  had  at- 
tempted suicide  and  adolescents  with  other  known 
risk  factors  who  had  not  attempted  suicide  (190a). 

Substance  abuse  problems  are  also  fi^uendy 
associated  with  conq>leted  or  atteni{)ted  suicide  in 
adolescence  ( 122,160)  and  sukidal  ideation  ( 183, 190a). 
As  noted  elsewhere  in  this  Report,  reports  from 
hospital  emergency  rooms  in  major  metropolitan 
areas  find  that  over  60  percent  of  10-  to  17-year- 
olds'  drug-related  encounters  are  actually  suicide 


^Hie  paucity  of  data  on  the  health  status  of  rscial  ood  ethnic  inim>rtty  groups  is  discussed  fuithcr  m  ch.  IS» '  'issues  in  the  Deiiv^  of  Services  to 
Selected  Gfottps  of  Adolescents/'  tn  Vol.  HI. 
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attempts  <213b).^^  Alcohol  consumption  is  often 
utq)licated  as  a  contributory  factor  in  adolescent 
suicides  (173,166). 

Sexual  identity  issues  may  siniilarly  increase  the 
risk  of  adolescent  suicide  atten^ts.  There  is  some 
evidence  that  gay  and  lesbian  adolescents  are 
significantly  more  likely  to  mtempt  suicide  than 
their  heterosexual  peers  (80,138). 

Prior  school  problems  appear  regularly  among 
young  people  who  commit  suicide,  although  one 
study  found  above  average  intellectual  ability  in 
adolescents  who  killed  themselves  (168).  It  is 
unclear  whether  declining  school  achievement  is  the 
result  of  a  common  underlying  factor  or  a  discrete 
causal  factor  in  suicide  (IS la). 

Family  Factors — Family  disruption  and  parental 
loss  (e.g.,  divorce,  death,  abandonment)  occur  with 
greater  frequency  in  the  families  of  adolescents  who 
commit  suicide  than  among  the  general  population 
(50,168).  Having  a  parent  with  a  serious  emotional 
disability  or  substance  abuse  problem  may  also 
place  an  adolescent  at  greater  risk  of  suicide. 
Adolescents  in  families  where  a  suicide  has  been 
attempted  or  committed  are  at  a  higher  risk  of 
suicide  themselves,  perhaps  because  of  the  imitative 
or  role  modeling  effect  or  increased  genetic  risk 
(168),  Although  there  is  very  little  information 
available  on  the  relationship  between  sexual  abuse 
by  family  members  and  suicide  risk,  it  has  been 
suggested  that  sexual  abuse  may  be  a  contributing 
factor  in  suicidal  behavior  among  some  adolescents 
(10). 

Social/Fnvironmental  Factors — Changes  in  peer 
relationships,  especially  rejection  by  a  boyfriend  or 
.girlfriend  or  a  fight  with  a  close  peer,  seem  to  place 
some  adolescents  at  a  greater  risk  of  suicide. 
However,  the  cause-and-effect  relationship  in  these 
situations  is  unclear  (166). 

Perhaps  the  most  troublesome  swial  factor  is  the 
so-called  cluster  effect,  where  a  number  of  adoles- 
cent suicides  occur  over  a  short  periixi  of  time  and 
in  close  geographical  proximity.  Having  a  friend  or 
acquaintance  who  commits  or  attempts  suicide 
seems  to  create  a  greater  risk  for  vulnerable  adoles- 
cents (34,87),  although  one  study  found  no  relation- 
ship (54).  The  potential  for  imitation  or  copycat 
suicides  may  be  increased  through  media  accounts 


of  actual  or  fictional  suicide  (68*156),  but,  here 
again,  the  research  is  inconclusive  (21,109). 

Ejivirorm^ntal  features  such  as  the  relative  size  of 
the  adolescent  populaticm  and  an  increased  con^ti- 
tion  for  available  jobs  also  have  been  hypo&esized 
to  influence  the  adolescent  suicide  we.  Holinger 
and  Offer  suggest  that  entire  generations  of  adoles- 
cents may  be  placed  at  relatively  greater  or  l^ser 
risi;  at  different  points  in  time  as  a  r^ult  of  sudi 
subtle  interplay  between  complex  enviroimiental 
factors  and  individual  characteristics  (100). 

Means  of  Suicide — The  method  of  implen^nting 
a  suicide  attempt  appears  to  influence  substantially 
the  risk  of  deatti*  As  figure  1 1-2  shows,  handguns 
and  other  firearms  are  by  far  the  most  commonly 
used  instruments  in  suicictes  among  adolescents.  In 
1987,  handguns  and  other  ftrearms  accounted  for 
over  half  of  all  completed  suicides  among  adoles- 
cents ages  10  to  19,  Hie  rale  of  suicide  involving 
fireamis  increased  225  percent  among  adolescents 
ages  15  to  19  between  1968  and  1987,  while  the  rate 
by  other  means  increased  about  180  percent  (66). 
This  increase  has  been  hypothesized  to  be  a  reflec- 
tion of  increasing  accessibility  and  availability  of 
handguns  during  this  period  (33,167). 

Overall,  the  second  most  frequent  method  of 
adolescent  suicide  is  by  hanging,  strangulation,  or 
suffocation  (220).  Self-poisoning,  through  ingestion 
of  solid  or  liquid  substances  (e,g-,  prescription 
dmgs)  or  inhalation  of  gases  or  vapors  (e.g.,  carbon 
monoxide),  constitutes  the  third  most  prevalent 
means  of  suicide. 

Drug  overdoses  accoimt  for  the  largest  proportion 
(about  38  percent)  of  adolescent  suicide  attempts 
that  come  to  the  attention  of  health  care  providers, 
although  self-inflicted  lacerations  are  almost  as 
high,  constituting  about  one-thinJ  of  all  attempts 
(75).  These  methods  are  followed  in  prevalence  by 
injuries  due  to  firearms,  injuries  from  jumping  from 
high  places,  attempted  hangings,  and  carbon  monox- 
ide poisoning  (75), 

Primary  Prevention  of  Adolescent  Suicide 

Although  much  has  been  written  about  adolescent 
suicide,  knowledge  about  its  causes  and  effective 
means  for  prevention  remains  extremely  tentative. 
Preventive  interventions  for  adolescent  suicide  are 
largely  at  the  formative  stage.  Although  it  is  unlikely 
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Figure  11-2— Suicide  Deaths  Among  U.S.  Adolescent  Ages  10  to  14  and  IS  to  19, 
by  Method  of  Suicide,  Sex,  and  Rroe,  1987 
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that  adolescent  suicide  can  ever  be  totally  elimi- 
nated^  umovative  primary  prevention  strategies  are 
being  tested  in  attempts  to  significantly  reduce  its 
incidence.  The  examples  of  school-  and  community- 
based  primary  prevention  programs  below  indicate 
the  breadth  of  those  efforts  and  examine  dieir 
potential  effectiveness, 

School*Based  Suicide  Prevention  Programs — 
The  number  of  school-based  programs  for  suicide 
prevention  has  been  increasing  in  recent  years. 
Although  there  are  no  current  figures  on  the  total 
numbers  of  such  programs^  one  survey  in  1 986  foimd 
over  100  schwi-based  suicide  prevention  efforts 
which  were  estimated  to  reach  about  180,000 
adolescents,  mostly  high  school  students  (78).  Ap- 
proximately 44  percent  of  surveyed  programs  pro- 
vided interventions  in  the  elementary  grades. 

The  major  goals  of  these  school-based  suicide 
prevention  programs  were  as  follows: 

♦  increasing  student,  teacher,  and  staff  awareness 
of  the  problem  of  adolescent  suicide; 

•  promoting  case-finding  or  identification  of 
potentially  suicidal  adolescents  by  teachers  or 
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students; 

♦  providing  information  about  existing  mental 
health  services  in  the  commimity;  and 

»  enhancing  adolescents*  problem-solving  and 
coping  skills  (171). 

Programs  may  use  small  discussion  groups  of 
targeted  students,  present  information  in  school 
assemblies,  or  integrate  suicide  prevention  into 
existing  curricula.  Most  jwograms  are  not  lengthy.  In 
fact,  a  national  survey  foimd  that  66  percent  of  the 
115  responding  ^hool-based  interventions  to  pre- 
vent suicide  were  only  2  hours  or  under  in  duration 
(78). 

Only  three  systematic  evaluations  of  the  impact  of 
school-based  piimary  suicide  prevention  programs 
have  been  identified.  One  study  assessed  students  10 
weeks  after  completing  a  suicide  prevention  curricu- 
lum and  found  significant  but  relatively  small 
increases  in  knowledge  and  a  decrease  in  feelings  of 
hopelessness  (181),  The  changes  this  study  detected 
in  students*  attitudes  toward  the  problem  of  suicide 
(as  distinguished  fi-om  knowledge  or  feelings  of 
hopelessness)  were  attributed  to  sensitizing  firom  a 
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pretest  rather  than  to  the  parogram  itself."  Another 
study  found  that  a  school-based  suicide  prevention 
program  had  very  little  impxt  on  students'  knowl- 
edge or  attitudes  toward  suicicte  (172)-  TTje  third 
study  found  that  participants  in  a  school-based 
prevention  program  had  significaiUly  higher  levels 
of  knowtedge  about  suicide  than  a  pretest  group  had 
(144).  Attitudes  about  suicide  also  shifted,  although 
tii^  magnitude  of  the  difference  was  small.  Changes 
in  suicide  rates — the  ultimate  indicator  of  a  suicide 
prevention  program's  effectiveness — ^were  not  in- 
vestigated and  would  be  difficult  to  demonstrate  in 
relatively  small  samples  like  the  samples  used  in 
these  studies, 

UnfCTtunately,  the  link  between  changes  in  atti- 
tudes toward  and  knowledge  about  suicide  and 
behavioral  outcomes  is  unknown.  As  Wynne  has 
pointed  out,  not  much  is  known  about  the  types  of 
infoimation  or  attitudes  th^  may  help  protect 
adolescents  against  suicidal  thoughts  or  actions 
(234),  Shaffer  and  his  colleagues  recently  found  that 
self-identified  suicide  attempts  were  less  likely 
than  non-attempta^s  to  endorse  views  consistent 
with  suicide  prevention  curricula  at  ba^line^  sug- 
gesting that  suicide  attempters  may  indeed  have 
attitudes  toward  suicide  that  differ  from  adolescents 
who  have  not  atten^Jied  suicide  (172a).  Unfortu- 
nately, Shaffer  and  his  colleagues  also  found  that 
atten^ters'  views  were  not  influenced  in  the  desired 
direction  by  exposure  to  the  suicide  prevention 
curricula,  and  that  in  some  instances  suicide  at- 
tempters developed  attitudes  more  favorable  toward 
suicide  as  a  solution  lo  life's  problems  and  less 
favorable  toward  getting  assistance  for  those  prob- 
lems (172a). 

Brief  school-based  suicide  prevention  programs 
may  alter  adolescents*  knowledge  or  attitudes  and 
strengthen  their  coping  skills,  but  research  has  not 
shown  that  such  programs  have  an  impact  on 
suicidal  behavior.  In  light  of  evidence  that  some 
school-based  U72a)  and  mass-media  suicide  pre- 
vention programs  (discussed  below)  have  Averse 
effects  (§6),  there  is  some  fear  that  poorly  designed 
jmjgrams  may  have  an  iatrogenic  effect  (171). 


On  the  other  hand,  son^  evidence  suggests  that 
school-based  suicide  jH^vention  programs  may  in- 
crease the  demand  for  mental  health  ^^ices  among 
adolescoits  (128).  One  suicide  prevration  ccaiter 
that  sponsor^  an  intovmion  found  that  the  number 
of  students  contacting  the  center  increased  almost 
threefold  following  the  sdiool-based  suicide  {neven- 
tion  program,  as  did  the  number  of  requests  from 
school  perscmnel  for  consultation  and  assistance 
with  suicidal  adole^nts  (163),  Increase  demand 
for  mental  tealth  slices  may  reflect  the  effective- 
ness of  a  suicide  prevention  program,  or  it  may  be 
yet  another  expression  of  iatrog^c  impact  in  that 
discussion  of  suicide  may  have  caused  distre^ 
among  adolescents.  FWtho'  research  is  necessary  to 
fully  assess  these  findings. 

Community-Based  Suicide  Prevention  Inter- 
ventions— Beyond  the  school-based  suicide  preven- 
tion programs,  other  initiatives  have  been  developed 
at  Che  comnumiiy  level  to  focus  on  the  stresses 
affecting  adolescents,  with  the  ultimate  aim  of 
reducing  suicide  risk.  Some  preventive  interventions 
have  been  guided  by  the  research  that  points  toward 
chronic  family  {n^loois  as  likely  predictors  of 
suicide.  These  corrmiunity-based  interventions  have 
generally  sought  to  strengthen  social  su{^xnts  for 
families  or  to  the  adolescents  themselves  Othw 
community  interventions  have  focused  on  identifi- 
cation of  ^olescents  at  risk  or  on  improving  existing 
community  services  for  dealing  with  the  mental 
health  needs  of  potentially  suicidal  adolescents 
(171). 

Still  other  community-based  interventions  seek  to 
increase  awareness  of  the  problem  of  youth  suicide 
and  reduce  the  possible  contagion  effect  of  suicides 
which  have  already  occurred.  After  a  suicide  death, 
for  example,  some  interventions  involve  efforts  to 
work  with  target  family  member  and  friends  of  the 
suicide  victim  as  well  as  others  in  the  victim^s  school 
or  community.  Such  interventions  often  use  trained 
crisis  teams  to  provide  individual  and  group  coun- 
seling to  suicide  survivors  (i.e.,  family  and  firiends). 
Suicide  survivors  may  also  be  given  information  on 
warning  signs  for  early  identification  and  monitor- 


^Studcnts'  attitudes  toward  suickic  were  measured  by  agreeincDt/disagreeoiem  with  staicmoils  soch  as,  *"1bca^crs  who  try  to  Idll  thcmsdvcs  are 
'weak*  or  very  disturbed,"  ot  •'It's  oooe  of  my  business  if  my  friexKl  says  he/she  wants  to  kill  him/her^if  or  tries  to  UU  hlm/hcyself/'  Knowledge  abcmt 
suicide  was  assessed  by  asking  respondents  to  indicate  if  statemcois  like  the  following  were  tree  or  false  (the  accurate  response  is  given  at  the  end  of 
each  statement):  '"ftcnagers  who  talk  about  suicide  don't  kill  themselves*'  (False):  ''Oiviog  away  possessions  is  a  sign  that  a  shtdent  may  be  thinking 
about  suicide**  (Thic);  or  '^If  I  talk  to  someone  about  their  suicidal  feelic^  it  may  cause  Ihcm  to  comtnit  suicide*'  (False). 
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ing  of  others  who  may  be  contemplatinfi  suicide 
(150). 

Little  is  known  about  the  impact  of  most  commu- 
nity interventions  designed  to  prevent  adolescent 
micidal  behavior.  OTA  is  aware  of  only  one  study 
that  evaluated  the  impact  of  a  community-based 
program  for  adolescents  thought  to  be  at  high  risk  of 
suicide.  Feldman,  Stif&nan,  and  Jung  examined 
support  programs  for  families  in  which  a  parent  has 
a  substance  abuse  or  mental  health  problem  and 
f(Mud  no  evidence  that  such  services  had  any  impact 
on  atten^ted  or  completed  suicide  among  participat- 
ing adolescents  (61). 

Even  more  discouraging  than  the  lack  of  evidence 
for  the  eff«:tivencss  of  community-based  suicide 
IMCvention  strategies  are  the  data  suggesting  that 
some  types  of  interventions  may  actually  have 
deletenous  effects.  A  study  of  the  impact  of  four 
nationally  ta-oadcast  television  programs  dramatiz- 
ing an  adolescent  suiride  or  adolescents'  responses 
to  a  parental  suicide— all  of  which  were  intended  to 
increase  public  awareness  and  were  coordinated 
with  existing  community  services — found  that  the 
incidence  of  suicidal  deaths  and  attempted  suicides 
among  adolescents  increased  significantly  follow- 
ing three  of  the  four  programs  (86).  These  data 
suggest  that  there  is  still  much  to  be  learned  about 
the  prevention  of  adolescent  suicide. 

Interventions  To  Reduce  Access  to  Means  of 
Suicide— As  discussed  above,  self-inflicted  gunshot 
wounds  are  the  leading  method  of  adolescent 
suicide,  and  medication  overdose  is  the  chief  method 
used  in  suicide  attempts  (see  above).  Thus,  at  least 
one  observer  has  suggested  limiting  access  to 
fireanns  through  various  gun  control  measures  and 
to  prescription  drags  with  lethal  potential  through 
restrictions  on  quantities  dispensed  (41).  Holinger 
has  recommended  that  adolescents  who  are  pre- 
scribed antidepressants  or  other  psychotropic  medi- 
cations should  also  receive  an  emetic  or  antidote 
with  the  original  prescription,  since  overdoses  of 
such  medications  are  sometimes  used  in  subsequent 
suicide  attempts  (100).  Strategies  for  reducing 
access  to  other  instruments  of  suicide  (e.g.,  ropes 
used  for  hanging  or  strangulation,  gases  and  v^rs, 
automobiles)  have  not  been  devised. 

Epidemiological  smdies  have  been  used  to  esti- 
mate that  perhaps  as  many  as  20  percent  of  aU  youth 
who  would  commit  suicide  by  firearms  may  be 
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deteired  completely  by  restricting  access  to  guns, 
and  anotfa«-  50  percent  would  turn  to  othtt,  perhaps 
less  lethal,  methods  (41,100).  A  comparison  be- 
tween the  rates  and  methods  of  suicide  in  King 
County,  Washington,  and  '^^hcouvct,  British  Co- 
lumbia, revealed  a  high«"  cuicide  rate  among  15-  to 
24-year-olds  in  King  County;  the  higher  rate  was 
almost  entirely  accounted  for  by  the  rate  of  handgun 
suicide  in  King  County — 10  times  the  rate  in 
'Ntoxjuver  (178).  Possibly,  however,  social  and 
cultural  factors  influenced  these  findings  (120). 

In  the  United  States,  Lester  and  Murrell  looked  at 
the  relation^ip  in  each  State  between  suicide  rates 
for  all  ages  and  the  strictness  of  gun  ccmtrol  laws 
(121).  They  found  that  as  gun  control  laws  increased 
in  strictness,  suicide  mes  decreased  anKjng  males. 
While  their  findings  suggest  that  strict  gun  omtrol 
laws  have  a  preventive  effect  on  males,  &e  correla- 
tions may  also  be  related  to  other  factors  as  yet 
unidentified  and  not  necessarily  imply  a  causal 
relationship.  It  would  be  difficult,  but  not  impossi- 
ble, to  design  several  studies  to  assess  more  rigor- 
ously the  impact  of  reduced  access  to  guns  on 
adolescent  suicide. 

Holinger  has  estimated  that  an  additional  3 
percent  of  adolescent  suicides  could  be  prevented 
each  year  by  providing  emetics  or  antidotes  along 
with  prescribed  antidepressants  or  psychotropic 
medications  dispensed  to  adolescents  (100).  Sup- 
porting this  view,  some  have  cited  legislative 
restrictions  on  access  to  prescription  sedatives  and 
hypnotic  drugs  as  the  primaiy  reaso"  for  the  decline 
in  suicide  rates  in  Australia  during  the  1960s  (151). 
In  England,  self-asphyxi^on  with  cooking  gas 
declinwl  from  accounting  for  40  percent  of  all 
suicides  to  less  than  10  percent  of  all  suicides  by 
1971,  as  a  result  of  the  conversion  of  hon:»  heating 
systems  from  coke  gas  (which  has  a  high  carbon 
monoxide  content)  to  neural  gas  (118).  After  die 
conversion  to  natural  gas,  suicide  attempts  in- 
creased, but  completed  suicides  remained  at  the 
lower  level  for  over  a  decade  (60).  * 

Secondaty  Prevention  of  Adolescent  SuiiiiKie 

Secondaiy  prevention  programs  are  programs  that 
seek  to  prevent  suicidal  adolescewis  from  attempting 
suicide  or  conq^leting  or  repeating  a  suicide  mtempt. 
These  efforts  tend  to  fall  into  two  categories:  crisis 
intervention  services  and  treatment  intervoitions 
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design^  lo  prevent  repeat  suicide  attempts.^  In 
addition,  the  provision  of  mental  health  services  for 
all  adolescents  with  mental  health  problems,  as  well 
as  those  who  may  be  suicidal,  has  been  viewed  as  a 
suicide  prevention  strategy  (4,96).  These  types  of 
prevention  efforts  and  evidence  on  their  effective- 
ness in  terms  of  preventing  adolescent  suicide  are 
discussed  further  below. 

Crisis  Intervention  Services — Adolescent  sui- 
cide attempts  are  often  impulsive,  precipitated  by  a 
crisis,  and  accompaniwl  by  serious  ambivalence  in 
the  wish  to  die  (171),  and  that  observation  has  1«1  to 
the  development  of  services  that  respond  to  a  crisis 
situation  and  seek  to  deter  individuals  from  self- 
destruction  until  the  imm«iiate  crisis  has  passed. 
Survey  data  indicating  Ihitt  adolescents  are  fre- 
quently unaware  of  suicide  prevention  services  or 
perceive  them  to  be  inaccessible  (8)  have  led  to 
proposals  to  make  those  services  more  readily 
available  and  accessible.^'  Most  crisis  intervention 
services  and  suicide  prevention  centers  provide  a 
telei*one  hot  line  that  is  available  when  traditional 
mental  health  services  are  not  (e.g..  niglits,  holidays, 
and  weekends).  Some  crisis  intervention  services  are 
staffed  24  hours  a  day  (68).  Others  provide  drop-in 
counseling  or  information  and  referral  fimctions 
linking  clients  with  existing  community  services 
(170)  Volunteer  workers  (including  adolescent 
peers)  |wedominate  on  tho  staff  of  many  suicide" 
prevention  centers  (176). 

Studies  of  hot  lines  indicate  that  adolescents 
constitute  only  a  small  propjortion  of  all  callers 
(123).  This  situation  may  exist  because  adolescent 
suicide  atlempters  are  significantly  less  aware  of 
crisis  services  than  adult  attempters  (89).  It  is 
important  to  note  that  hot  lines  are  more  accessible 
to  some  adolescents  than  to  others;  adolescents  from 
impoverished  homes  may  not  have  phones  available 
to  them,  they  may  have  less  privacy,  or  they  may  fear 
that  their  parents  will  discover  their  call  on  tele- 
phone bills  (204b) 

Three  studies  known  to  OTA  evaluated  crisis 
intervention  services  specifically  designed  for  young 
people  (1 1 1,136.177).  Two  of  these  focu.sed  on  hot 
lines  and  did  not  review  the  broader  array  of  crisis 
intervention  .services  available  in  some  programs. 


One  of  the  two  found  a  high  level  of  user  dissatisfac- 
tion with  the  hot  line  called,  but  it  did  not  cteterminc 
how  many  users  were  miicidal  or  assess  the  in^pact 
of  hot  line  intervention  on  subs^uent  suicidal 
behavior  (177).  The  second  study  found  that  one- 
fifth  of  the  women  and  one-third  of  the  men  who 
used  a  hot  line  in  a  college  community  believe  their 
contact  had  worsened  their  iwoblems  (111).  Other 
users  also  expressed  dissatisfaction  with  the  assist- 
ance they  received. 

The  third  study  that  evaluated  crisis  intervention 
services  found  a  small  but  significant  reduction  in 
the  rate  of  suicide  among  young  white  women  in 
communities  which  began  oisis  centers  (136). 
Given  that  young  wonren  are  the  most  fi«quent  users 
of  hot  lines  (171)  and  more  satisfied  with  their 
encounters  (111),  these  results  suggest  that  some 
crisis  intervention  services  are  helpful  for  certain 
users. 

A  1988  review  of  the  data  on  general  hot  lines  (not 
limited  to  suicide  prevention  hot  lines)  concluded 
that  the  effectiveness  of  these  services  might  be 
improved  by  greater  training  of  volunteers,  com- 
bined with  standardized  procedures  and  active 
followup  and  outreach  to  suicidal  hot  line  users 
(171).  In  addition,  the  available  data  suggest  that 
more  intensive  and  directed  advertising  might  make 
adolescents  more  aware  of  crisis  services  and 
increase  adolescent  utilization.  Adolescents  them- 
selves have  suggested  that  "800"  (toU-free)  num- 
bers be  used  for  hot  lines,  so  that  calls  caimot  be 
traced  (204b).  In  the  light  of  negative  findings  about 
the  effectiveness  of  some  services,  it  is  unclear 
whether  merely  increasing  awareness  and  access 
would  have  beneficial  effects. 

Interventions  To  Prevent  Repeat  Suicide  Attempts- 
Efforts  to  keep  adolescents  who  have  unsuccessftUly 
attempted  suicide  from  trying  again  are  generally 
grouped  into  three  categories:  inpatient  hospitaliza- 
tion, outpatient  therapy,  and  psychopharmacologi- 
cal  treatments. 

Inpatient  hospitalization  is  perhaps  the  most 
common  response  to  an  adolescent  suicide  attempt 
that  comes  to  the  attention  of  health  care  providers 
(129,190).  The  hospitalization  of  an  adolescent  who 
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^Although  the  intcrvcubon.  dcwribod  are  part  of  the  nxrntal  health  treatroetit  system,  they  arc  cvaluaicd  here  as  a  secondary  prevention  stT«egy  <to 
prcvem  high-risk  individuals  from  making  or  repeating  a  suicide  attempt). 

z^Ahnosi  half  of  8th  and  10th  grade  students  in  the  National  Adolescent  Student  Health  Survey  dtdn't  know  whether  they  could  locate  a  conunui«ty 
agency  for  suicide  prevention,  about  20  percent  said  that  Xhty  could  not  locale  such  an  agency  <8). 
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has  attempted  suicide  is  one  way  to  provide  an 
opportunity  for  intensive  aswssment  of  the  adoles- 
cent's mental  health  status  and  of  the  likelihood  of 
a  repeat  suicide  atten^t.  It  can  also  allow  planning 
for  continued  outpatient  ther^y  (96). 

The  most  common  outpatient  therapies  following 
a  suicide  atten^t  are  family  counselii^  and  individ- 
ual psychotherapy  (96).  While  family  suppwt  can  be 
imjHwlant  in  recovery  frcmi  an  attempt^  suicide 
(96),  adolescents  may  resist  family  involvement  in 
therapy.  Further,  some  families  with  chronic  prob- 
lems may  be  resistant  to  participation.  Further, 
family  therapy  is  not  always  available,  owing  to  the 
scarcity  of  trained  family  therapists  (96). 

Vejy  little  information  is  available  on  the  use  of 
pharmacological  agents  for  suicidal  adolescents 
(196).  Antidepressants  are  becwning  mOTe  common 
in  treating  adolescents  with  major  depression,  and 
lithium  and  monoamine  oxidase  inhibitors  have 
been  used  with  adolescents  who  suffer  from  bipolar 
disorder  (165).  Anecdotal  evidence  suggests  that 
many  mental  health  providers  are  reluctant  to 
prescribe  drugs  for  adolescents.  Reasons  for  limiting 
use  of  phamiacological  agents  with  suicidal  adoles- 
cents include  possible  suicidal  abuse  of  medications, 
the  potential  for  dependence,  withdrawal  symptoms, 
and  complications  associated  with  concurrent  sub- 
stance abuse  (96,165).  The  new  antidepressant, 
fluoxetine,  appears  to  avoid  most  of  the  adverse 
effects  associated  with  earlier  antidepressants.  There 
have  been  reports  of  increased  suicidal  ideation  and 
actual  suicides  in  patients  using  fluoxetine  (193b), 
but  it  is  far  from  clear  that  fluoxetine  has  been  the 
cause  of  the  suicides  (91a).  Adolescents  have  not 
been  involved  in  trials  of  fluoxetine  for  depression 
(193a).2« 

(Jeneric  Mental  Health  Service?* — Because  of 
the  apparent  link  between  suicide  and  mental  health 
problems  among  adolescents,  improved  screening, 
diagnosis,  and  treatment  of  depression  and  other 
psychological  disorders  have  been  suggested  as  a 
preventive  strategy  (24).  These  proposals  also  seek 


to  increase  the  ability  of  health  care  professionals  to 
detect  potentially  suicidal  adolescents  and  refer 
them  to  appropriate  services  (191).  Access  issues 
have  bwn  ^dressed  by  rwommendations  for  ex- 
tended hours,  k>w-cost  or  no-cost  services,  and  site 
locations  convenient  for  adolescrats,  although  little 
has  been  done  to  inclement  such  recommendations 
(I9,176).» 

Overall,  there  is  very  little  information  about  the 
effectiveness  of  treatn^nt  for  adolescents  who  arc 
suicidal  (196).  In  a  review  of  methods  of  treating 
suicidal  adolescents,  T^tman  found  several  studies 
doctmienting  that  adolescents  who  had  attmpted 
suicide  had  very  low  rates  of  keeping  outpatient 
ther^y  appointments  following  em^gency  room 
treatment  or  brief  hospitalization  and  high  rates  of 
dropout  following  one  or  two  sessions  of  outpatient 
theraj^  (196).  Trautman  suggested  that  cognitive 
behavioral  treatment  may  be  especially  effective 
with  suicidal  adolescents,  given  its  systematic, 
highly  structured  approach  and  its  relatively  brief 
couree  (196),  Although  cognitive  therapy  has  been 
found  to  be  at  least  as  effective  as  some  antidciwes- 
sant  medications  with  depress^  adults  (17,197),  its 
impact  on  suicidal  adolescents  is  tmknown  (196). 
Clearly,  more  re^arch  is  needed  on  the  treatment  of 
the  substantial  number  of  adolescents  who  appear  to 
be  at  high  risk  for  suicide. 

Services  for  the  Treatment  of  Mental 
Health  Problems  of  Adolescents^^ 

Perspectives  on  the  Current  Mental  Health 
Treatment  System  for  Atlolescents 

It  is  somewhat  misleading  to  speak  of  a  mental 
health  treatment  system  for  adolescents.  An  inte- 
grated and  well  organized  mental  health  system,  as 
such,  docs  not  exist  for  any  group  in  the  United 
States,  including  adolescents.  Instead,  one  finds  a 
collection  of  service  components  which  may  or  may 
not  be  linked,  organized  under  different  auspices 


^in  lioc  wilh  Its  gcnml  policy  on  restricting  cupo^ntre  of  invcsttgatiofwl  new  dnigs  to  mioors  and  women  of  childbearing  age.  fbc  Food  and  Dnig 
Administraiion  in  DHliS  specifically  requested  lhat  Adolescents  not  be  included  in  clinical  thais  for  flttoxetine  duhng  the  IND  (tnvcs^ationaJ  new  dnig) 
stage  (1 93a). 

^^^ytK  tocreastngly  popular  measure  is  the  placement  of  compieheasive  health  %cT\  tccs  in  (or  near)  schools.  As  discussed  in  ch.  15.  "Major  lama 
Pertaining  to  the  I>ebv«y  of  Primaiy  and  Comprchcnstve  Heallh  Sen  ices  to  AdoIeKrcnts."  in  Vol.  HI,  mcnta)  health  counseling  has  become  an  integral 
pan  of  these  services. 

3**Tbe  sections  of  this  chapter  lhat  discuss  mental  health  services  are  based  largely  on  "Mental  Health  Services  for  Adolescents"  <39)  and  "Use  of 
Mental  Health  Sector  Services  by  Adolescents:  1975, 19S0.  I9S6."  both  prepared  for  OTA  by  Barbara  J.  Bums,  Carl  A.  T^ube  and  John  E.  "Ruibc. 
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(e.g.,  public,  private)  and  varying  in  configiirauon 
and  con^>osition  from  one  part  of  the  country  to 
another. 

De^ite  the  lack  of  an  integrated  and  well- 
organized  mental  health  treatn^nt  system,  there 
have  been  extensive  efforts  to  implement  legitimate 
systems  of  mental  health  care.  Significant  efforts 
among  these  include  the  child  guidance  movement 
and  the  community  mental  health  center  and  neigh- 
borhood health  center  movements  in  the  1960s.  In 
education,  the  1975  Education  for  All  Handicapped 
Children  Act  (Public  Law  94-142)^^  was  thought  to 
have  the  potential  to  pull  togetfier  the  range  of 
services  needed  by  children  and  adolescents  with 
disabilities,  iiKluding  mental  health  problems, 
through  the  school  system.  Moie  recently,  the 
National  Institute  of  Mental  Health  (NIMH), 
through  its  Child  and  Adolescent  Service  System 
Program  (CASSP)  and  the  1986  Comprehensive 
Planning  for  Mentally  111  Individuals  Act  (Public 
Law  99-660),^^  has  been  encouraging  Stales  to 
develop  comprehensive  mental  health  services  for 
seriously  emotionally  disturbed  children. 

The  aims  of  a  mental  health  service  system,  its 
operating  principles  and  service  components,  have 
been  described  in  the  professional  literature  (187, 
202^04).  In  defming  a  system  of  care  for  severely 
emotionally  disUirbed  children  and  adolescents,  for 
example,  Stroul  and  Friedman  noted  that  services 
should  be  child-centered,  family-focused,  and  com- 
munity-based and  should  include  the  following 
components:  mental  health  services,  social  services, 
educational  services,  health  services,  vocational 
services,  recreational  services,  and  operational  serv- 
ices (187). 

How  reality  diverges  from  the  ideal  mental  health 
tremment  system  postulated  by  Stroul  and  Friedman 
becomes  evident  when  oi^  considers  data  on  the 
utilization  of  mental  health  treatment  services  by 
adolescents.  Fragmentation  and  lack  of  coordination 
are  characteristic  features  of  mental  health  service 
delivery  and  are  reflected  in  the  segmented,  site- 
specific  manner  in  which  utilization  data  are  tradi- 


tionally considered,  with  scant  attention  paid  to 
client  movement  along  a  continuum  of  care  (186a). 

UtfUzation  of  Menial  Hsalllt  TreatmenI 
by  Adolescents 

Sources  and  LimitaUons  of  Data 

Many  concerns  have  been  raised  that  children  and 
adolescents  do  not  have  af^ropriMe  access  to  mental 
health  services  (e.g.,n5t2Q2,139).  However,  it  has 
bi^n  difficult  to  draw  firm  conclusions  about  access 
because  of  limitations  in  information  about  chil- 
dren's use  of  available  mental  health  ^rvices  (202). 
Further,  most  analyses  have  focused  on  children 
under  a^  18  as  a  group  and  have  not  disaggregated 
information  about  utilization  and  access  for  itfloles- 
cents  separately  (e.g.,202).  This  section  discusses 
sources  and  limitations  of  current  data  on  the 
utilization  of  mental  health  services  by  adolescents. 
It  then  provides  an  overview  of  available  estimates 
of  the  use  of  mental  health  services  by  adolescents, 
and  draws  a  tentative  conclusion  a^ut  whether 
adolescents  in  need  are  getting  access.  Then,  using 
the  leading,  but  quite  limited,  source  of  information 
on  mental  health  services  utilization  by  adolescents 
— NIMH's  Inventory  of  Mental  Health  Organiza- 
tions (208,209,210,211,212)— the  section  reviews 
current  patterns  of  utilization  by  setting  and  adoles- 
cent patient  characteristics  (e.g.,  race,  ethnicity, 
diagnosis,  source  of  payment),  and  reviews  shifts  in 
patterns  of  utilization  over  the  period  1975  through 
1986. 

There  are  few  sources  of  data  on  the  utilization  of 
mental  health  treatment  services  by  adolescents  and 
each  source  has  limitations.  DHHS'  National  Ambu- 
latory <::are  Survey  (NAMCS),  a  periodic  survey  of 
office-based  private  physicians,  provides  some  in- 
formation about  adolescents'  visits  to  physicians, 
including  psychiatrists.^^  T^e  last  NAMCS  survey 
for  which  data  were  available  for  this  Report  was 
conducted  in  1985,  The  1988  National  Health 
Interview  Survey  (NHIS),  also  conducted  by  DHHS, 
asked  respondents  to  report  on  whether  their  chil- 


^iThis  was  mncadcd  in  1990  by  the  Education  of  ihc  Kaodtcspped  Act  AuKtndnicii!*  of  t990  (Public  Law  101^76). 
52This  was  arocodcrf  in  1990  by  the  Menial  Health  Amendments  of  1990  (Public  Law  101  639). 

»Tbe  methods  and  limitations  of  NAMCS  arc  discussed  in  app.  C. '  IssueR  Related  to  tbc  Lack  of  Information  About  Adolescent  Heahh  and  Related 
Services;'  in  Vol  I.  ch  6.  -^Chronic  Ptiysical  Illnesses:  Prevention  and  Services/'  in  this  volume,  and  ch.  15.  'Maior  Issues  Pertaining  to  the  rJcliveiy 
Primary  and  Comprd>cnsive  Health  Services  to  Adolcscenis/'  in  Vol.  JU. 
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Box  U^S-^ental  H^M  S€n4ce  On^mimihns  Stmyed  by  Ow  NaUonat  /nsltolff  of 

Mentai  Beam:  D^/Mtbms 

MmtHh^V^  gi>fv4i^  mymWorimifl  fimvgjwrf  tw  ^  Wftttoml  Iftstfapie  crf  Mcciri  U^Mk  (NIMH)  cm  be  split 
into  four  tevds.  Those  levelStfr^ 

•  Iiipaiteiup^cliiatrtelMai^^ 

bc^tal  psydiiatiic  unhs,  and  pdvite  psychiatck  bosphals.  ^ 

•  Re^tai^  ti^mett  cmtars— Rwidcottel  <gggntmtiiw^  not  Ucei^  m  psydiltfifc  bo^^ttb,  wlmse 
p4ttt^  pitpim  fa  dtt  pmvfakMi  of  iBdivi&^  plumed  programs  of  mental  heaMi  twaanwtf  Sdviccs  in 
co^fiiiietira  with  resided 

diiected  by  1  psydihdiH  radal  woi^ 

At  least  half  of  g»  admhisknis  smSL  be  fomctttal  ilh^sscs  that  can  be  daasified  by  DSKHl/ICDA-8  or 
DSM-III/ICD-9CM  axte  od^  than  meidal  retaxdatioo  m  aibstance  idnsse  codes. 

•  Pftr%'  hngpbniimrtfmMfly  irpatiti^t— A  |j«mfld  popam  of  mental  healfli  trB^mert  seivioes  geociany 
iroWded  in  Msaiom  of  3  to  6  toon  to  gioiqn  of  ptiifl^ 

This  level  <rfcaieofltonio»hitmsivctiBalmemto 

ftntf  prnv^K  ft  nmgg  nf  tiMtm«rt  mndalfeks  (jmlividiifll  am!  giOMp  d»)q[yy*  edocatioii^  and  iriitabilltatteo). 
PaitialcaxeAtaytfeatroaucanbeofiEeiedingcn 

liffgpjtalfi  fipf>ffffytefr^  pgy^iafrie  nntpatignt  cMfllg&,  or  imiltiseyvioe  fMPtfll  teahfa  oiganii«tiam. 

•  (te^^ent  nratal  henltb  sendees  invviM  te  mr^ilwd  mffltal  Imltti  settii^s— l^cntal  heahfa 
s^ces  provided  to  ambolatoo^  pati^  or  client  who  do  not  need  eltter  24-hoar  i^upervisiOQ  or  paitidl 
hospitaliztfioa  As  a  goiml  mtfter,  ou^s^ait  sendees  faicbide  the  jsovisioo  of  psychoihenpy  and 
p^chotio|rfc|«wciipiionstooifl|yaltaitdfa^ 

in  emcTfflmy  rocHm.  NIMH  only  collects  <toa  oo  ocitpatfent  scrriccs  provfeled  in  oiganized  mcmal  twdth 
settings  (c,g.>  federally  ftmdcd  cemnmnd^  meotal  health  cxntCTg,  fiee^nding  psychiatric  ontpaftait  clfaira^ 
and  multiservice  nMHal  tealdi  oiganizaibxis).  iofbrmatioci  abmit  mental  h^hh  smic^  provided  in  private 
ofiSce-based  pxact^  and  other  setth^  is  veiy  Ihnhed. 


iNUMBdoeiiKlltt^ftqwdScdcfinttiootf 

Vewm  AiffldfligmaoiO  ptyd^at^  oiBBxh^loia;  teaeai  boq^tilt  wUi  leptmte  fwydilMilc  fstvkes,  lesidfiiitiil  treumtoi  ecaten  for 
cflwatomSy  dtemted  diOtfppB,  Oeegtmang  piyriUiiite  oatpatot  ^ntet,  freotiodfaag  pi^^liitrtc  pctM  we  iMgnnl  nflfw^  ad  moMsnvtee 
meotri  hciiaii  dgmititoa.  Oi^ttcd  froci  tfie  NIMH  tavailofy  we  pttksitf  cttp  cpUodet  to     ptydliittric  tegyte^  painttrfaod  ly  Fetoal 

die  BiBVD  <rf  PiiiaBft. 

SOURCE: BJ.  Boii^       Itete,  and  IJB.  Ttadw;  ''Meetal  Beatti  Servteet  for  Adetesccntt/'  cootRKt  piyer  Tpepmd  for  the  0£Boe  of 
Ihdnology  Atfgnmcm.  U.S.  OoQaim»  WsdslQgbHV  DC  1990. 


dren  had  seen  psychologists,  psychiatrists,  or  other 
mental  health  providers  ever  and  in  the  past  year.^ 

Data  on  the  utilization  of  mental  health  services 
provided  by  specialty  mental  health  organiza- 
tions** are  available  from  the  National  Reporting 
Program  of  the  DHHS,  NIMH,  Division  of  Biometry 
and  Applied  Sciences.  These  data  are  relied  upon 
extensively  in  this  chapter  but  are  also  limited.  The 
types  of  mental  health  service  organizations  sur- 
veyed by  NIMH  are  inpatient  psychiatric  facilities. 


residential  treatment  centers,  partial  hospitalization/ 
day  treatment,  and  outj^tient  services  provided  in 
organized  settings  (see  box  1 1-B).  Inpatient  data  are 
available  from  NIMH*s  survey  for  1975, 1980,  and 
1986;  residential  treatment  center  data  for  every  2 
years  between  1969  and  1983,  and  then  1986;  partial 
hospitalization  data  for  1986  only;  and  outpatient 
data  for  1975  and  1986  (210,21 1,2 J  2). 

In  1986,  NIMH  surveyed  4,747  specialty  mental 
health  organizations  in  the  50  States  and  the  District 


^  The  19S8  National  Hcaltli  Interview  Survey  is  described,  and  its  limitations  disctisscd.  in  app  C  .  'Issues  Related  to  the  Lack  of  InfonnatiOD  At  out 
Adolcsccot  Health  and  Related  Services*'  in  Vol.  1  and  in  ch.  6.  •Chronic  Physical  Illnesses:  P)reventiDn  and  Sciviccs,*'  in  this  volume.  Parous  who 
fvported  a  f^ific  condition  woe  asked  whether  the  child  had  been  trcaiod  for  the  cowJition  ever  and  in  the  last  12  months.  Parents  wbo  had  not  reported 
a  ipcctftcccmdttion  woe  asked  "Has  [your  child  I  ever  seen  a  psychiatrist,  psychok^st.  doctor,  or  counselor  about  any  entobonal.  mental,  or  behavioral 
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of  Columbia  (159).^5  jata  from  NIMH  surveys 
do  not  include  private  office-bascxi  mental  health 
services  (e.g.,  provided  by  primary  care  physicians, 
psychiatrists,  social  workers*  clinical  psychologists, 
and  nurse-ther^ists  outside  the  auspices  of  a  clinic 
or  residential  setting)  and  do  not  include  mental 
health  services  jMDvidcd  in  human  service  sectors 
such  as  health,  ^ucation,  social  welfare,  and  juve- 
nile justice.  As  discussed  briefly  in  this  ch^ter  and 
elsewhere  in  this  Report*  however,  mental  health 
sovices  are  not  typically  available  in  non-mental-* 
health  sectors*  However,  mental  health  smices  are 
provided  extensively  outside  of  specialty  mental 
health  organizations  (e,g.,  in  private  practices)  by 
primary  care  physicians,  psychiatrists,  psycholo- 
gists, social  woriters,  nurse-therapists,  and  other 
providers,  Tremper  has  estimated  the  utilization  of 
school  psychologists  by  adolescents  (198), 

A  further  source  of  information  is  a  1986-87 
survey  of  States  conducted  by  die  National  Mental 
Health  Association  (NMHA),  which  obtained  esti- 
mates of  children  and  adolescents  in  institutional 
settings  (143),  Placements  made  or  paid  for  by 
different  State  govemriient  entities  (mental  health, 
social  services,  juvenile  justice  and  ^ucation)  to 
Slate  hospitals  and  out-of-state  residential  tr^itment 
centers  were  reported, 

Infimnation  about  the  utilization  of  some  services — 
e.g,,  group  hon^s,  therapeutic  foster  caie,  home- 
based  crisis  treatment,  emergency  rooms,  and  hot 
lines — is  not  collected  in  any  systematic  fashion, 
and  their  utilization  is  not  discussed  below. 

Other  potential  sources  of  information  about  the 
receipt  of  mental  health  services  include  data  from 
Education  for  All  Handicapped  Children  Act  pro- 
grams mandated  by  Public  Law  94-142  (amended  by 
the  Education  of  the  Handicapped  Act  Amendments 
of  1990  [Public  Law  10M761)  (134a),  and  mental 
health  services  provided  in  school-linked  health 
centers  (SLHCs).^  Mental  health  services  provided 


under  Public  Law  94-142  and  in  SLHCs  are  dis- 
cussed below  (see  **Tte  Public  School  Systmi'*), 

Estimates  of  Utilization 

The  following  estimates  of  adolescents'  utiliza- 
tion of  mental  health  services  can  be  made  from 
available  data  sources: 

•  NAMCS:  2  percent  (L004  million  visits)  of 
visits  by  10-  to  18-year-olds  to  private,  office- 
based  physicians  in  1985  were  to  psychiatrists 
(220). 

•  NWS:  According  to  parents'  reports,  10  per- 
cent of  all  children  ages  3  to  17^^  (or  an 
estimate]  75  percent  of  all  those  who  had  ever 
had  emotional  or  behavioral  problems)  had 
received  treatment  or  coimseling  for  emotional 
or  behavioral  p'oblems  at  some  time  in  their 
lives  (235).  Five  percent  were  reported  to  have 
received  this  help  within  the  previous  12 
months,^ 

•  NIMH:  In  1986,  an  estimated  L9  percent  of  the 
10-  to  17-year-old  adolescent  population  (586, 
845  adolescents)  was  served  by  specialty  men- 
tal health  organizations  (212).  Of  the  1.9 
percent,  1.3  percent  were  served  by  partial 
hospitalization  or  outpatient  facilities,  and  0,6 
percent  were  serv^  in  general  hospitals,  inpa- 
tient psychiatric  facilities,  or  residential  treat- 
ment centers, 

•  NMHA:  States  reported  to  NMHA  that,  in  the 
year  1986-87,  they  had  placed  at  least  4,000^ 
children  (including  adolescents)  with  emo- 
tional problems  in  out-of-State  placements,  and 
about  22,000  in  State  mental  hospitals.  Accord- 
ing to  NMHA,  * 'State  agencies  often  do  not 
know  the  exact  munber  of  children  they  place 
in  out-of-State  and  in-State  psychiatric  facili- 
ties, the  amount  of  money  being  spent  on  their 
treatment,  their  diagnosis,  or  even  their  where- 
abouts'* (143). 


^'Fof  (hose  mcDtid  health  organuattons  unable  to  provscte  patient  cair  episode  data  on  NIMH*s  ioveotory  fonns  or  during  a  subsequent  telephone 
followup,  data  were  taiputcd  by  NiMH  (159). 

^Sce  ch.  15,  *'Major  Issues  Penaining  to  the  Dcbvcry  of  Primaiy  and  Comprehensive  Health  Services  to  Adolescents/'  in  Vol.  ID. 

-^^Data  are  iK>t  available  separately  for  adolescents. 

^Because  complete  data  art  not  avotlable  on  die  annual  prevalence  of  mental  health  problems  <thai  is»  the  propoitton  of  children  and  adolescents  who 
expeiicQoed  an  emodonai  or  behavioral  problem  in  the  year  preceding  the  survey),  it  is  not  possible  to  detennine  what  pettxntf^  of  tho^  in  need  in 
the  last  year  actually  leceived  menial  h^th  treatment. 

^^The  NIMH  data  tJised  in  this  pad  of  the  chapter  have  not  been  tested  for  statistical  ssgnificance,  and  for  further  guidance  in  interpreting  tie  figures 
presented  herein,  the  reader  is  eaottoned  to  consult  relevant  NIMH  publications  (e.g..  159), 

Q  ^^H>nty  a  mintmum  nimiber  was  ab^e  to  be  estimaled.  because  14  States  were  not  able  to  provute  con^leie  data  to  MMfiA. 
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•  Public  Law  94-142:  Of  the  341,000  seriously 
emotionally  distuibed  individuals  ages  3  to  21 
identified  under  Public  Uw  94^  142  in  1986-87. 
less  than  one-thiid  received  psychological, 
social  work,  or  counseling  services  (136a). 

•  Ttempen  An  estimated  2  percent  of  adolescents 
in  any  one  year  may  be  seen  by  school 
psychologists**  (198). 

It  is  in^KHtant  to  note  that  these  estim^es  from 
varying  sources  do  not  allow  an  overall  estimate  of 
n^ntal  health  services  utilization  by  adolescents, 
and  thus  make  it  di^icult  to  assess  possible  gaps 
between  service  need*^  and  access.  Of  the  available 
sources,  probably  the  best  estimate  of  utilization  is 
from  NHIS,  because  NMS  records  the  proportion  of 
children  and  adolescents  who  have  had  a  visit  to  any 
mental  health  professional.*^  However,  NHIS  did 
not  estimate  mental  health  visits  separately  for 
adolescents.  If  one  assumes  that  the  level  of  care  for 
adole^ents  is  the  same  as  that  for  all  3-  to 
17-year-olds  combined,  then  one  would  estimate 
that,  in  1988, 5  percent  of  all  adolescents  had  had  at 
least  some  contact  with  a  mental  health  provider. 
Because  the  NHIS  relies  on  parents  as  informants, 
and  adolescents  may  s^k  care  on  their  own  without 
their  parents'  knowledge,  this  may  reflect  an  under- 
estimate. There  is  no  national  estimate  of  adoles- 
cents' seeking  of  care  for  mental  health  problems  on 
their  own. 

However  useful  the  estimate  based  on  the  NHIS 
is,  NHIS  data  on  mere  contact  do  not  reflect  the 
duration  (e.g.,  one  visit  v.  sustained  contact  over  the 
year),  purpose  (diagnostic  v.  therapeutic),  or  qual- 
ity^ of  the  contact. 

Further  Examination  of  Patterns  of  Utiitzation 
tJsIng  NIMH  Survey  Data 

As  noted  above,  NIMH  data  on  the  utilization  of 
mental  health  services  by  adolescents  are  seriously 


iBtoiB        Admissions  of  U.S*  Adolmoents  Ages 
10  to  18  to  ^>eciatty  lltontol  Heaftti  Care  in 
Organized  ^ttings,  by  Level  of  Care,  1986 


Number  of 

Percent  of 

AdmlMions/ 

Leveiof  cars 

atSmlssiDns 

admissions 

100.000 

127,351 

22% 

406 

Re^itentiattFBatment 

center   

44.375 

S 

141 

15.967 

3 

50 

Outpattentcare  

..  399.152 

68 

1.273 

Total  

..  586.845 

100% 

1.870 

SOURCE:  B  J.  Bums,  CA.  Tatte.  «nd  J.E.  Taubo,  niso  of  Montol  HoMh 
$«c1^  Sorvtoos  Adotosoonts.  1975. 1980.  ^99B^  contract 
pBpm  pra|9ar«d  tortba  OHiem  of  Tachnofopy  AsMSsmant,  U.S. 
Congrass^ \^^bshlngton« DC,  l9lK>.basadon  1986 ctata tram tha 
U.S.  CX^rtmant  of  Haalth  and  Human  Sarvtoas,  Public  H^iXh 
Sarvica.  PJMttA,  Drug  Atouw.  and  Mantaf  HaaHh  Admln^stn»- 
tion,  National  fnstityta  of  Mortal  Haafth,  unput^lBhad  National 
tnstttuta  of  Mant^  Haaftti  fnvantory  of  Mantal  Haalth  Organiza- 
tions. RodnriBa.  MD.  1989. 

limited.  But  despite  having  ntimerous  limitations, 
available  NIMH  data  on  the  utilization  of  mental 
health  services  by  specialty  mental  health  organiza- 
tions serve  three  useful  functions:  1)  they  enable 
some  examination  of  current  patterns  of  service  use» 
2)  they  allow  exploration  of  the  characteristics  of 
adolescents  who  use  each  level  of  care,  and  3)  they 
document  shifts  in  patterns  of  service  use  over  time. 
ThuSt  this  section  is  devoted  to  a  detailed  examina- 
tion of  NIMH  survey  data."^^^ 

Current  Patterns  of  Service  Use — ^NIMH  sur- 
vey data  offer  some  perspective  on  the  relationship 
between  institutional  and  noninslitutiondl  mental 
health  care.  As  shown  in  table  11*3,  outpatient 
n^ntal  health  services  in  organized  mental  health 
senings  accounted  for  68  percent  of  admissions  of 
adolescents  to  specialty  mental  health  organizations 
in  1986,  with  the  remainder  accounted  for  by 
hospital  inpatient  services  (22  percent),  residential 
treatment  centers  (8  percent),  and  partial  hospitaliza- 
tion (3  percent). 


*'Thc  number  of  school  psychologists  tn  the  Nation's  schools  is  currently  esfimafod  at  I  per  2»633  sludenis.  Morcova,  tl^sc  psychologists  arc  able 
10  devote  only  between  5  to  9  percent  of  their  dmc  to  direct  counseling  and  therapy  <  198). 

*2  As  discussed  in  the  beginning  of  ibis  chapter,  it  is  dif  ftciUt  to  estimate  rttcd  for  mental  health  services  for  a  number  of  reasons,  including  uncertainties 
about  dii^osls  for  ihls  age  group  and,  in  part  as  a  consequence  of  unoextointies  about  diagnosis  and  measuirment*  tlie  lack  of  national  epidemiological 
studies. 

^'tn  contrast.  NIMH  data  pertain  to  individuals  but  are  limited  io  care  provided  in  n^ntal  health  organizations;  NAMCS  data  are  limited  to  visits  (in 
contrast  to  individuals)  to  psychiatrists:  NMHA  data  are  limited  lo  plocemeots  (in  contrast  to  individuals),  to  residential  placements,  and  to  placements 
made  by  public  entities;  <Mid  Tremper's  data  are  limited  to  school  psyclK>k>gists. 

**In  a  previous  report,  OTA  dcfiiied  the  quality  of  medical  care  as  the  degree  to  which  the  proems  of  care  iwnwes  the  prolwbihty  of  outcomes  desired 
by  patients  and  reduces  the  probability  of  undcsircd  oulcomes.  given  the  state  of  medical  knowledge*  *  (202a). 

^^For  addiUonai  details,  sec  BJ.  Bums.  CA.  Tliubc.  and  J.E.  Taube.  "Use  of  Mental  Health  Sector  Services  by  Adolescents:  1975. 1980.  and  1986" 
^-a) 
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Thus,  about  2.4  times  as  many  adolescents 
receiving  mental  health  treatment  in  a  ^)ecialty 
mental  health  organizaticHi  receive  caie  in  nonresi- 
dmial  settings  (outpatient  facilities  and  {mrtial 
ho^italization)  as  are  treated  in  a  residential  setting 
(hospital  ini^tient  psychiatric  facility  or  residential 
treatment  center)*  Of  the  funding  for  services  in 
spwialty  mental  health  organizations,  however.  74 
percent  goes  to  residential  (overnight)  care  and  26 
percent  to  nonresidential  care  (39). 

Characteristics  of  Adolescents  in  Specialty 
Mental  Health  Organizations,  1986— Major  dem- 
ographic and  clinical  characteristics  of  adolescents 
receiving  tie^ment  in  q>ecialty  mental  health  organ- 
izations are  highlighted  below: 

•  Male  adolescents  are  much  more  likely  than 
females  to  use  partial  hospitalization  (73.2 
percent  of  patients  are  male)  and  residential 
treatment  centers  (approximately  two-thirds 
are  male);  gender  diffo^nces  in  the  use  of 
outpatient  services  in  organized  settings  and 
the  use  of  hospital  inp^ent  psychiatric  serv- 
icest  however,  are  less  pronounced,  with  59.6 
percent  of  outpatients,  and  50.7  percent  of 
inpatients,  male. 

•  Racial  and  ethnic  minority  adolescents  make  up 
a  larger  share  of  users  of  partial  hospitalization 
(24  percent)  and  residential  treatment  centers^ 
(about  30  percent)  than  they  do  of  users  of 
outpatient  services  in  organized  settings  (14 
percent)  and  of  inpatient  psychiatric  services 
(about  20  percent  in  State  and  county  mental 
hospitals  and  general  hospital  psychiatric  units, 
and  8  percent  in  private  p^chiatric  hospitals), 

•  The  most  common  inpatient  diagnosis,  ac- 
counting for  about  one-third  of  inpatient  admis- 
sions of  adolescents  in  1986,  ^as  affective 
disorder,  followed  by  adjustment  disorder  or 
behavior  disorder  (depending  on  the  age  of  the 
adolescent)  (see  table  11^)* 

•  In  1986,  the  most  common  diagnosis  of  adoles- 
cents receiving  outpatient  and  partial  ho^itali- 
zation  services  in  mental  health  organizations 
was  adjustment  disorder  (accounting  for  30 
percent  of  admissions),  followed  by  behavior 


Tatrte  11*4— Distribution  of  Admissions  of  U.S. 
Atfoiescents  Ages  10  to  14  ami  15  to  17  to  All 
infiatisnt  Psychiatric  Services,  by  Diagnosis  and 
Age,  1975  and  1986 

F'efOOTtof  actonlsstons 

dlaofH>8ls  19^  1986* 

Ages  10 to  14   (N- 25,834)     (N- 38,682) 

Mental  retards^   1 .9%  * 

Sut^noe  abwe   2.1  * 

Affec^vedlsofdsf   10.1  30.6% 

Scteofjhreite   6.3 

Anxtety  disontor   6.9  1 1 .9 

Ac^us^nent  discvder   43.9  11.5 

Behartw  disorder   18.7  26.5 

Otter   10.4  21.0 

Tot€tf   100.0%  100.0% 

Ages  15  to  17   {N«  54.648)      {N- 68,707) 

Mental  retardation   2.2% 

Substanoa  abuse                       5.5  9.6% 

/infective  disofder   15.6  34.0 

Schlzophranla   22.4  5.1 

Anxiety  disorder                        4.7  * 

A^ustm^  disorder   25.4  19.5 

Behaylor  disorder                        8.2  17^ 

Other   16.1  1Z1 

Total   100.0%  100.0% 

^€ntri«9  marl^  «vf  th  an  o^ortek  ^  f  }V9  or  faw^r  0^909  and  thmfora  did 
not  mocft  ttandaidt  of  raHatiiilty  or  praoMvi. 

SOURCE:  1975  Mm:  U.S.  Oefwtment  of  Heami  and  Himwn  Sarvkm, 
FiMc  Haaitf^  S«rvk»,  Ak»M,  Dme  Abuse,  and  Mental  HaaHh 
Administration.  Natlona)  tnstftuta  of  Manta)  HaaHh,  of 
Psyt^tMicFmm^i^OmdmMndYMh,  U.S.,  OmS 
Pi^.  Ho.  (ADM)  61-1142  (Wuhh^ton,  DC:  U.S.  Oovammant 
Printing  Oftica,  1981).  1986  data:  U.S.  O^»artm0nt  Health 
and  Human  Sm^fbas.  Pu\A)c  Health  Sarvloe,  AiodM,  Dme 
>UHise»  and  Montaf  Health  Adm^i^tiont  National  Institute  of 
Mantel  Health,  ur^bfished  sample  survey  data.  Wis^nston, 
DC.  1^. 


disorder  (about  20  percent  of  admissions).  The 
two  leading  diagnoses  for  1986  outpatient 
admissions  were  followed  by  either  anxiety 
disorder  (5  percent  of  diagnoses  for  10-  to 
14-year-olds)  or  substance  abuse  (11  percent  of 
diagnoses  for  15-  to  17-year-olds).  Afifective 
disoidens  (16  j^rcent)  and  substance  abuse  (9 
percent)  diagnoses  were  the  third  and  fourth 
leading  reasons  for  admission  to  partial  hospi- 
talization in  1986  (for  10-  to  17-year-olds 
combined). 

e  Involuntary  commitment  in  1986  occurred  for 
15  percent  of  outpatient  admissions^  for  22 


^^'Odc  reason  for  the  greater  mioonty  represcntatkm  in  resnieni  iai  treatment  cenicfs  may  he  thai  most  neferrals  to  residential  treatment  centers  are  made 
|jy  eittities  odicf  than  the  mental  beaith  treatment  system,  such  as  llic  juvenile  justice  ( 1 7  percent),  social  scrvicses  {46  percent),  and  editcatioD  (2S  percent) 
systems  (143). 
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ItoMe  11-5— Otetributlon  of  Outpatient  Admissions  of 
as.  AloteOTits  Agss  10  to  14  ^  15  to  17  In 
Mental  Health  Organisations,  by  Source  of 
Payment,  1975  and  1^ 


Pmcent  of  intmlssfcms 


A^,  ^rnrce  ol  payment 


Ages  10  to  14  

No  pse/mam  

Personal  payment .... 
Commerctallfmrance 

Medicaid  

Other  gopi/Bifm&nf' . . . 
Othei*  


TWal  ^ 

Ages  15  to  17  

No  payment  

Personal  pE^ment .... 
Commerotel  insurance 

Medioaid  

Other  (K>v^nmenf^ . . . 
Othef*  


f  9'  <v 

(N  - 134.202) 

25.0 

12J3 

40.4 

30J 

9.4 

24.4 

18.1 

21.0 

9.0 

• 

• 

11.5 

100.0% 

1(».0% 

(N- 94,382) 

(N 

-  164.900) 

34.4 

12.6 

35.5 

36.3 

6.7 

22.6 

9.5 

14.6 

13.5 

• 

♦ 

13.5 

100.0% 

100.0% 

•fotal   

"i&trtw  nwilwd  %*flh  an  astBrtrt  had  «¥•  or  f»ww  OMw  arri  thw^ 

«mitoWwJat  1»8B  data  tertha  Chilian  MaaMh  and  Madksal  Programof  tho 

Untformad  SarvlcM  and  Madtoara. 
cTWa  Indudat  •octal  MTVteai  and  Stata  and  loMl  souroat. 

SOIWCE:  1975  data:  U.S.  Dapartmant  Haalth  and  Hianan  Sarvkaas. 
Put)ncHaatthS«rvtea«.Alooho(,Oni9Abusa.andM«nta!Heatth 
AdmMatration,  Natteoal  InitHuta  d  Manta)  Haalth,  lh»ef 
PaychiaoieFaemnbyCtmmana  Vtouft,  U.S..  197S.  DhWS 
Pub.  No.  {Mm  81-1142  (Wirf*»9ton.  DC:  U.S.  QovammBrt 
Printtno  ONkse.  1981).  1OT8  data:  U.S.  Dapartmant  ot  Hea«h 
and  Human  Sanioaa,  Puiilte  Haalth  Sanrtoat,  Aloohol,  Drug 
Abuaa,  and  Msntai  Health  Adminlatratlon,  Natli».a)  In^tuta  o1 
Mantai  Haalth.  unpuhHihad  MBiipla  sufwy  data,  WasWngton. 
DC,  1988. 

percent  of  partial  hospitalization  admissions, 
and  for  20  percent  of  inpatient  admissions.'^'^ 

•  About  two-thirds  of  adolescents  using  partial 
hospitalization  and  inpatient  psychiatric  serv- 
ices in  1986  had  received  prior  mental  health 
treatment,  in  contrast  to  a  third  of  adolescents 
using  outpatient  services. 

•  Commercial  insurance  (60  percent)  is  the  most 
&equently  used  source  of  payment  for  inpatient 
psychiatric  treatment.  Medicaid  (28  percent) 
for  partial  hospitalization,  and  the  patients 
themselves  (33  percent)  for  outpatient  services 
(table  11-5). 

Shifts  in  Patterns  of  Service  Use,  1975-1986— 
From  1975  to  1986,  the  latest  year  for  which  NIMH 
survey  data  are  available,  the  provision  of  mental 
health  services  to  adolescents  ages  10  to  17'*  in 


Figure  ll-»-Dtstribution  of  Admissions  of 
Indlvidtnls  Undsr  Age  18  to  Infntiant  Psychlatrtc 
Services,  by  Type,  UnHed  States,  1975, 1980,  and  1986 


1M0  1988 

Stat*  and  eounty 
Ganaral 
1     \  Privata 

SOURCES:  19W  data:  U.a  Dapartnert  of  Haalth  and  Human  Safytoei , 
PubHc  Haallh  Saivloa,  AkxAol,  DruB  Abuaa,  and  Mortal 
Ha^  AdnbMiattop.  f^atkxMl  tratftute  of  Mantai  Haalth,  Um 
0f  PsftMttrie  FrnOt^^  .r  ChSdtm  and  rMh,  U&  19^ 
DHH8  Pub.  No.  (ADW)  81-1142  (Warth^on.  D^UA 
Oovammani  Prtnttng  Offtoa,  1981).  1980  data:  U.S.  Dapart- 
mant of  Haalth  and  Human  SarvtoM,  Publto  Kwtth  Sanjtoa, 
Alcohol.  Dnia  Abu«a,  and  Mantai  Itealth  AAnWitratlon, 
ltethi«uJb«tWuta«JManta»HaBnh,/«rttofi*l«fiM»rf«^^ 
Naaim  S«Wfaa^  Hotm  ITS,  WMhlngton,  DC,  1988.  J9W 
^ta:U.S.  Dapartmant  of  Haalth  and  Humm8an(loaa,PuWte 

HBaHh  Safvksa,  MoeM.  Dnig  Abuaa.  and  Mantai  Haalth 

A<*nlnWratton,  Natlww*  iF^ltuta  ot  M«ital  Haalth.  unpiA- 
ItstMd  r«ationid  Inatituta  of  Mantai  Haalth  tnvantory  of  Mantai 
Haalth  Offlartzatlwf  data.  Wwhlngfton,  DC.  1989, 


organized  maital  health  settings  increased.  The 
greatest  increase  was  in  adolescent  treatment  q>i- 
sodes  in  residential  treatment  centers.  These  in- 
creased 66  percent  between  1975  and  1986.  Adoles- 
cent admissions  to  outpatient  services  provided  in 
organized  mental  health  settings  increased  62  per- 
cent between  1975  and  1986,  meaning  that  170,000 
more  adolescents  were  admitted  in  1986  than  in 
1975.  Inpatient  psychiatric  admissions  of  10-  to 
17-year-olds  increased  33  percent  between  1975  and 
1986. 

The  growth  in  inpatient  psychiatric  admissions  of 
adolescents  since  1975  has  been  controversial, 
because  it  has  been  largely  due  to  growth  in 
admissions  of  adolescents  to  private  psychiatric 
hospitals  (229)  (see  figure  1 1-3).  A  smaU  portion  of 
the  increase  in  adolescent  admissions  to  private 
psychiatric  hospitals  may  be  due  to  decreased  use  of 
State  and  county  hospitals  for  adoles<^ts.  Other 


sl«aM  be  Dcrted  that  32  states  pem.lt  paititts  to  niak^  ••volun^^^ 
discos  «eVh.  17.  "Conscot  and  C^fktentiallty  in  Adolescent  Health  Care  Decmonmaldiw.-  «  Vol.  ffl. 

O       «Tto  age  group  is  »«d  for  cn^s-tinie  comparison*  be^ 
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Figure  11-4— Inpatient  Admissions  to  Specialty  ftHental  Health  Organizations 
Among  U.S.  Childran  and  Adolescents  Under  Age  18,  by  Race  and  Ethnicity, 

1975. 1980,  and  1986* 


Admisstons/IOO.OOO  population 
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161.8 


^^^•8  75.7 


127.5  130-9 
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124.3 


100 
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White.  All  other . 
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White.  All  other 
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1 76.3  i 
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White,  All  other, 
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Braakctowns  by  rao«  and  ©thnfctty  ar^  mrt  availalXo  »^r8t»ly  for  adoftfStxmtB.  In  1986,  how9v»r  adbH»so9nts  bow 
10  to  1 7  aconintftd  for  d6  p«c*nt  of  chiW  Inpatient  admissions  to  tba  omaniratJons  wifvwad  by  WMH 
»F)fw  radal  and  ©thnte  breakdowns  ara  not  possfbf^  for  purposas  of  thasa  £»lculatlon8, 

SOURCE:  1975  data:  U.S.  Dapartmaot  of  Haalth  and  Human  Sarvioas,  Pi^lc  H««lth  Sanrfca.  Ak»hol  Dfua  Abim 
and  Mania!  HaaJth  Adm^stratten,  National  Insfrtiita  of  Mantar  ^tee^th.  Us0  of  fWr^afrir  F^mths  fri^ 
Chik^wxf  Yaum,  U.S.  197$.  DHHS  Pub.  No.  {ADM)  81^1142  {W^tngton.  D^U.S.  Govarnmanl 
Prtnting  Off     t981).  I^data:  U.S.  E>apar^ant  of  HaaHh  and  Human  Sorvicos.  Pubftc  Haalth  SarvJca 
Alcohol,  Drug  Abusa.  and  Mantal  Haalth  Admlrtfrtfatten,  Natbnal  N>stitute  of  MantaJ  Haalth.  Waflbna) 
h9^M9cfM0ntafH»MySbimc^Not9 175.  Washington.  DC.  I9$e.  1 980data:  U.S.  Dapartmant  of  Haalth 

'  ^  «^  Mantal  Haalth  AdmfnfstrBtten. 

N8tk>nal  tnstltutaofMantalHaafth.unpuWfshad  I^NfMHbvantory  of  MantaJ 
Washington,  DC,  1989. 


explanatory  factors  may  include  the  following:  an 
increase  in  nienial  health  problems,  such  as  depres- 
sion and  suicide,  among  adolescents;  decreased 
stigma  and  greater  acceptance  by  adolescents  and 
their  families  of  mental  health  care;  increased 
insurance  coverage  for  inpatient  psychiatric  treat- 
ment; and  effective  marketing  by  private  psychiatric 
hospitals. 


Other  major  shifts  in  patterns  of  hospitalizing 
adolescents  for  mental  health  treatment  from  1 975  to 
1986  include  the  following:^^ 

•  A  far  greater  proportion  of  the  adolescent 
inpatient  population  was  white,  non-Hispanic 
in  1986  than  in  1975  (see  figure  11-4),^ 

♦  Several  shifts  in  inpatient  and  outpatient  diag- 
noses for  adolescents,  with  large  d^n'eases  in 


^or  additional  details,  see  Bums,  Tbubc,  and  Taube.  ''Use  of  Mental  Health  Seaor  Services  by  Adolcsccnis.  1975, 1980.  1986*'  (39a). 

^Although  the  proportion  of  nonwhitc  adolescents  declined  in  all  types  of  inpatient  facilities  for  memal  health  U^imcni.  the  greatest  docUne  occurred 
in  State  and  county  mental  hospitals  (from  303  percent  oonwhitc  in  1975  lo  1 8.3  percent  oonwhife  in  1986)  (sec  figure  1 1-4).  As  noted  above  however 
nonwhite  adolescoits  are  less  likely  than  white  non-Hispanic  adolescents  to  use  private  psychiatric  facilities. 
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admissions  for  adjustment  disorder^^  and  schiz- 
ophrenia,^^ and  large  increases  in  admissions 
for  affective  disorder*^  and  substance  abuse 
(table  llA).^ 

•  The  provision  of  about  20  percent  less  individ- 
ual and  group  therapy  to  adolescents  m  State 
and  county  hospitals. 

•  A  major  increase  in  the  use  of  commercial 
insurance  for  psychiatric  admissions  to  inpa- 
tient settings  in  conjunction  with  a  reduced  role 
for  Medicaid  coverage.^^  TTie  change  was  most 
pronounced  for  private  psychiatric  facilities,^ 

•  No  significant  decrease  in  the  length  of  stay  for 
adolescents  admined  to  ho^itals  for  mental 
health  treatment  despite  the  decrease  in  length 
of  stay  observed  for  adult  psychiatric  admis- 
sions. 

The  trend  toward  increased  use  of  outpatient 
mental  health  services  from  1975  to  1986  is 
probably  tied  to  increased  awareness  and  acceptance 
of  using  mental  health  services  as  well  as  better 
reimbursement  by  private  insurers  (39).^  The  pro- 
portion of  adolescents  using  commercial  insurance 
for  outpatient  mental  health  services  in  organized 
mental  health  settings  increased  from  about  8 
percent  in  1975  to  24  percent  in  1986  (see  table 
11-5). 

The  decrease  in  use  of  outpatient  and  inpatient 
mental  health  services  by  racial  and  ethnic  minority 
adolescents  may  be  related  to  the  overall  increasing 
reliance  on  commercial  insurance  to  fund  such 
services.  The  rate  of  use  of  outpatient  services  in 
organized  mental  health  settings  by  minorities  was 
higher  than  for  whites  in  1975,  but  it  dropped  below 
the  rate  for  whites  in  1986  (see  figure  1 1  -5).  In  1986, 


Hgura  ii-s-Outpatimt  Admissions  to  Speciality 
Mental  HraHh  Ori^nlrations  Amoi^  U*S.  Chlftt  rsn  and 
Adot9SMnte  Under  Age  16,  by  Race  end  EthnlcKy, 
1975  and1986*^ 


Admisslons/^OpOOO  population 


1975  1986 

^oalfdowns  tbcq  and  othnidty  ar«  not  av«itabl«  s^parat^  for 
adcrfosconts.  tn  1088,  Nw«v»r,  aM«scanto  agat  10  to  17  ooa»Jntad  for 
67pm^Qf  chlldou^ttoTt  admfssksnstothaofQar^tlonB  tt^v^odby 
NIMH. 

^Ttnor  radaf  and  ^hnlc  braakdowns  ara  not  avaitabto  for  1985.  Of  1088 
acfofaseant  mitpatiant  admte^s  to  ^»«dafty  mantat  haalth  of^aniza- 
tlons,hoim^,78.4pafcentwafa«irNta,  non-Htepanto.  10.1  parpantwara 
bf»3k,  non-Hispanic;  10.1  panoant  vm^  hfispanic,  and  1.4  pafoftnt  wara 
**othar.  non-Hlspante/ 

SOURCE:  1978  da1»:  U.S.  Dapartmani  of  Haalth  and  Human  SarvkM. 
Publk:  Haatth  Sarvk»s,  Dni^Abusa,  and  Mmta)  Haalth 
Ac^N9tratio^,  Noltona)  tnitftuta  of  Manta)  Haatth.  U»0  of 
Psyd^McFat^m^ byCmrmur^  Y9uth,  U.S.,  1875,  DHHS 
Pub.  No.  {ADM)  8M142  (Wathington,  tx;.  U-S.  Oovarnmant 
Prtnttng  Offlca.  1981).  1888  date:  U.S.  O^artmant  of  HaaHh 
and  Human  Sarvicai.  Public  Haalth  Sorvte,  Alcohol,  Drug 
Abusa.  and  Mantal  HaaKh  Admintotratkm,  Natkmal  tn$tituta  of 
Mantal  HaaHh,  ur^xibfishad  1986  NIMH  hwwitory  of  Mantal 
Haafth  Orpanizatons  data,  W^lngton,  DC,  1989. 


20  percent  of  blacky  non-Hispanic  adolescent  outpa- 
tients in  the  NIMH  survey  used  Medicaid;  29 
percent  made  a  '*j^rsonal  payment/'  and  23  percent 


^^Pfom  31  panpcntof  uipatirat  admissions  m  1975  to  17  pcfceat  in  1986,  and  from  44  percent  of  outpatient  admissions  in  1975  to  30pefxxni  in  1986. 

^^From  15  peicoit  of  inp^mit  admissions  in  1975  to  less  iban  5  pcrcoA  m  1986.  and  from  2  8  pcrcoat  of  ontpaticDt  admissions  in  1975  to  less  than 
10  sonpte  ca»«  Qweniagc  vnablc  to  be  cakrul^cd)  in  1986. 

^^From  1 1  pcnrentof  ii^atieot  admissions  in  1975  to 23  pcicent  in  1986.  and  fmm  2.6perccnt  of  outpattem  admissions  in  1975  to  6.6  permit  in  1986. 

^From4.4  pcn^  of  inpatient  adm^k>n5  in  1975  to  6  percent  in  1986,  and  from  less  than !  0  sample  casesc^  outpatient  admissiw  (percentage  unable 
to  be  calculated)  in  1975  to  5  parent  in  1986. 

5^In  1975,  comn^ial  insumncic  paid  for  44  peicent  of  it^tient  care  provided  to  ICV  to  14-ycar-olds  and  50  pcmnt  of  the  care  pwided  to  15-  to 
n-year-olds.  In  1985,  the  percentages  [»id  1^  commerctal  insurance  were  61  67  percent,  ttspecttvdy.  In  1975,  Medicaid  paid  for  9ppro%ssBAtdy 
21  percent  of  adolescent  inpatient  care,  and  In  1986, 1!  penrent.  Seech.  16,  **Finanda]  Access  to  Healdt  Services.*'  in  Vol  m  for  a  discussion  of  die 
timitaiions  in  Medicaid  diat  aocouiu  in  part  for  the  reduction  in  Medic^d  coverage  for  kpatient  m^ttol  badih  treatment.  For  cxmple,  13  States 
(25  peitent)  do  not  allow  piQrmef^  for  asch  care.  Even  States  thai  do  pay  for  inpatieot  treatment  maintain  procertification  itquitcmcnts.  restrictzons  on 
length  of  stay«  and  payment  rates  rcganted  as  unreasonatile  by  some  in  the  psychiatric  cconmanity  (e.g.»  194).  Low  paymcot  is  an  often  ched  reason  fcft 
physkians*  lack  of  participation  in  MnUcatd. 

^Hb  1 975,  Medicaid  paid  for  atiout  8  pcrcem  of  aik>lcsoem  admissions  to  pri  vate  psychiatric  facilities  In  1 986,  the  non^Mtr  of  adolescent  admissions 
paid  by  Medicaid  was  too  small  (five    fcvm  sample  cases)  for  a  statistically  leUatile  e^imace  to  be  made. 

^Although  coverage  may  have  ini^ved  between  1975  and  1986.  mental  healdi  benefits  art  stiU  less  gencmis  than  many  other  health  cair  benefits. 
In  the  face  of  risii^  health  care  costs,  some  commorial  insurers  are  now  ccmsidcring  placing  additional  limits  on  mental  health  benefits,  i^rticularfy 
O    :  adolescent  depeiKl^tts.  See  ck  16,  **Fhiaiicial  Access  to  Health  Service"  in  VoL  m. 
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made  no  payment;  only  7  percent  of  black,  non- 
Hispanic  adolescent  users  of  organized  outpatient 
mental  health  services  used  commercial  insurmce» 
in  contrast  to  24  p^ent  of  white,  non-Hispanic 
usm  (212).^ 

An  issue  which  may  merit  attention  is  the  growth 
in  substance  abuse  treatment.  In  1975,  not  even  1 
parent  of  adolescent  ouq>atiaits  were  diagnosed 
with  a  substance  abuse  discsder,  but  by  1986,  1 1 
percent  of  IS-  to  17-year-old  outpatients  in  mental 
health  organizations  were  given  a  substance  abuse 
diagnosis  (221).  Inpatient  admissicms  of  15*  to 
17-year-oids  for  substance  abuse  disorders  also  rose 
between  1975  and  1986,  from  5^  percent  to  9,6 
percent  (see  table  1 1*4).  Hiese  changes  are  difficult 
to  interpret. 

Effectiveness  of  ttw  mnfal  Heattti  Treatment 
System  for  Aflolescents 

Research  on  tbe  effectiveness  of  inpatient  psychi- 
atric services,  residential  treatment  coitera,  day 
treatment  and  partial  hospitalization,  and  specific 
therapeutic  modalities  for  adolescents  with  mental 
health  pioblems  is  reviewed  below.  Tlie  review 
relies  heavily  on  a  1986  children's  mental  health 
report  by  OTA  (202),  updated  with  new  studies. 

Effectiveness  of  inpatient  Psychiatric  Services  and 
Residentiat  Treatment  Cenlers 

As  described  in  box  11-B,  inpatient  psychiatric 
facilities  are  in  many  ways  distinct  from  residential 
treatment  centers.  However,  there  is  often  much 
overlap  between  the  two  types  of  facilities,  and  they 
have  in  common  the  fact  that  they  offer  24-hour 
residential  care  for  adolescents,  In  addition,  they  are 
often  located  away  from  the  adolescent  patients' 
hon^  communities  (143).  Sometimes,  residential 
treatment  centers,  which  are  less  medically  inten- 
sive, are  located  on  the  same  campuses  as  inpatient 
psychiatric  hospitals,  and  serve  as  an  interim  step 
between  discharge  from  the  psychiatric  hospital  and 
release  to  less  restrictive  treatments  such  as  partial 
care,  outpatient  or  ambulatory  tre^ment,  or  to  home* 
Further,  the  literatiue  on  the  effectiveness  of  inpa- 
tient psychiatric  treatment  does  not  always  distin*- 
guish  between  hospital  care  and  residential  treat- 
ment center  care  (202).  In  this  section,  the  research 


on  the  effectiveness  of  inp^icmt  care  tefsn  gotiaally 
to  both  ho^ital  care  and  residential  treatment  center 
care.  Tbe  section  then  reviews  avaUable  studies 
relating  sp^ifically  to  residential  treatn^t  cater 
care. 

Inpatient  Psychiatric  Servkes—Cbntrovcrsy  ex- 
ists ovea:  the  use  of  inpatient  psychiatric  services  for 
^l^crats  with  mental  health  problons*  In  19S2, 
Knitzer  r^xmed  that  at  teast  40  percent  of  hc^pital 
plac^nrats  of  a(k>lescents  widi  moital  disonios 
were  insq^xropriate,  and  that  &ese  clirats  could  have 
been  more  effectively  treated  in  an  oulpatirat  siting 
<^  in  a  re^dential  care  setting  (115).  Recently, 
con(^ro5  have  arisen  with  regard  to  increases  in 
admissions  of  adolescents  to  jmvate  hospital  inpa- 
tient psychiatric  facilities  (229).  Jigging  t!w  appro- 
piateness  of  this  increase  in  admissions  is  difficult 
because  of  the  limited  re^arch  on  the  effectiveness 
of  inpatient  psychiatric  care. 

Some  researchers  suggest  that  hospital  and  resi- 
dential services  are  no  more  effective  for  the 
majority  of  adolescents  with  mental  health  problems 
than  are  outjmtient  services  (70).  However,  it  is 
difficult  to  sq>arate  effects  attributable  to  particular 
treatment  modalities  from  effects  attributable  to 
particular  settings  (202).  The  limited  research  on  the 
effectiveness  of  inpatient  j^ychiatric  settings  for 
adolescents  with  mental  health  problems  suggests  a 
critical  need  for  research  on  this  type  of  care 
(108,139,155a,202). 

In  its  1986  report  on  children's  mental  health, 
OTA  concluded  that  * 'questions  about  the  effective- 
ness of  mental  health  treatment  in  psychiatric 
hospitals  and  residential  treatment  centers  are  diffi- 
cult to  answer  because  of  the  lack  of  systematic 
research'*  (202).  OTA  noted  a  particular  lack  of  true 
experiments,  or  even  quasi-experimente,  in  this  area 
(49,201).  True  or  quasi-expmments  would  measure 
treatment  outcomes  of  patients  with  similar  diagno- 
ses and  severity  of  illness  placed  randomly  in  either 
inpatient  or  ambulatory  settings.^^  This  approach 
would  allow  researchers  to  begin  to  distingttish  the 
effects  of  the  treatment  ^ttings  from  those  of  the 
clients  and  other  factors.  Clearly,  however,  such 
experimental  research  is  '"complex,  difficult,  and 


^Interestiogty,  42  pocem  of  Hisjmnic  adolescent  ouq^ents  used  commercial  insuram^.  Twemy-<Mse  percem  osed  Medicaid.  13  peitceot  snade  a 
**persoiia!  paymeiit,*'  and  20  pocent  oAde  no  payment  (212). 

course,  such  trials  would  also  maittfain  sotne  control  over  (or  at  least  tnea^ire)  tbe  treatment  modalities  delivered  in  tl^  dififeient  settings. 
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e3q)en8ive"  (85);  fiirtheraiore,  it  is  regarded  by  some 
as  unethical  (202). 

At  the  time  of  OTA's  study,  the  n»st  con^hen- 
sive  review  of  die  outcome  literature  on  iiqiatient 
tieatn^nt  for  children  and  adolescoits  was  Blotcky 
et  al.'s  1984  review  (23a^02).  However,  this  review 
and  the  studies  included  in  it  were  seriously  flawed 
(202).  In  1990,  PfcijEfer  and  Stizelecki  attempted  to 
update  and  in^ve  iqwn  Blotcky's  review  by 
reviewing  new  studies  and  atten^ting  to  conduct  a 
quant^ative  meta-analysis  of  outcome  studies  con- 
ducted since  1975  (including  tiiose  reviewed  by 
Blotcky  using  a  narrative  review)  (155a).  UnfOTtu- 
nately,  Pfeiffer  and  Strzclecki  woe  not  able  to 
conduct  a  true  quantitative  meta-analysis  because 
only  2  of  the  34  studies  they  found  reported  the 
necessary  inforaiation  (155a).  In  addition,  only  4 
studies  WCTC  uncovered  that  examii»d  the  cff«;ts  of 
aspects  of  treatment  on  outcome.  Most  studies  were 
concerned  with  the  inq)act  of  various  patient  charac- 
teristics (e.g.,  age,  gender,  intelligence,  jattan  of 
synq>toms)  on  outcome  (155a).  The  aspects  of 
treatment  examined  in  the  studies  reviewed  by 
Pfei£fer  and  Strzelecki  were:  completion  of  the 
treatment  program;  plaimed  discharge;  a  cognitive- 
based  problem-solving  skills  training  package,  and 
then^eutic  aUiance  (155a). 

Using  a  relatively  unrefined  method  of  rating 
studies  for  their  effectiveness  (te.,  a  score  of +1, 0, 
or  -1,  depending  on  the  patients'  outcome,  adjusted 
for  various  factors  such  as  the  number  of  subjects  in 
the  stody),  Pfeiffer  and  Strzelecki  concluded  that  all 
4  treatment  studies  reviewed  found  a  positive 
relationship  between  inpatient  treatment  and  tfie 
patients'  outcome.  Nevertheless,  Pfeiffer  and 
Strzelecki  noted  serious  concq)tual  and  methodo- 
logical shortcomings  in  the  existing  literature,  in- 
cluding failure  to  delineate  the  critical  dimensions  of 
inpatient  treatment,  an  absence  of  consensus  on 
definitions  of  hnprovement,  a  limited  range  of 
predictor  variables,  and  failure  to  use  adequate 
research  designs  and  powerful  statistical  technique. 
Pfeiffer  and  Strzelecki  note  that  most  of  the  outcome 
studies  they  reviewed  "had  no  recognizable  re- 
search design  beyond  the  modest  reporting  of  one  or 
more  measures  taken  after  discharge"  (155a).  This 
was  the  same  situation  noted  by  OTA  in  1986. 

The  sole  clinical  trial  of  inpatient  psychiatric 
hospitalization  for  adolescents,  conducted  in 
O  Brooklyn  by  Winsberg  and  colleagues,  found  some- 
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what  better  outcomes  fw  aiolescents  treated  primar- 
ily in  out-of-hospital  settings  (232).  Behavioral  and 
educational  outwimes  were  c(Hnparable  far  botii 
groups.  On  subsequent  followup,  dioi^  one-half 
of  the  hospitalized  cohort  were  in  institutions,  and 
only  a  quarter  of  the  nonhospitalized  adolescents 
woe  in  institutions.  However,  thrae  results  are 
difficult  to  intapret  because  all  patients  in  the 
sample  were  initially  hospitalized  for  a  1-  to  3- week 
evaluation. 

Effectivencssof  Residential  Treatment  Centers^ 
The  American  Psychological  Association's  State- 
ment on  Residential  Tteatnwnt  indicates  that  diere  is 
a  lack  of  consensus  in  the  field  regarding  which 
types  of  adolescents  are  best  treatwl  in  residoitial 
treatment  centCTS  (7).  The  American  Psychological 
Association  reports  that  cunent  criteria  for  place- 
ment are  eiflJCT  too  in^>recisc  or  too  narrowly 
conceptualized  to  be  used  for  case-by-case  place- 
ment decisions.  Moreover,  it  states  that  no  single 
definition  of  a  residential  treatment  center  exists. 
TTjerefbre,  the  decision  to  place  an  adolescent  in  a 
particular  residential  treatment  center  program  can- 
not be  reduced  to  a  few  universally  acceptable 
criteria. 

The  research  on  residential  treatment  centers 
consi^  largely  of  uncontrolled  studies.  Two  resi- 
dential treatment  center  i»ograms  mwit  detailed 
description  because  they  rqwesent  the  only  pro- 
grams for  which  (published)  controlled  studies  were 
identified.  The  first,  called  Project  Re-Education 
(Re-Ed),  was  started  in  the  early  1960s  ^99).  The  aim 
of  Project  Re-Ed  was  to  develop  a  new  ^^ach  im 
working  with  emotionally  disturbed  children  based 
on  educational,  p^chological.  and  ecological  strate- 
gies. Tfcacher-counselcM^,  backed  up  by  consultant 
mental  health  specialists,  were  trained  to  work  witfi 
the  emotionally  disturbed  children  and  their  fami- 
lies. The  programs  wwe  located  in  the  communities, 
which  facilitated  therapeutic  work  with  the  family, 
and  the  children  went  home  every  weekend.  Camp- 
ing was  an  in^xntant  component  of  the  program, 
inspired  by  the  Outward  Bound  schools  in  England. 
The  average  length  of  stay  was  4  to  8  months,  and  the 
program  was  said  to  cost  about  half  that  of  tradi- 
tional residential  programs. 

Project  Re-Ed  has  spread  in  the  United  States.  In 
1981,  Project  Re-Ed  programs  were  located  in  nine 
States.  Although  designed  initially  for  children  6  to 
12  years  of  age.  Project  Re-Ed  has  been  applied  to 
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older  adolescents,  ^arenlly  successfully  (99).  For 
example,  in  a  study  of  Project  Re-Ed  by  Weinstein, 
comparison  groups  included  122  emotionally  dis- 
tmted  adolescent  males  participating  in  Project 
Re-Ed,  128  untreated  disturijed  adolescents,  and  128 
nondisturbed  adolescents  (223).  TTie  groups  were 
equivalent  in  age,  intelligence,  and  socioeconomic 
status.  At  discharge,  the  Re-Ed  staff  rated  94  percent 
of  the  adolescents  participating  in  Project  Re-Ed  as 
moderately  or  greatly  improved;  18  months  after  the 
clients  had  returned  home  from  Project  Re-Ed,  their 
families  reported  significant  improvement  com- 
pared with  adjustment  before  entering  the  program. 
The  Project  Re-Ed  adolescents  improved  in  self- 
esteem,  control  of  impulsiveness,  and  internal  con- 
trol. 

The  only  other  controlled  study  of  residential 
treatment  center  use  was  conducted  by  Rubenstein 
and  coUeagues  in  Ontario,  Canada  (164),  In  this 
study,  a  group  of  adolescents  in  a  Parent  Therapist 
Program  with  specially  trained  foster  parents  was 
compared  with  a  similar  group  treated  in  a  residen- 
tial treatment  center.  Both  client  groups  shared 
comparable  backgrounds  and  made  similar  progress 
in  their  respective  treatment  programs. 

Aside  from  concerns  about  the  lack  of  evidence 
for  effectiveness  of  residential  care,  there  are  con- 
cerns about  the  cost  of  such  care  (70),  the  potential 
for  instinitional  dependence,  trauma  associated  with 
the  separation  from  the  famUy,  difficulty  re-entering 
the  family  (or  even  abandonment  by  the  family),  and 
the  learning  of  antisocial  or  bizarre  behavior  from 
intensive  exposure  to  other  disturbed  children  (14). 
Some  have  observed  that  adolescents  in  inpatient 
psychiatric  and  residential  facilities  may  be  subject 
to  harsh  treatments  (e.g.,  prolonged  isolation)  (229). 
No  specific  standards  prohibit  such  treatments.** 
Research  is  essential  to  determine  when  and  for 
whom  the  potential  benefits  of  inpatient  care  and 


care  in  residential  treatment  centers  outweigh  poten- 
tial risks. 

Effectivene^  of  Day  Treatment^^ 

Research  on  day  treatment  for  adolescents  as  an 
alternative  to  inpatient  psychiatric  treatment  or  as 
followup  to  inpatient  or  residential  treatment  center 
care  suffers  from  many  of  the  same  limitations  as 
research  on  inpatient  care. 

Most  day  treatment  programs  are  like  schools 
with  treatment  worked  into  the  curriculum  (187). 
The  City  Lights  program  in  Washington,  DC,  for 
example,  enrolls  adolescents  who  have  been  "writ- 
ten off  by  the  schools  as  unteachable,  by  the  juvenile 
jusUce  system  as  intractable,  and  by  the  mental 
health  system  as  untreatable"  (195).  During  the  day, 
the  environment  is  structured,  but  the  patient  is* 
allowed  to  return  home  at  night.  This  type  of  care 
fosters  continuing  involvement  with  family  and 
peers.  The  City  Ughts  program  uses  self-paced, 
computer-assisted  education  in  the  context  of  a 
therapeutic  milieu.  A  long-term  evaluation  is 
planned,  but  initial  results  suggest  that  it  is  possible 
to  keep  this  population  of  juveniles  in  school,  to 
increase  their  reading  and  math  skiUs  by  1.5  grade 
levels  a  year,  and  to  rchim  only  10  percent  to 
hospitals  or  jails  (195).  Unfortunately,  however,  the 
smdy  on  which  these  promising  results  are  based 
suffers  from  the  lack  of  a  comparison  group. 

A  Florida  day  treatment  program  for  emotionally 
disturbed  adolescents  en^hasizes  the  development 
of  social  skills  to  deal  with  peer  conflict  (e.g.,  "fair 
fighting"  is  taught)  and  disruptive  behavior  in  ways 
that  iMomote  problem-solving  (70).  Initial  results, 
which  addressed  the  issue  of  placements  at  a  1-year 
followup,  cited  reductions  in  placements  to  foster 
care,  shelter  care,  psychiatric  units,  and  settings  for 
delinquents  (70). 

Reviews  of  the  literature  have  pointed  to  positive 
gains  from  adolescent  use  of  day  treatment  in  three 


«^le  Iherc  are  no  restriction  on  the  use  of  treatmcnis  that  may  be  rcgaided  by  some  as  hanh.  (be  National  Associatkm  of  Pri™*,.  P^hi^. 
fi^osp^^.amcn4en^po,ganimianof3fl^ 

restrami,  ami  behavior  modificatioD  thai  en^Ioys  no«oas  stimuhtion  or  deprivation  of  nonrishmS'^MZ^  Focedur«.  lncl«lii«  sedurio^,^ 

or,^^^^  "^^Z  day  o^ent^bosphalizatloD  is  "partial  care'  •  (e*..  159).  As  defined  by  NIMH  for  its  inventory  of  mental  health 
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areas:  1)  academic  and  behavioral  improvement,  2) 
reduction  or  delay  of  hospital  and  residential  place- 
iranls,  and  3)  a  return  to  less  restrictive  school 
placements  for  a!x)ut  75  percent  of  adolescents 
receiving  treatment  (13 J3).  However,  as  noted 
above,  there  have  been  no  methodologically  rigor- 
ous studies  of  this  type  of  intervention. 

Day  treatment  programs  are  not  being  used  as 
fir^i^nily  as  they  might  be  because  private  third- 
party  payers  seem  reluctant  to  support  this  type  of 
treatment  (1 14).  Critics  claim  that  day  treatment  is 
an  ambiguous  modality;  that  it  creates  demand  for 
services;  and  that  length  of  stay,  treatment  out- 
comes,  and  costs  are  unpredictable  (1 14).  Research 
to  address  the  validity  of  these  concerns  is  needed. 

Effectiveness  of  Therapeutic  Modalities 

Hie  research  on  the  effectiveness  of  mental  health 
treatments  for  children  and  adolescents  was  thor- 
oughly reviewed  in  OTA*s  1986  report  on  children's 
mental  health  (202).  to  general,  the  studies  accumu- 
lated considerable  evidence  suggesting  effective- 
ness for  a  wide  range  of  treatment  modalities  for 
children  and  adolescents.  Most  studies  reviewed  by 
OTA,  however,  were  plagued  by  methodological 
problems. 

More  recently,  a  1987  review  of  psychotherapy 
outcomes  for  children  and  adolescents  through  age 
18  found  that,  although  the  overall  effect  of  treat- 
ment was  positive,  therapy  was  less  effective  with 
adolescents  than  children.  Professional  training 
seemed  to  be  more  critical  for  older  clients  than  for 
children  (228), 

A  subsequent  study  raised  a  question  about 
whether  the  implenoentation  of  psychotherapy  for 
children  and  adolescents  in  clinic  settings  is  optimal 
(227).  The  study  compared  outcomes  for  children 
and  adolescents  from  nine  clinics  who  completed  a 
course  of  therapy  and  for  those  who  dropped  out 
after  an  intake  evaluation.  The  groups  were  compa- 
rable at  intake  on  demographics,  family,  and  clinical 
mea»ures.  Folio wup  evaluations  at  6  and  12  months 
after  termination  of  therapy  showed  no  significant 
effects  of  therapy  for  6-  to  H-yearolds  and  13-  to 
17-year-olds. 

Research  on  the  effectiveness  of  psychopharma- 
cological  agents  has  also  been  reviewed  extensively 
(202),  According  to  Ryan  and  Puig-Antich,  the 
psychiatric  disorders  that  are  responsive  to  psy- 
^'"tropic  medications  are  similar  for  adolescents 
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and  adults,  including  schizophrenia,  bipolar  and 
unipolar  depressive  disorder,  ^satic  attacks,  and 
generalized  anxiety  disorder  (16S).  Despite  Ryan 
and  Pmg-Antich*$  assurances  that  adults  and  adoles- 
cents have  similar  responses  to  psychotropic  medi- 
cations, the  authors  are  care^  to  identify  a  number 
of  caveats  because  of  the  very  limits  research 
literature  specific  to  adolescents  (165)-  For  exan^le, 
they  note  that  only  two  studies,  with  small  numbers 
of  subjects,  have  addressed  the  effectiveness  of 
tricyclic  antidepressants  for  adolescents;  th^  are 
no  controlled  smdies  on  the  use  of  lithium  for 
adolescents;  and  for  anxiety  disordei^,  controlled 
studies  have  been  done  only  on  separation  anxiety 
disorders.  In  contrast,  the  evidence  for  effective  use 
of  stimulants  for  attention  deficit  disorder  and 
hyperactivity  which  continues  into  adolescence  is 
stronger;  the  evidence  for  the  use  of  neuroleptics  for 
adolescents  with  schizophrenia  is  also  stronger,  but 
special  anention  to  the  side  effect  of  tardive  dyskine- 
sia is  urged  as  it  may  occur  within  3  months  of 
neuroleptic  treatment  (165X 

Two  of  the  most  promising  new  drugs  for  mental 
health  problems  arc  fluoxetine  (trade  name 
Prozac®)  and  clozapine  (trade  name  Clozaril®).  As 
noted  above,  there  have  been  no  smdies  of  the 
effectiveness  of  fluoxetine  for  depression  in  adoles- 
cents (193a).  Studies  are  underway,  however,  on  the 
effectiveness  of  fluoxetine  for  obsessive-compul- 
sive disorders,  bulimia,  and  smoking  in  adolescents 
(193a).  Clozapine  is  a  new  drug  for  schizophrenia 
that  is  helping  many  patients  who  were  previously 
considered  untreatable;  however,  its  availability  is 
raising  cost  and  access  issues  (114a), 

A  1989  Institute  of  Medicine  review  of  child  and 
adolescent  mental  health  research  needs  questioned 
the  assumption  that  the  psychiatric  disorders  that  are 
responsive  to  psychotropic  medications  are  similar 
for  adolescents  and  adults  (139)-  The  Listitute  of 
Medicine  noted  that  animal  studies  of  neurotrans- 
mitters revealed  markedly  different  sequences  of 
formation,  differentiation,  and  synaptogenesis  (for- 
mation of  nerve  intercormections)  of  neuronal  path- 
ways related  to  psychiatric  areas  of  interest  The 
differential  development  of  these  neuronal  systems 
were  conjectured  to  correspond  with  age-related 
onset  of  certain  psychiatric  symptoms  in  humans. 
Medications  were  found  to  have  different  effects  on 
these  neuronal  pathways;  for  example,  stimulants 
increase  motor  activity  in  adults  and  decrease  it  in 
immature  animals,  and  dopamine  D-2  receptor- 
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blocking  antipsychotic  drugs  exhibit  striking  differ* 
ences  in  effect  on  behaviors  of  prepube^  and 
pos^ubertal  animals.  The  Institute  of  Medicine 
concluded  that  psychof^mnacological  interven* 
tions  have  not  been  adequately  stiniied  for  short- 
tCTn  and  long-term  side  effects  and  for  both 
effectiveness  and  appropriateness  to  specific  age 
groups. 

As  did  OTA  in  1986  (202),  the  Institute  of 
Medicine  in  1987  (139),  an  NIMH  National  Advi- 
sory Mental  Health  Council  (213)  concluded  that 
more  research  on  the  effectiveness  of  a  wide  range 
of  therapeutic  modalities  for  children  and  adoles- 
cents is  critical. 

Access  to  Mental  Healtti  Treatment  Senrtces 

Access  to  mental  health  treatment  services  refers 
to  the  ability  to  get  treatment,  when  needed,  at  an 
appropriate  level,  in  a  facility  which  is  competent  to 
provide  the  services  at  an  afford^le  cost  (either 
financial  or  psychological).  For  adolescents  to  have 
access  to  mental  health  treatment  services  three 
requirements  must  be  met: 

1)  Mental  health  treatment  services  must  be 
available^  meaning  that  iqTpropriate  refemds 
are  made  (frcmi  either  the  public  or  the  {Hivate 
sector)  and  competent  clinicians  and  organiza- 
tions exist  to  assess  and  provide  mental  health 
services  in  the  community; 

2)  Mental  health  treatment  services  must  be 
affordable,  either  through  insmwice,  personal 
resources,  or  other  reasonable  means;  and 

3)  Mental  health  treatment  services  must  be 
approachable^  meaning  that  policy  and  pro- 
gram barriers  (e.g.,  eligibility  requirements) 
and  sociocultural  issues  (e.g.,  fears  due  to 
stignnta  or  a  lack  of  confidence  in  treatment)  do 
not  hinder  use. 

The  availability,  affordability,  and  ^>proachabil- 
ity  of  mental  health  treatment  services  for  adoles- 
cents are  discussed  below.  It  is  important  to  note  that 
adolescents  (and  children)  with  mental  health  prob- 


lems face  special  access  issues  related  to  their 
dependent  status*  Pai^tal  consent  is  necessary  to 
obtain  treatment  in  most  he^seeking  situationst 
and  parental  involvment  is  usually  required  to 
obtain  health  insurance  (x>vattge.^ 

Availability  of  Senrices 

Limited  availability  of  mental  health  treatnttnt 
services  contributes  to  the  access  problem*  Aldiough 
an  effective  mental  health  treatnwit  system  should 
be  able  to  meet  the  mratal  health  needs  of  those  who 
require  treatment,  serious  cwicems  have  bera  raised 
about  the  lack  of  mental  health  services  for  {doles- 
cents. 

One  way  to  look  at  the  issue  of  availability  is  to 
comjwe  estimates  of  the  need  for  mental  health 
treatment  services  with  actual  use,  since  a  gap 
between  use  and  need  would  strongly  suggest  tiliat 
adequate  services  are  not  available.  No  national 
studies  have  e^iamined  the  relationslu|}  between  the 
need  for  mental  health  treatment  service  based  on 
state-of-the-art  psychiatric  epidemiological  imas- 
ures  and  the  use  of  smices  for  the  adolescent 
population.^^  Thus,  the  only  method  available  to 
identify  the  gap  between  ne«i  and  use  involves 
applying  available  prevalence  estimates  to  available 
mental  health  service  utilization  data.  These  sets  of 
data  are,  as  noted,  extremely  limited  and  they  do  not 
address  issues  of  intensiQ^,  duration,  quality,  or 
effectiveness  of  services.  However,  if,  as  estimated 
above,  between  5.6  million  (18  percent)  and  6*8 
million  (22  i^rcent)  of  U.S.  adolescents  are  in  need 
of  mental  health  services,  yet  only  12  million  (6 
percent)  receive  such  services,  dien  between  two- 
thirds  and  three-quarters  of  adolescents  do  not 
receive  needed  SCTvices. 

Any  number  of  reasons  can  account  for  this  level 
of  failure  in  providing  mental  health  services  by  the 
mental  health  treatment  system.  In  some  areas,  the 
problem  is  that  mental  health  treatment  services  are 
not  available  (134,204a).  Even  nationally,  there  are 
fewer  mental  health  jH-ofessionals  specially  trained 


^Stt  ch.  16.  "Financial  Access  lo  Health  Smice^:'  in  Vol.  Ill*  for  a  discussion  of  hcallh  insurance  covers  of  menial  tieallb  treatment  and  ch.  17, 
**Conscn!  and  Confidcoliality  in  Adolescent  Health  Care  Decisionmaking/ '  in  Vol.  XO,  for  a  discussion  of  parental  consent  roquirwncnts, 

*^Tlic  1988  National  Health  Interview  Survey  (NHIS)  cited  earlier  in  this  chapter  asked  parents  about  the  exislcaice  of  an  emotional  behavioral 
probtem  in  their  adotesccnts.  The  dcvelopmait  of  a  valid  diagnostic  inicivicw  ^plicablc  to  children  and  adolescents  has  proven  to  be  voy  difflcitit 
(139,202)  NIMH  currently  has  in  the  field  pilot  studies  of  a  diagnostic  interview  schedule  for  use  in  climating  the  lifdline  ami  point  prcvalcaoe  of 
O    agnosable  rocatal  disorders,      utilization  of  mental  health  scrvicGS,  of  children  ami  adolescents  in  the  United  States. 
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to  deliver  care  to  adolescents  than  are  believed  to  be 
needed. 

The  question  of  what  constitutes  an  adequate 
number  of  mental  health  professimials  for  adoles- 
cents is  difiScult  to  answer.  Such  an  estimate  is  made 
dif!kult  by  the  fact  that  both  the  total  number  of  such 
specially  trained  mental  health  professicmals  in  the 
United  States  and  standards  for  provider-to- 
population  ratios  are  generally  not  available.  The 
Andean  Academy  of  Child  and  Adolescent  Psy- 
chiatry iq)proximates  that  5,000  psychiatrists  spe- 
cially trained  to  treat  children  and/or  adolescents  are 
currently  available  (see  204).  Approximately  1,400 
psychologists  have  declared  an  interest  in  woiking 
with  adolescents,**  and  5, 150  licensed  clinical  social 
workers  appear  to  have  a  primary  interest  in  treating 
adolescents  (25a),  but  these  data  are  rough  estimates. 

In  1981,  the  Graduate  Medical  Education  Na- 
tional Advisory  Committee  (GMENAQ  recom- 
mended to  the  Secretary  of  Health  and  Human 
Seivices  that  8,000  to  10.000  child  psychiatrists  (not 
including  other  mental  health  professionals)  be 
avaUable  by  1990  (see  204).  A  GMENAC  panel 
estimated,  however,  that  psychiatrists  would  be 
needed  to  treat  appro>dmately  25  percent  of  the 
mental  health  n^s  of  children  and  adolescents, 
with  the  other  ne«ls  being  treated  by  primary  care 
physicians,  pediatricians,  and  other  mental  health 
inofessionals.  Since  then,  the  advisability  of  primary 
care  physicians'  treating  mental  disorders  has  been 
questioned  (see  204").  Thus,  OTA  concludes  that 
GMENAC's  recommended  total  number  of  child 
and  adolescent  mental  health  professionals  (includ- 
ing, but  not  limited  to,  psychiatrists)  could  be 
ino-eased  to  between  32,000  and  40,000  in  1990. 
This  estimate  remains  somewhat  conservative  in 
that  an  oversight  panel  of  GMENAC  reduced  their 
original  recommended  projection  of  child  psychia- 
trists from  25,000  to  between  8.000  and  10.000  in 
part  because  of  "a  lack  of  capacity  to  train  an 
adequate  number  of  professionals  to  treat  the  large 
unmet  need  by  1990''  (see  204). 


These  estimates  of  the  need  for  mental  health 
professionals  do  not  differratiate  betweoi  the  needs 
of  children  and  adolescents.  One  indication  of 
differential  need  is  the  variation  in  prevalence  of 
mental  health  problems.  Using  cunent  diagnostic 
criteria  for  the  prevalence  of  mental  healdi  pn>b> 
lems,  it  qTpears  that  adolescents  are  somewhat  more 
likely  to  require  mental  health  smices  than  are 
younger  children  (e.g.,  5135). 

In  situations  where  mental  health  services  do 
exist,  barriers  to  gaining  access  (e.g.,  lack  of 
insurance  to  pay  for  care,  stigma,  lack  of  belief  in  the 
value  of  treatn^t)  may  result  in  low  rates  of  use. 
Limi^  coordination  of  services  between  the  large 
public  and  {nivate  sector  agencies  where  adolescents 
receive  other  services  (schools,  juvenile  justice, 
hedth,  social  sovices)  may  also  discourage  use  of 
mental  health  services  but  some  evidence  suggests 
that  if  services  were  known  to  be  available,  they 
would  be  used  more  often.** 

Affordability  of  Services 

The  impact  of  financial  barriers  is  difficult  to 
examine  without  information  about  persons  who  do 
not  use  care  because  they  lack  adequate  financial 
resources  or  insurance  coverage.  It  seems  probable, 
however,  that  limited  insurmice  coverage  may  pre- 
vent many  adolescents  and  their  families  ftom 
seeking  mental  he?»^Ui  care.  A  substantial  proportion 
of  adolescents  (15  percent  of  10-  to  18-year-olds  in 
1987)  have  no  health  insurance  coverage,  and  the 
rales  of  no  coverage  are  higher  for  Hi^anics  and 
blacks  than  they  are  for  non-Hispanic  whites  (203).*' 
Insured  Hispanics  and  blacks  are  more  likely  than 
whites  to  be  covered  by  Medicaid,  which  varies 
considerably  by  Stale  in  its  mental  health  benefits.  In 
comparison  with  physical  illness  coverage  under 
most  insuranc*  policies,  n^ntal  health  coverage  has 
more  limitations  (e.g.,  higher  copayments,  annual 
and  lifetime  benefit  limitations,  and  greater  deduct- 
ibles). Thus,  for  many  adolescents  and  their  families, 
cost  is  likely  to  be  a  major  issue  in  access  to  mental 
health  services.** 


«Sec  ch.  15.  -M^r  Issues  Pmaining  to  the  Delivcfy  of  Primaiy  and  Comprehoasive  Health  Saviccs  u>  AdolesceuB/*  in  Vol.  HI. 

"Also  sack  15.  -Majw  Issacs  Benaioing  loihc  Ddivay  of  Primafy  and  Comprehensive  Health  Services  to  Adolescait^-  in  Vol.  01.  which  reports 
evidence  thai  prinuuy  carephystclims  believe  themselves  to  be  not  adequately  trained  lo  meet  the  psychosocial  needs  of  adolesccnis.  uid  that  obi^e 
studies  have  found  that  primaiy  care  physiciam  have  difficulty  recognizing  m^  w^jc^tivc 

•^ee  cb.  15.  "Major  Issues  rtnaioing  to  the  Delivny  of  Prtmaiy  and  CoroprehiaBive  Health  Services  to  Adolesceois."  in  Vol.  ID. 

»^or  a  discussion  of  adolesccnis'  hcahh  insurance  coverage,  see  ch.  16.  "RnRncial  Access  to  Health  Senices."  in  Vo\.  m. 

"For  a  fuller  discussion  of  issues  surroundiiu  insurance  and  financtat  access  to  health  ( 
Vol,  in. 
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Approachabiiity  of  Seivices 

The  approachabiiity  of  the  mental  health  treat- 
ment system  is  a  much  more  complex  issue  to  assess. 
A  recent  piofessional  experience  related  to  access  to 
mental  health  services  in  a  crisis  situation  involving 
a  suicidal  adolescent  is  describwl  in  box  1 1  -C.  In  this 
case,  getting  access  to  appropriate  services  at  a  time 
of  critical  need  required  ahnost  24  hours.  Fortu- 
nately, a  hot  line  provided  some  assurance  that  help 
could  be  obtained,  but  professional  mental  health 
resources  were  eithw  unavailable,  delayed,  or  te- 
lieved  by  some  mental  health  professionals  not 
likely  to  be  constructive  (the  State  hospital).  At  a 
minimum,  three  general  hospitals  with  psychiatric 
units  contacted  for  help  could  have  offered  to 
arrange  a  referral  to  a  private  psychiatric  hospital, 
but  they  did  not.  This  kind  of  system  insensitivity  is 
not  unusual.  When  even  mental  health  professionals 
cannot  get  the  system  to  work,  it  is  not  surprising 
that  families  and  adolescents,  especially  those  with- 
out resources,  become  extremely  fhistrated.  Little  is 
known  about  how  adolescents  view  the  mental 
health  services  system. 

The  notion  that  adolescents  in  many  respects 
require  a  different  approach  to  the  delivery  of  health 
services  in  general  is  coming  to  be  accepted, 
although  a  full  conceptualization  of  this  approach  is 
yet  to  be  developed  and  applied.*' 

Shifting  to  the  issue  of  access  to  mental  health 
services  for  minority  adolescents,  a  series  of  serious 
consequences  associated  with  minority  status  and 
serious  emotional  disturbance  were  reviewed  by 
Cross  and  his  colleagues  (53): 

•  There  is  a  tendency  to  place  black  adolescents 
in  the  juvenile  justice  system  instead  of  the 
treatment  setting:*  likely  to  be  obtained  by  their 
white  counterparts  (46,95). 

•  A  Native  American  child  is  more  likely  than  a 
white  child  to  go  without  treatment  or  to  be 
removed  geographically  from  the  family  and 
tribe  (20,175.204). 

•  A  Spanish-speaking  Hispanic  child  probably 
will  be  assessed  in  a  language  that  is  not  his  or 
her  own  (152). 


Box  n-C~^n  Adolescent  Mental  Health 
Crisis  SUttOlkfn  Inscribed    a  Mental 
HeM  Preifesshnal^ 

One  Sniid^r  evc«iiiig  about  7  pjn..  I  reedvsd  a 
call  fiom  parents  of  an  18-year«bl  malB  saying  that 
their  SOD  was  »iicidal  (be  later  admitted  to  taking  an 

ovenlose  of  paio  pSIs  sboitly  b^ore  the  caB}.  I 
agreed  to  find  a  soufce  of  he^  and  caUed  the  locBl 
geaenlbosi^wllbapsyc&ia&yiiiiit.'nieliospfaal 

staff  said  ttey  coold  not  biOK&e  anyone  wto  was 
suicidal  b«  that  the  adoteccatt  could  be  seat  to  die 
Stale  hospital  (not  an  sqppn^priale  option  for  a  first 
qjisode  where  the  envfaonmeia  would  be  threaten- 
ing and  only  {BOtection  torn  fasdax  sdf -inflicted 
iqjtny  might  occur).  As  tl»  family  had  insuBBpe, 
calls  were  made  to  two  teaching  taxspitals  an  hoar 
away  fiom  their  bone.  Neitiier  bad  a  psychiatric 
\ted  avidlidtte,  and  both  wmld  have  n^dred  a 
3-hour  wait  in  an  emergency  room  before  a 
psychiatrist  could  be  seen.  AH  ftattiiey  could  offer, 

aftcf  a  psydiiatite  evatnatioa,  was  refeoal  to  the 
StMe  ho5{rital. 

The  only  help  received  that  night  was  an 
encouraging  conversation  b«ween  the  adoteiscmt 
patient  and  a  voliailcer  on  a  suicide  hot  line.  There 
was  IK)  of  oisis  inteivmtion  finnn  any  <tf  the 
cmeigoKy  rorans  {odm  Aan  *at  a  i^ycfaiatrist 
could  be  called  to  m  evahutiofO  or  any  possiMlity 
of  a  bOHK-basod  team  diat  could  come  in  and  work 
with  the  family  and  adolescent.  Late  dw  next  day, 
an  admission  to  a  private  psychiatric  hosphal  was 
arranged  fos  the  adolescent 


>IUt  iKidest  WM  fetatett  B  J.  Bnms,  one  of  mten 
of  the  backgTOBMl  paper  on  wbld»  ihis  scctko  of  the  dapter  h 
bawd 

SOURCE:  B J.  Buna.  CA.  Ttaibe,  md  JJB.  "Ite*e.  "MentiJ 
He«^  Scavkes  for  Adoleaccnts,'*  cmaaa  p^per 
pepued  for  the  Ofi&«  of  Thclaiology  AssessoMot, 
U.S.  Opagfest,  VaOOogtaa.  DC,  1990. 


♦  An  Asian  child  with  a  mental  health  problem  is 
not  likely  to  come  to  the  attention  of  the  mental 
health  system  (53). 

The  preceding  observations  imply  that  different 
approaches  to  designing  or  altering  the  mental  health 
treatment  system  may  be  needed  to  inaease  access 
for  each  minority  group.''^ 


isn,cs  arc  d»c«..,^d  n,orc  funy  in  c^..^  "Mapr  hsu.s  Perta.rut,g  to  the  Delivery  of  Pmnary  and  Cotnprchcr^ivc  Health  Services  to 

'^"^T'lt  "hZ        Delivery  of  Serv.ces  to  Selected  Gn,ups  of  A^lescer,ts."  in  Vol  ID.  discusses  aeccs  issue  relating  to  racial  and  eUmic 
Q    ninoriiy  adolcsc^^nts  in  gfcaicr  d«ail. 
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Mental  Health  Treatment  Costs 

Estimating  the  costs  of  treatment  for  a  specific 
illness  within  a  particular  age  group  is  difticult.  A 
1989  Institute  of  Medicine  study  noted  that  the 
difficulty  in  quantifying  costs  arises  from  the  failure 
to  collect  lelevant  age-specific  data  necessary  to 
calculate  such  costs  (139).  The  usual  technique  is  to 
apply  the  percent  of  total  admissions  that  are 
accounted  for  by  adolescents  to  total  expenditures* 
within  major  setting  types.  This  method  does  not 
distinguish  between  unique  costs  associated  with 
treating  adolescents  and  ihe  costs  of  treatment  for 
the  average  patient.  It  also  assumes  that  the  percent 
of  admissions  is  a  reasonable  measure  of  caseload, 
which  is  probably  more  true  for  short  stay  facilities 
than  longer  stay  facilities.  Further,  according  to  the 
Institute  of  Medicine,  the  dearth  of  services  for 
adolescent  mental  health  problems  artificially  de- 
flates potential  costs  (139), 

Using  the  best  evidence  and  method  available, 
OTA  estimates  that  the  total  cost  of  mental  health 
treatment  for  U.S.  adolescents  in  1986  was  about 
$3,5  billion  (see  table  1 1-6).  Forty-six  percent  of  the 
total  was  spent  for  hospital  inpatient  care;  28  percent 
for  residential  treatment  center  care;  and  26  percent 
for  ambulatory  (outpatient)  care.  Comparing  adoles- 
cent expenditures  with  expenditures  for  other  age 
groups  (192),  one  finds  the  following: 

•  Adolescent  caie  includes  a  major  expense 
category,  residential  treatment  centers,  which  is 
not  part  of  the  adult  costs.  The  cost  and  use  of 
residential  care  has  risen  dramatically  in  the 
past  decade.  An  estimated  $359.1  million  was 
spent  on  residential  treatment  centers  in  1977, 
increasing  to  $573  million  by  1983.  By  1986, 
expenditures  for  residential  treatment  center 
care  rose  to  $978  million  a  year,  29  percent  of 
the  total  costs  of  adolescent  care  (192). 

•  Adolescent  costs  account  for  13  percent  of  the 
total  specialty  psychiatric  costs  for  all  ages  in 
1986,  7  percent  of  the  hoi^ital  costs,  and  18 
percent  of  the  outpatient  costs, 

•  Inpatient  hospital  expenditures  for  adolescents 
are  a  much  smaller  proportion  of  total  costs  (46 
percent)  than  for  all  ages  (78  percent)7^  How- 
ever, when  residential  treatment  center  costs 


Table  11-6— Rough  Estimate  of  Direct  Expenditures 
for  Mental  Health  Services  tor  U.S.  Adolescents 
Ages  101018,1986* 


Estimated  e)9>endHures 
In  millkms 


Hospital  iFipanent,  total   $1,592.1 

Psydilatrk:  ho^tal,  total   652.4 

State   304.9 

Private   547.5 

Qenertf  hospitals,  lotaf   739.7 

Specialty  psychiatric  uftits   192.2^ 

Medical  wHts   547.5<^ 

Residential  treatment  centers  for 

severely  emotlDnally  disturbed  ....  $  978.0^ 

Ambulatory  care,  total   $  883.3 

Organized  settings   489.3* 

Ottloe-based  practice   394.tf 

Alt  spectelty  mental  f^lth 

facilities,  total  M   $3,453.4 


^stimatttd  tti^WKlitufos  war*  oMairwd  by  app^ng  \fm  peioante^tf  of 
oc*nlssk>nt  of  hdividUats  ag«s  10  to  1 B  {Nattonat  lnsHtut«  of  Mental  Hoaith 
sampio  survoy)  to  the  foist  exp«fHlllyr«$  for  mental  fMHh  9«fvk«s 
estlmatod  In  C A  Taube,  Tund^j  and  Expandi(ura»  for  Mental  tl^s»: 
Persifitance  of  Trends."  1989  (192). 

^ia  fi^ra  lnc&^  a6  apaoialty  psj^chlatrtc  wn^t»  and  Inpatient  unit«  of 
what  f ha  Natfonaf  Institute  of  Manta}  Hvaith  dastlftas  as  ''nrultipi^rposa 
mental  haalth  organlraflons  " 

^hts  asaun>as  tha  s&ma  ^tolasoant  paroanta^a  as  ooomts  In  spaciatly 

units. 

aasuma$  loO  parcant  ol  a)(pandlturas  era  for  adolasoants  and 
raprasants  a  slight  ovarastimatlon  as  rasktonts  tass  than  10  years  okt, 
atthough  axpacted  Ip  be  a  smalf  number,  era  IndiKtod  in  this  f  tgura. 

figura  tndiidas  hospital  outpatlant  programs,  f raa-^anding  clinics, 
and  other  spaciafty  mental  health  outpatimt  programs, 
^ifi  assumas  tha  santa  adolasoant  paccentaga  as  in  organized  settings. 

SOURCE;  BJ.  Bums,  C.A.  TaiAa,  and  J.E.  Tauba,  l^antal  Haaith 
S^rvicas  for  Adolascanfs."  contract  papar  praporad  for  tha 
Office  of  Tachn^ogyAssessmanl  ti.S.  Congrass,  Washington, 
IX;.  1990 

are  added  to  hospital  costs,  the  percent  for 
institutional  costs  is  76  percent;  24  percent  of 
costs  are  for  services  in  the  community  (outpa- 
tient treatment,  partial  hospitalization). 

Coordination  Between  the  Mental  Health 
System  and  Other  Systems  of  Care 

Numerous  analyses  have  concluded  that  coordi- 
nation of  treatment  services  for  adolescents  with 
mental  health  problems  is  the  exception  rather  than 
the  rule  (115,127,202).  Instead  of  an  orderly  provi- 
sion of  appropriate  services  in  a  timely  maimer,  one 
typically  finds  fragmented  services  provided  across 
multiple  jurisdictions — e.g.,  mental  health  systems, 
social  services,  schools,  juvenile  justice*  and  sub- 


^^Hospital  e^pcndif urcs  for  psychiatric  care  are  also  about  equally  split  between  psychiatric  bospitais  and  general  hospitals;  however,  the  costs  for 
adolesccfilfi  in  private  psycbiatric  hospitals  represeocs  a  larger  share  ot  iKwpital  costs  ( 34  percf nO  than  to  all  9$cs  ( 1 2  per  cent )  The  c^r  of  bospstaiizfttioa 
ranges  from  $300  to  $500a  day  (187)  This  is  the  most  expensive  treatment  setting  available  lo  an  adolescent  pabent  with  mental  illness.  lo  198S,  the 
pef  episode  coM  of  private  ps>xhmtrtc  hospitah/iition  (or  adolescents  was  greater  than  $16,000  per  adolescent  <  140). 
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stance  abuse  programs.  Where  linkages  between  the 
mental  health  and  other  savice  systems  exist,  they 
are  generUly  the  result  of  governmental  mandate 
ami  encouragement,  innovative  demonstration  ptoy 
ectSt  or  the  personal  efforts  of  individual  |sx>videi^* 
For  an  adolescent  with  mental  health  problems^  the 
only  way  to  get  comprehensive — but  not  necessarily 
coordinated  -treatment  may  be  through  plication 
to  numerous  agencies,  each  with  its  own  eligibility 
criteria,  legal  scope  of  authority,  diagnostic  and 
treatment  perspectives,  independent  resources  and 
benefit  structure,  and  administrative  requirements. 

Frustration  for  adolescents  with  mental  health 
problems,  for  their  families,  and  for  s»vicc  provid- 
ers is  a  common  result  of  system  fiagmentation. 
Because  of  the  difficulty  in  locating  and  qualtfying 
for  various  services,  potential  beneficiaries  may 
abandon  the  effort  and  forgo  needed  neatment. 
Plarents  may  be  required  to  relinquish  custody  of 
their  children  (143)*  Interagency  di^erences  and 
confidentiality  requirements  may  hamper  profes- 
sionals who  attempt  to  create  cooperative  arrange- 
ments to  facilitate  service  delivery  or  followup  on 
clients  in  other  agencies. 

lb  highlight  these  problems,  brief  reviews  of  the 
general  health  care  system,  the  juvenile  justice 
system,  the  child  welfare  system,  and  the  public 
school  system,  and  their  interactions  with  the  mental 
health  system,  are  presented  below. 

The  General  Health  Care  System 

Adolescents  enter  the  general  health  care  system — 
hospitals,  emergency  rooms,  clinics,  private  physi- 
cian offices — for  a  variety  of  reasons  (checkups, 
illness,  accident,  disability,  substance  abuse,  jweg- 
nancy).  But  whatever  the  reason,  adolescents  who 
enter  the  general  health  care  system  may  also  have 
mental  health  problems  that  nrntit  treatment  (145). 
Some  adolescents  or  their  families  may  seek  out  a 
general  health  care  provider  specifically  because  of 
a  mental  health  problem. 

Unfortunately,  the  mental  health  needs  of  adoles- 
cents entering  the  general  health  system  are  fre- 
quently not  recognized  by  the  attending  physician, 
nurse,  or  other  provider  (38).^  Even  if  their  mental 


health  needs  are  recognized,  such  adolescents  may 
not  be  iq)propdately  referred.  Health  care  profes- 
sionals ^eqwntly  lack  state-of-the-art  information 
about  diagnosis  and  treatn^nt  of  mental  health 
problems  and  may  be  unfamiliar  with  referral 
resounds  (38). 

lb  overcome  this  problem,  some  I^th  craters 
have  employed  specially  trained  and  funded,  mul- 
tidisciplinary  teams,  although  these  teams  remain 
rare  examples  in  the  goi^  health  care  field.  These 
teams  have  been  able  to  detect  mental  disorders 
more  effectively  than  traditional  health  care  models 
(56).^  Community  health  centers  with  a  mental 
health  con^noit  have  dononstrated  the  value  of  an 
interdisciplinary  team  iq^noach  where  a  full  range  of 
services  are  available  within  a  single  agc^icy  (37).  A 
Federal  effort  to  coordinate  care  between  conraiu- 
nity  health  centers  and  community  mental  health 
centers  was  never  fully  inq)lemented  because  of  a 
shift  in  poUcy  priorities  in  1980  (82^02). 

The  Juvenile  Justice  System^^ 

For  some  adolescents  with  mental  health  prob* 
lems,  the  police  or  courts  may  be  their  first  encounter 
with  a  public  agency.  Police  may  be  called  upon  to 
intervene  in  an  aggressive  act  or  violsoion  of  the  law 
by  a  minor  with  a  mental  health  problem;  and  die 
court  may  order  a  mental  health  assessment  when 
appropriate.  Mental  health  screening  of  adolescents 
involved  with  the  juvenile  justice  system  is  not  a 
universal  practice,  but  for  those  adolescents  who  are 
screed  and  found  to  have  significant  problems,  a 
''brush  with  the  law"  may  be  the  opening  wedge  to 
needed  treatment.  The  courts  may  not  only  call  upon 
the  expertise  of  mental  health  professionals  for 
diagnosis  and  evaluation,  but  also  may  order  com- 
mitment of  adolescents  for  mental  health  treatment 
The  1989  survey  by  the  National  Mental  Health 
Association  (NMHA)  found  that  17  percent  of 
placements  of  children  and  adolescents  to  out-of- 
State  mental  health  residential  treatment  were  or- 
dered by  State  juvenile  justice  systems  (143). 

The  provision  of  mental  health  services  through 
the  juvenile  justice  system  has  not  been  systemati- 
cally studied,  but  it  is  thought  to  be  limited  once 


^Scc  ch.  15,  "Mojor  Issues  PcxUiniag  lo  Ibe  Delivery  of  Primaiy  and  Ctanprehcasivc  Health  Services  to  Adolescents/*  in  Vol  m. 

^Unfortunately,  specialty  funded  adolescent  health  care  teams  in  this  study  wac  no  more  effective  than  noniuiKled  clinics  in  reducipg  mcfUat  health 
problems  amo^g  adolescent  clients  <56). 

'^^ForaroorccJKtcmivcdJScussionofhcalthscrvicesforadolcsccntsinthc)^^  '•DcUnqweney:PrevcntionandSavlccs." 
UI  this  volume. 
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disposition  of  a  pending  case  is  made.  Intoaction 
between  the  court  and  the  mratal  health  systm  is 
often  fragmented  and  time-limited,  hut  litigation 
may  force  changes  in  this  area.  A  suit  Inougiht  on 
behalf  of  four  Nor*  Carolina  minOTS  (WiWie  M.etal, 
V.  James  B.  Hunt,  Jr.),  which  claimed  the  four 
minors  had  been  denied  rightful  education  and 
ttppmpnaxe  mental  health  treatn^t,  was  settled  in 
favor  of  the  plaintiffs  and  the  class  of  children 
"likely  to  be  institutionalized"  thai  they  repesented 
(18).  This  case  and  similar  class  litigation  may  inject 
the  courts  into  a  more  visible  ovmigjit  role  vis-a-vis 
services  for  adolescents  with  mental  health  prob- 
lems. 

The  Child  Welfare  System^^ 

Adolescents  tend  to  enter  the  child  welfare  system 
braause  of  families  or  environmental  factors  which 
place  them  at  risk—e.g.,  neglect,  abuse,  or  other 
need  for  jMrotective  intervention.  Many  adolescents 
who  enter  the  child  welfare  system  may  need  mental 
health  treatment.  In  some  States,  the  child  welfare 
agency  may  provide  its  own  diagnosis  and  treatment 
(whether  directly  or  through  referral  or  purchase  of 
services).  In  others,  the  child  welfare  system  may 
turn  to  the  State  mental  health  authority  for  diagno- 
sis and  treatment  or  referral.  High  caseloads  for 
social  woikers,  lack  of  available  services,  funding 
problems,  and  other  impediments  may  work  against 
appropriate  placement  and  treadnent 

Further  difficulties  arise  over  legal  questions.  For 
example,  the  Adoption  Law  and  Child  Welfare  Act 
of  1980  (Public  Law  96-272)  has  been  interpreted 
differently  in  different  States.  Under  its  provisions. 
States  may  require  parents  to  relinquish  custody  in 
order  to  obtain  mental  health  trciitmenl  for  their 
adolescent  child.  Following  loss  of  custody,  the 
adolescent  may  be  removed  from  the  home  and 
community  and  placed  in  a  residential  treatment 
center  (39),  In  areas  where  services  such  as  crisis 
intervention,  day  treatment,  and  family  preservation 
services  are  available,  greater  cooperation  between 
child  welfare  agencies  and  mental  health  seem  to  be 
occurring  (116a). 

The  Public  School  System 

The  1975  Education  for  All  Handicapped  ChU- 
dren  Act  (Public  Law  94-142)  has  provided  the 


poteatial  for  stronger  linkages  between  public 
schools  and  the  n^tal  health  sector.  This  landmark 
legislation  requires  a  free  and  appropriate  education 
(and  "related  services")  in  the  least  restrictive 
setting  for  all  childioi,  including  those  with  moital 
dis(»^ders.  Individual  ^lucation  plans  are  required 
for  ail  students  with  disabilities.  If  mental  health 
services  are  deemed  n«»ssary  for  a  8tiMlent*s 
educational  {Egress,  diey  must  be  provided. 

Despite  the  promise  implicit  in  Public  Law 
94-142,  recent  research  indicates  that  there  arc 
serious  limits  to  mental  healfli  services  currently 
available  in  school  settings.  As  reported  by  Tr«i^, 
there  is  one  school  psychologist  per  2,633  pupUs, 
and  typically  school  psychologists  dcTOte  only  5  to 
9  percent  of  their  time  to  direct  counseling  or  therapy 
(198). 

Knitzer  recently  estimated  that  only  19  percent  of 
students  of  all  ages  with  serious  emotional  disturb- 
ance are  currently  being  served  under  Public  Law 
94-142  (1 16).  Even  anwng  the  341,000  emotionally 
disnvbed  3-  to  21-year-old8  identified  under  Public 
Law  94-142  in  1986-87,  an  analysis  for  the  U.S. 
E)epartment  of  Education  fouiui  that  less  than 
one-third  received  psychological,  social  work,  or 
counseling  services  (136a).  Fiscal  concerns  and 
other  factors  have  led  some  States  to  determine  that 
mental  health  services  do  not  have  to  be  provided 
through  the  schools  when  they  arc  not  directly 
related  to  educational  objectives  (1 16). 

Recently,  however,  the  Education  of  the  Handi- 
capped Act  Amendments  of  1990  (Public  Law 
101-476)  authorized  funding  of  $35.5  million  over 
4  years  for  two  new  competitive  grant  programs 
designed  to  imjwove  services  for  children  and  youth 
with  serious  en^tional  disturbance  (20  U.S.C.  1426, 
Section  627).  These  grant  programs  do  not  go  so  far 
as  to  mandate  that  mental  health  be  included  under 
'  'related  services,'  *  but  one  gjant  program  is  for  the 
use  of  local  educational  agencies  working  in  collab- 
oration with  mental  health  entities  (20  U.S.C.  1426, 
Section  627(b)). 

Another  approach  to  delivering  mental  health 
services  to  adolescents  in  schools  is  through  school- 
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linked  health  centers  (SLHCs)  The  SLHC  model 
for  providing  comprehensive  health  and  related 
services  to  adole^r^ts  has  received  considerable 
attention  and  has  the  potential  to  reach  many 
underserved  adolescents.  Definitions  of  SLHCs 
vary,  and  the  precise  number  of  SLHCs  is  not 
known,  but  their  number  has  grown  in  recent  years, 
particularly  in  the  lattCT  half  of  the  1980s.  As  the 
movement  to  provide  health  services  in  or  near 
schools  has  advanced.  SLHCs  have  found  that 
mental  health  services  are  in  great  demand  by 
students  and,  on  behalf  of  smdents,  by  school  faculty 
and  SLHC  staff.  For  example,  in  the  1988-89  and 
1989-90  school  years,  mental  health-related  condi- 
tions were  the  second  leading  cause  of  clinic  visits 
to  the  23  SLHCs  funded  by  the  Robert  Wood 
Johnson  Foundation,  accounting  for  20  percent  of 
visits.  Mental  health  visits  to  these  SLHCs  were 
almost  as  frequent  as  those  for  the  leading  cause  of 
visits,  acute  illness  and  accidents  (25  percent  of 
visits). 

Although  the  duration  and  intensity  of  the  serv- 
ices provided  is  not  known,  90  percent  of  in-school 
SLHCs^  surveyed  by  the  Center  for  Population 
Options  reported  that  they  provided  some  level  of 
mental  health  and  psychosocial  counseling  in  the 
1988-89  school  year.  Nonetheless,  a  group  that  has 
been  charged  by  the  Robert  Wood  Johnson  Founda- 
tion witfi  advancing  the  provision  of  mental  health 
services  in  SLHCs  notes  that  the  need  for  mental 
health  services  is  far  from  met,  even  in  schools  that 
have  SLHCs  (3a). 

Barriers  to  Coordination  Between  the  Mental  Health 
System  and  Other  Systems 

Experience  has  shown  barriers  to  greater  coordi- 
nation and  integration  of  mental  health  services  for 
adolescents  to  include  the  following: 

•  multiple  entry  points  and  jurisdictions; 

•  lack  of  interagency  linkages,  coordination  mech- 
anisms, communication,  and  tmst; 

•  lack  of  continuity  of  care  over  time,  as  adoles- 
cent mental  health  needs  change  and  are  served 
by  different  providers; 

•  the  absence  of  programs  specifically  designed 
for  adolescents. 


•  inadequate  research  on  optimum  treatment 
a]^)roaches  and  outcomes; 

•  the  absence  of  impropriate  legislative  man- 
dates; 

•  isolation  of  providers  and  lack  of  infcnrn^on 
about  available  services,  resources,  and  fimd- 
ing  outside  one's  own  arena;  and 

•  incongiuent  missions  and  responsibilities  of 
agencies. 

There  is  not  yet  a  universally  accepted  model  for 
coordinating  and  integrating  adolesi^nt  mental 
health  services  with  other  systems  of  care.  The  range 
of  services  required  by  some  suiolescents  is  very 
broad:  primary  health  care,  education,  legal,  social 
welfare,  and  mental  health.  For  the  most  part,  each 
adolescent  requiring  sCTvices  must  be  dealt  with  on 
an  individual  basis  by  multiple  agencies  and  individ- 
uals. Fragmentation  of  this  magnitude  limits  the 
ability  of  systems  to  provide  continuity  of  care  in  a 
comprehensive  manner. 

These  bairiers  are  not  insurmountable,  but  suc- 
cess will  require  several  factors:  mechanisms  to 
bring  representatives  from  different  systems  to- 
gether formally  and  informally  at  the  State  and  local 
levels,  enhanced  training  for  professionals  through 
workshops  targeted  toward  adolescent  mental  health 
concerns,  greater  reliance  on  case  conferences  which 
include  all  parties  concerned  with  an  adolescent's 
welfare,  and  similar  creative  strategies.  Iimovative 
approaches  are  being  devised  and  tested  in  commu- 
nities around  the  country.  Selected  models  of 
innovative  mental  health  services  and  model  sys- 
tems of  coordinated  and  comprehensive  mental 
health  services  are  discussed  in  the  sections  tliat 
follow. 

Selected  Models  of  Innovative  Mental 
Health  Services 

In  addition  to  schools  as  centers  for  providing  and 
increasing  referrals  to  mental  health  services  (see 
above),  innovative  mental  health  services  include 
home-based  mental  health  services  for  disturbed 
adolescents  at  high  risk  of  out-of-home  placement, 
therapeutic  foster  care  for  adolescents  with  mental 
disorders  who  cannot  be  managed  in  their  own 
homes,  and  therapeutic  group  homes  for  emotionally 


o?!.'^^^      "^^^'^  Delivery  of  Pnniary  and  Comprchcasivc  Health  Seivices  (o  Adolesecnis."  in  Vol  HI  for  a  discussion 

of  SLHCs,  int. iudtog  bibliographic  sources  for  (he  infomjafion  dist  usscd  here. 

•"SLHCs  need  not  be  on  school  grounds  However,  the  Ccnicr  lor  Population  Options  survey  has  to  date  been  conducted  only  amoms  those  SLHCs 
wiually  located  ui  schools  * 
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and  behaviorally  disturbed  adolescents.  Home- 
t^sed  mental  health  services  are  by  definition 
provided  in  an  adolescent's  own  community,  and 
therapeutic  foster  caie  is  likely  to  be  provided  in  an 
adolescent's  own  community.  As  is  evident  from  the 
discussion  below,  innov^ve  community-based  men- 
tal health  services  are  likely  to  require  coUaboration 
among  different  service  systems. 

Home-Based  Mental  Health  Services 

The  goal  of  home-based  mental  health  services  is 
to  preserve  the  family.  Services  are  provided  within 
the  homes  of  disturbed  adolescents  and  their  fami- 
lies on  an  outreach  basis.  Home-based  services  have 
three  primary  objectives:  1)  to  preserve  the  family's 
integrity  and  prevent  unnecessary  out-of-honie  place- 
ments, 2)  to  introduce  and  connect  adolescents  and 
their  families  to  community  agoicies  and  individu- 
als in  order  to  create  an  outside  support  system,  and 
3)  to  strengthen  the  family's  coping  skills  and  their 
capacity  to  function  effectively  in  the  community 
after  crisis  treatment  is  over  ( 1 85).  Only  adolescents 
at  high  risk  of  placement  in  out-of-home  settings 
(e.g.,  those  perceived  as  dangerous  to  self  or  others) 
are  accepted  for  home-based  mental  health  services. 

Home-based  mental  health  services  are  provided 
by  both  public  and  private  agencies.  The  services  are 
multifaceted,  including  evaluation  and  assessment, 
counseling,  skills  training,  and  coordination  of 
services.  Program  staff  usually  have  caseloads 
ranging  from  two  to  four  families,  and  the  length  of 
intervention  is  typically  between  2  to  5  months. 
Small  caseloads  are  essential  to  provide  immediate 
and  intensive  service.  Treatment  is  often  provided 
by  a  team  of  at  least  thr^  professionals.  Generally, 
a  primary  counselor  is  assigned  to  the  case^  with 
backup  counselors  enabling  24-hour  coverage.  The 
estimated  cost  of  a  three-person  program  (including 
secretarial  and  administrative  expenses)  has  been 
estimated  to  range  from  $120,000  to  $160,000  per 
year  (185). 

Early  demonstrations  of  home-based  services 
report  encouragmg  results.  These  include  the  Home- 
builders  ProgroTn  in  Tacoma,  Washington  (1 12,92); 
the  Systemic  Crisis  Intervention  Program  in  Hous- 
ton, Tfexas;  and  other  home-based  services  programs 
in  San  Diego,  California,  Hennepin  County,  Minne- 
sota, and  Maine  (188).  Studies  have  suggested  that 
75  to  90  percent  of  the  children  and  adolescents  who 
participated  in  such  programs  did  not  subsequently 


rwjuire  placement  outside  of  the  home;  verbal  and 
physical  aggression  d^n:eased;  and  fiscal  savings 
have  been  reported  (91*98). 

An  evaluation  of  the  Houston  Child  Guidance 
Ceng's  program  call^  the  Systemic  Crisis  Inter- 
vention Program  followed  75  participating  youths 
over  an  18-month  period  (91),  Suicidal  behavior  was 
the  cause  for  treatn^nt  of  47  objects  (26  of  these 
had  suicidal  ideation  and  21  had  actually  att^pted 
suicide).  No  suicide  attempts  were  made  dming 
treatment.  Among  those  followed  a£t»  treatment, 
there  was  a  significant  decrease  in  the  iBnge  of 
problem  behaviors.  Only  5  of  the  75  youths  were 
hospitalized  or  in  residential  placement  at  followup. 
Two  made  minor  suicide  attempts  during  the  fol- 
lowup period*  The  mean  pa*  patient  cost  of  the 
program  was  $3,200  per  episode  of  care.  Other 
findings  included  regular  school  or  work  attendance. 

The  results  from  evaluations  of  home-based 
progj-ams  are  in^)ressive,  but  methodological  short- 
comings exist  in  most  of  the  research.  Few  studies 
have  assessed  whether  families  continue  to  remain 
intact  after  home-based  services  have  been  with- 
drawn* If  the  goal  of  home-based  services  is  to 
prevent  out-of-home  placement,  it  is  essential  for  tihe 
researchers  to  examine  not  only  the  short-term 
results  of  intervention  but  also  to  conduct  longitudi- 
nal followup  studies.  Another  problem  with  avail- 
able evaluations  is  that  they  have  not  included 
control  families  with  comparable  characteristics  and 
problems  for  whom  home-based  services  were  not 
provided  (193).  Without  control  groups,  it  is  not 
possible  to  predict  whether  comparable  adolescents 
would  have  entered  or  avoids  out-of-home  place- 
ment without  the  intervention. 

Despite  the  preceding  cautions,  the  early  evidence 
indicates  that  home-based  j^ograms,  in  their  short 
history,  have  demonstrated  that  many  children  who 
would  have  been  removed  from  their  families  can 
best  be  served  in  their  homes  (72).  If  a  community 
is  committed  to  a  family -oriented  system  of  care  that 
emphasizes  treatment  in  the  least  restrictive  setting 
possible,  in-home  services  should  be  tried  before 
out-of-home  placements,  unless  an  individual  is  in 
immediate  danger  (12).  When  intensive  services  are 
provided  during  a  time  of  crisis,  they  may  contribute 
to  lasting  improvements  in  family  functioning,  and 
these  services  may  be  cost-effective  in  relation  to 
residential  placements  (200). 
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Therapeutic  Foster  Care 

Therapeutic  fostex  care,  provided  within  the 
private  homes  of  trainwi  families,  is  a  relatively  new 
and  sp^ialized  forni  of  residential  tream^nt  for 
adolescents  with  mental  disorders  who  cannot  he 
managed  in  their  own  homes.  The  approach  com- 
bines the  normalizing  influence  of  farrdly-based  care 
with  specialized  treatment  interventions  (186).  It  is 
the  least  restrictive  of  all  residential  placements  for 
adolescents  with  n^tal  disordm  and  is  c^ble  of 
providing  individualized,  intensive  therapy  even  for 
ololescenls  with  severe  disoiders  as  an  alternative  to 
highly  supervised  institutional  settings. 

The  flexibility  of  therapeutic  foster  care  programs 
offers  an  opportunity  to  match  adolescents  to 
specific  social  and  cultural  b^±grounds  and  to 
design  individual  treatment  programs.  No  sp«:ial 
physical  facility  is  required;  therefore,  there  are  no 
zoning  problems  when  establishing  a  new  program. 
Therapeutic  foster  care  programs  can  expand  or 
contract  as  caseload  demands  change.  All  theraj^u- 
lic  foster  care  programs  have  a  low  staff-to-client 
ratio,  allowing  the  clinical  staff  to  work  closely  with 
each  adolescent,  with  the  therapeutic  foster  parents, 
and,  if  they  are  willing  and  available,  with  the 
biological  parents.  Linkages  with  schools  and  other 
agencies  are  made. 

The  estimated  annual  cost  of  therapeutic  foster 
care  ranges  ftom  $10,0(X)  to  $20,000  per  adolescent 
(1 87).  Included  in  this  cost  arc  payments  to  staff  and 
therapeutic  foster  parents.  A  portion  of  the  cost  of 
therapeutic  foster  care  jrograms  may  be  covered  by 
funds  for  regular  foster  care  in  the  State.  Programs 
are  typically  jointly  funded  by  child  welfare  and 
mental  health  agencies,  and  costs  are  reported  to  be 
lower  than  for  other  residential  settings  (186). 

The  Presley  Ridge  Youth  Development  Extension 
in  Pittsburgh  collects  annual  followup  surveys  on 
clients  discharged  from  therapeutic  foster  care  ( 103). 
Seventy  percent  of  discharg^  clients  are  still  living 
in  a  less  restrictive  setting  than  therapeutic  foster 
care  at  1  and  2  years  after  discharge,  and  over  70 
percent  are  attending  school  or  are  working.  When 
change  in  functioning  is  measured  over  time,  behav- 
iors are  reported  to  have  improved  in  more  than  75 
percent  of  discharges  (103).  Friedman  reported  that 
signiflcant  progress  on  behavioral  objectives  was 
made  by  60  percent  of  youth  discharged  from 
Horida^s  therapeutic  foster  care  programs  (69). 
Snodgrass  and  Bryant  report  that  an  average  of  77 
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percent  of  children  in  therapeutic  fost^  homes  are 
discharged  to  less  restrictive  settings  (e.g^  their 
families,  independent  living  arrangements,  less  struc- 
tured group  homes)  (180). 

As  noted  above,  an  Ontario  study  compared 
outcomes  of  foster  placement  in  die  Parent  Th^i^st 
Program  with  care  in  a  residential  treatment  center 
(164).  Although  clients  were  not  randomly  assign^, 
the  grcmps  were  roughly  con^)arable  in  background 
aiui  made  simiko:  improvenmit.  The  significant 
difference  was  that  the  foster  care  arrangement  was 
reported  to  cost  only  one-half  as  much  as  the 
residential  treatment  for  the  same  period  of  time 
(164). 

Although  the^  findings  are  jMmising,  the  re- 
search studies  on  therapeutic  foster  care  are  flawed 
by  the  same  types  of  methodological  problems  as  arc 
studies  on  other  settings.  Hierapeutic  foster  care 
would  seem  theoretically  to  meet  the  needs  of  some 
adolescents  more  effi^tively  than  more  institutional 
alternatives,  and  some  have  suggested  that  the  major 
constraint  in  developing  therapeutic  foster  care 
programs  has  not  been  lack  of  enthtisiasm  about  the 
effectiveness  of  this  type  of  service,  but  one  of 
recruiting  and  training  qualified  foster  parents  (40). 
More  research  is  needed  before  definitive  conclu- 
sions can  be  reached. 

Therapeutic  Group  Homes 

Therapeutic  group  homes  can  theoretically  pro- 
vide emotionally  and  behavioraUy  disturbed  adoles- 
cents with  an  environment  in  which  to  learn  social 
and  psychological  skills.  In  comparison  with  resi- 
dential treatment  centers,  ther^utic  group  homes 
are  smaller,  have  fewer  nodical  staff  available,  and 
tend  to  be  less  security-orient^  (187).  Such  homes 
typically  serve  5  to  10  clients  and  provide  an  array 
of  therapeutic  interventions. 

There  are  two  major  models  of  therapeutic  group 
homes.  Ctae  is  the  teaching  family  model,  developed 
at  the  University  of  Kansas,  then  mov^  to  Boys 
Town  in  Omaha,  Nebraska  (157).  The  other  is  the 
Charley  model,  developed  fd  the  Menninger  Clinic. 
In  both  models,  staff  are  the  key  agents  for  change 
in  the  disturbed  adolescents;  trained  couples  live  at 
the  homes  24  hours  a  day,  with  some  relief 
assistance  available.  Other  types  of  therapeutic 
group  homes  may  have  rotating  staff  instead  of 
permanent  houseparents. 
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Then^utic  ^up  hon^  vary  with  respect  to  the 
types  of  treatment  programs  they  offer,  but  often 
combine  individual  j^diotl^iapy,  gnnip  therapy, 
and  bdliavior  modification.  The  teaching  family 
model  raiphasizes  ^rwtuied  behavioral  interven** 
tions  through  teaching  new  skills  and  positively 
reinforcing  improved  bdiavior.  Otfa^  types  of  thera- 
peutic group  homes  use  individual  psychothmpy 
and  groiq>  interaction.  Vocational  training,  work 
exp^ences,  ami  recreation  are  ncmnally  included  as 
part  of  the  treatix^t  program  for  adolescents. 

Some  research  has  suggested  that  Aerapeutic 
group  home  proj^-ams  produce  positive  gains  for 
adolescents  while  they  are  in  tl^  group  home,  but 
that  these  gains  do  not  appear  to  be  maintained  after 
discharge  (113).  However,  a  1987  dissertation  stud- 
ied changes  in  relationships  between  20  adolescents 
treated  in  a  therapeutic  group  home  and  their  parents 
and  peers  over  an  18-month  foUowup  period  (162). 
The  study  also  look^  at  changes  in  work  relation- 
ships and  adolescents*  level  of  psychopmhology. 
Twenty  untreated  adolescents  served  as  controls.  At 
foUowup,  90  percent  of  adolescents  treated  in  the 
thenq>eutic  group  home  had  fair  or  good  relation- 
ships, while  only  45  percent  of  adolescents  in  the 
untreated  group  achieved  similar  ratings.  The  treated 
group  realized  a  significant  decrease  in  psychopa- 
thology,  while  the  untreated  group  did  not.  Future 
research  would  benefit  from  further  longitudinal 
assessments  and,  pertiaps,  evaluation  of  altem^ve 
strategies  for  treatment  aftCT  discharge  firom  a 
therapeutic  group  home.  In  addition,  adolescents 
with  severe  character  pathology  or  major  psychiatric 
disorders  were  not  included  in  the  dissertation  study, 
suggesting  the  need  for  more  analysis  of  aRsropriate 
matchings  of  clients  to  treatments  (e.g.,  202). 

Models  for  the  Provision  of  Compretienslve, 
Coordinated  IHIental  Health  Senflces 

Three  models  that  exemplify  successful  alterna- 
tives to  the  fragmentation  of  systems  of  care  for 
adolescents  are  the  Venhu^  County  Project  in 
California,  the  Alaska  Youth  Initiative,  and  the 
Kaleidoscope  Program  in  Illinois. 

Although  they  differ  in  approaches  to  organizing 
services,  these  mor?els  of  con^)rehensive  services 
'share  similar  goals  and  philosophies.  All  three 
models  are  designed  to  do  the  following: 

•  care  for  adolescents  who  are  at  risk  of  mental 
health  problems  or  who  have  been  separated 
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from  their  hon^  and  family  because  of  psychi- 
atric hospitaUzation  or  placocmnt  in  mental 
health  re^ctential  care; 

•  maintainandpres^vethefamily  of  the  adoles- 
cent as  a  functioning  unit; 

•  to  the  extent  possible,  tneat  adolescrats  with 
n^ital  health  problems  in  tt^ir  homes  and 
communviies; 

•  maintain  the  adolescent's  personal  freedom, 
respcmsibility ,  and  i^rticiimion  in  nomial  com- 
munity activities; 

•  provide  individiudi^  treatment,  tailoring  the 
program  to  meet  the  specific  needs  of  the 
adolescent; 

•  make  clinical  and  therapeutic  services  available 
24-hours  a  day; 

•  aid  in  developing  self-sufHciency  in  the  adoles- 
cent and  family,  teaching  them  the  skills  to 
obtain  any  further  afrercare  or  outpatient  serv- 
ices needed,  and  to  live  independent  and 
productive  lives;  and 

•  encourage  and  maintain  the  involvement  of 
multiple  agencies  in  assisting  the  adolescent 
clients. 

Ventura  County  Project 

The  comjH'ehensive  service  model  developed  in 
1985  in  Ventura  County,  California,  is  identified  as 
a  **satellite  model'"  because  multiple  public  agen- 
cies are  linked  together  to  provide  mental  health 
services  to  severely  ^otionally  and  behaviorally 
disturbed  children  and  adolescents  in  decentralized 
locations  throughout  the  community  (104).  Agen- 
cies involved  in  the  Ventura  County  demonstration 
project  authorized  by  the  California  legislature 
include  mental  health,  social  services,  juvenile 
justice,  and  special  education.  Services,  staff,  and 
funding  are  blended  together  across  agencies  in 
order  to  p^ch  the  treatment  goals.  Case  management 
is  provided  to  ensure  that  each  cltoit  receives 
individual,  appropriate,  and  easily  accessible  treat- 
ment at  a  low  cost.  Outcomes  are  individually 
monitored  for  as  long  as  the  client  receives  mental 
health  care.  The  data  are  analyzed  and  used  for 
program  improvement. 

The  Ventura  County  Project  has  been  reported  to 
decrease  rates  of  out-of-home  placement  of  severely 
emotionally  disturbed  adolescents  and  facilitated 
earlier  return  of  adolescents  to  their  homes  and 
schools  when  placement  does  occur  (104).  rx>wrick 
estimated  that  short-term  reductions  in  recoverable 
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State  general  fund  expenditures  have  offset  costs  by 
more  than  50  percent  and  that  the  Ventura  model 
will  enable  CaUfomia  to  save  a3most  $17  million  a 
year  in  State  hospital  costs  (55).  Since  1985, 
out-of-county,  court-ordered  juvenile  justice  and 
social  services  plac^nents  have  been  reduced  by  46 
pCTccnt  in  Ventura  County,  according  to  Dowrick 
(55).  OTA  did  not  atten^t  to  validate  these  esti- 
mates, but,  if  true,  the  model  could  be  prcvnising. 

Alaska  Youth  initiative 

The  Alaska  Youth  Initiative  provides  highly 
individualized  mental  health  services  to  severely 
maladjusted  children  and  adolescents  in  Alaska  (36). 
The  Alaska  Youth  Initiative  was  creat«i  by  the  State 
government  to  bring  young  people  placed  out  of 
State  back  to  Alaska  and  to  limit  out-of-State 
placements  for  children,  adolescents,  and  young 
adults  between  the  ages  of  7  and  20  years  of  age.  The 
Alaska  Youth  Initiative  is  called  a  "wr^around*' 
service  system.  The  dollars  available  to  buy  services 
are  allocated  to  the  community  by  the  State  govern- 
ment. The  service  package  is  developed  by  the  child 
or  adoIescent^s  case  manager  and  is  purchased  from 
vendor^.  Both  the  funds  and  the  services  are 
'•wrapped  around*^  the  child  or  adolescent,  provid- 
ing the  most  individualized  treatment  and  education 
possible.  The  essential  concepts  are  flexible  funding 
and  flexible  service  delivery,  V/hcn  a  service  for  a 
given  child  or  adolescent  is  not  available  from  an 
existing  organization,  fimds  are  used  to  develop  the 
service.  For  example,  instead  of  bringing  an  actoles- 
cent  male  with  schizophrenia  from  a  remote  village 
into  Anchorage  for  treatment,  a  mental  health 
consultant  was  flown  to  his  village  to  work  with  the 
school  and  family  to  set  up  a  community-based 
program  for  the  boy  (55). 

An  interdepanmental  team,  consisting  of  staff  in 
the  State  Department  of  Education,  the  Division  of 
Mental  Health  and  I>evelopmental  Disabilities,  and 
the  Division  of  Family  and  Youth  Services,  manages 
the  Alaska  Youth  Initiative  and  evaluates  the 
strengths  and  gaps  in  the  continuum  of  services  in 
the  communities.  Regional  coordinators  organize 
local  treatment  and  education  teams  that  devise  the 
individualized  service  plans  for  each  youth.  On 
average,  4.3  agencies  are  represented  on  an  individ- 
ual treatment  team,  although  participation  may 
range  from  3  to  7  agencies  at  a  lime  with  one  case. 

For  each  child  servwi  by  the  Alaska  Youth 
Initiative,  the  average  yearly  cost  is  reported  lo  be 
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$40,562  (including  administration,  direct  service, 
and  State  education  costs)  {55).  Tim  cost  may  seem 
high,  but  costs  in  residential  treatment  cento's  would 
have  been  closer  to  $50,CXX)  to  $75,000  per  year. 
Costs  for  an  adolescent  in  his  or  her  seomd  year  of 
the  program  are  estimated  to  be  24  percrat  &an 
first  year  costs.  The  average  length  of  partidpation 
in  the  Alaska  Youth  Initiative  is  ll.S  nKmths, 

Initial  outcomes  (as  of  January  1989)  from  the 
first  and  second  years  of  the  Alaska  Youth  Initiative 
are  encouraging.  Almc^t  half  of  die  young  people 
f^rtkipating  in  the  Alaska  Youth  Initiative  were 
diverted  from  out-of-Stitte  placen^nts  and  remained 
in  Alaska.  Two  of  these  youth  subsi^uentfy  required 
out-of-State  placement,  one  diort-terai.  The  amount 
of  time  spent  with  natural  families  or  in  family-like 
care,  as  opposed  to  institutional  care*  increased. 
Runaway  epnsodes  among  |wticipants  decreased  by 
75  pCTCcnt  and  substance  abuse  declined.  Assaultive 
behavior,  property  damage,  contacts  with  police, 
and  suicide  attenqrts  were  ahnost  eliminated.  Medi- 
cation compliance,  school  attendance,  and  parental 
involvement  were  also  reiwted  to  have  inq>roved 
(55). 

The  Alaska  Youth  Initiative  i^o^  seems  most 
appropriate  for  isol^ed  or  sparsely  populated  rural 
areas  b^i^uise  it  permits  an  infusion  of  resources  and 
expotise  to  maintain  community-based  alternatives 
to  more  institutional  and  centralized  SCTvices,  There 
are  plans  to  systematically  produce  long-term  chcnt 
outcome  data  cm  each  severely  emotionally  dis- 
nirbed  child  and  adolescent  being  served  by  the 
Alaska  Youth  Initiative.  Further,  this  model  has 
been  extended  to  other  States  (Washington,  Mon- 
tana, and  Wyoming),  where  client  outcomes  are  also 
being  monitored  (39^5)* 

Kaleidoscope  Program 

Thie  Kaleidoscoi^  Prop^am.  a  private  umbrella 
organization  in  Oiicago,  offers  a  continuum  of 
services  for  adolescents  with  diagnosable  mental 
disorders  and  members  of  their  families  (185)* 
Support  fcr  the  Kaleidoscope  Program  comes  from 
the  Cook  County  Region  of  the  Illinois  Department 
of  Children  and  Family  Services,  from  other  regions 
of  that  department,  and  from  the  Joint  Services 
Children*s  Initiative  of  the  Illinois  Department  of 
Mental  Health.  Additional  support  includes  funds 
contributed  by  the  private  sector  and  from  ftindrais- 
ing. 
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The  underlying  philosophy  of  treatment  at  Kalei- 
doscope is  normalization  and  unconditional  provi- 
sion of  care.  Adolescent  clients  are  treated  in  a 
normal  enviroimient  m)  that  they  may  learn  from 
^ir  surroundings.  All  adolescents  referred  to  the 
Kaleidoscope  Program  are  accepted  provided  there 
is  an  opening  (185). 

Three  basic  program  models  are  provided  by 
Kaleidoscope:  1)  ^er^utic  foster  care  (see  above); 
2)  a  youth  development  program,  which  places  and 
supervises  older  adolescents  in  ^rartments  in  the 
community  and  helps  them  live  on  their  own,  and  3) 
satellite  family  outreach,  which  reunites  adolesceuts 
placed  in  residential  treatment  with  their  families 
and  prevents  the  unnecessary  removal  of  adolescents 
from  their  families. 

The  adolescent  clients'  regular  caregivers — 
parents,  child  care  workers,  or  foster  parents — are 
the  Kaleidoscope  Program's  key  resources  for  treat- 
ment. They  provide  around-the-clock  care  and  are  m 
charge  of  the  client's  treatment  plans.  Mental  health 
professionals  are  available  for  specialized  treatment 
and  consultation. 

Kaleidoscope  staff  provide  child  care,  diagnostic 
assessments,  and  a  wide  range  of  therapeutic  serv- 
ices. About  70  staff  and  45  professional  foster 
parents  are  employed.  All  staff  have  at  least  a 
bachelor's  degree,  and  about  20  have  master's 
degrees. 

The  home-based  services  provided  to  Kaleido- 
scope clients  are  estimated  to  cost  approximately 
$13)0  per  month  (185).  The  average  18-month 
episode  is  estimated  to  cost  $21,600  (185). 

Kaleidoscope  has  not  yet  formally  evaluated  the 
program's  effectiveness  but  has  estimated  that  at 
least  50  percent  of  adolescents  referred  for  services 
are  maintained  outside  of  the  residential  placement 
system  for  a  minimum  of  18  months  (185).  When 
clients  are  discharged,  at  least  50  percent  of  their 
families  require  less  intensive  services  at  foUowup 
(185).  Research  support  for  additional  evaluation 
seems  warranted. 

More  information  about  innovative  financing 
alternatives  to  financing  and  coordinating  mental 
health  services  for  adolescents  will  be  forthcoming 
from  the  Robert  Wood  Johnson  Foundation  (161) 
and  NIMH  (186a,213a). 


Major  Federal  Policies  and  Programs 
Pertaining  to  Adolescent  Mental  Health 

Historically,  most  public  mental  health  preven- 
tion, promotion,  services,  and  treatment  have  been 
the  exclusive  domain  of  State  and  local  govern- 
ments, with  no  disconible  Federal  role  bey<md 
research  and  research  training.  It  was  the  movement 
to  deinstimtionalize  persons  with  mental  illnesses 
that  caused  a  shift  in  Fed^al  policies,  focusing 
attention  on  the  need  for  a  community-based  infra- 
structure for  mental  heal^  savices. 

Passage  of  the  Community  Mental  Health  Centers 
Act  (Public  Law  88-164)  in  1963  promised  a 
stronger  Federal  presence  in  the  mental  health  arena. 
h»  1981,  however,  this  law  was  superseded  by  the 
law  establishing  the  alcohol,  drug  abuse,  and  mental 
health  (ADM)  block  grant,  placing  more  responsi- 
bilities on  Stmes  and  local  communities  (see  below). 
Generally,  national  engagement  in  child  and  adoles- 
cent initiatives  at  the  Federal  level  has  remained 
fragmented  and  erratic.  In  its  1989  report  on  child 
and  adolescent  mental  health  research,  the  Institute 
of  Medicine  observed: 

Problems  of  children  arc  of  potential  interest  to 
many  Federal  agencies.  For  example,  the  Depait- 
ment  of  Education  addresses  i^oblems  of  chiklren 
with  emotional  or  developmental  difficulties  that 
interfere  with  learning;  the  Office  of  Children. 
Youih,  and  Families  in  DHHS  has  programs  for 
delayed  and  deprived  children,  including  Head  Start; 
Maternal  and  Child  Health  in  HRSA  [DHHS'  Heahh 
Resources  and  S^vlces  Administratimi]  works  to 
prevCTt  problems  and  has  specially  close  ties  to 
pediatrics;  the  Justice  Depaitment  must  cope  with 
children  who  violate  soci^  mmns;  and  other 
agoicies  deal  with  issues  of  developmental  disabili- 
ties, rdiabilitation,  and  oititlement  programs.  How- 
ever, none  of  these  agotcies  have  shown  a  strong  or 
consistent  interest  in  children  and  adolescents  with 
severe  mental  disorders  (139). 

Although,  as  the  Institute  of  Medicine  noted,  there 
are  extensive  roles  for  the  Federal  Government  to 
play  in  improving  the  mental  health  of  adolescents, 
this  chapter  emphasizes  major  Federal  jmrograms 
related  to  financing  of  mental  health  treatment  for 
adolescents.  Federal  activities  related  to  the  coordi- 
nation of  services  for  adolescents  with  mental  health 
problems,  and  research  on  adolescent  mental  health 
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issues.  An  overview  of  the  Federal  role  in  adolescent 
health  is  provided  elsewhexe  in  this  Report.'^ 

Financing  of  Mental  Health  Tmtment 
forAflotescBnts 

Medicaid 

The  major  vehicle  for  Federal  financial  involve- 
ment in  adolescent  mental  health — the  Medicaid 
program — is  not  primarily  a  mental  health  program 
nor  is  it  targeted  specifically  to  adolescents.  Rather, 
Medicaid  (Title  XK  of  the  Social  Security  Act)  is  a 
joint  Federal/State  program  for  financing  general 
health  caie  services  for  families  (and  some  individu- 
als) who  meet  certain  eligibility  criteria-^  Covering 
an  estimated  4.5  million  individuals  ages  10  to  18 
and  rqn-esenting  approximately  55  percent  of  all 
public  health  fiinds  spent  on  children  and  adoles- 
cents. Medicaid  is  the  major  health  care  financing 
mechanism  for  low-income  adolescents.  A  Medic- 
aid program  is  available  in  every  State  except 
Arizona^  where  a  special  waiver  jwogram  is  in  effect. 

Medicaid  is  managed  at  the  State  level,  and  the 
Federal  Government  gives  States  considerable  lati- 
tude in  decisions  about  what  services  to  cover,  what 
eligibility  standards  to  apply,  and  what  limitations  to 
impose  on  services.  Some  services,  including  hospi- 
tal and  physician  services,  are  mandatory,  while 
other  services  are  optional.  States  have  substantial 
flexibility  in  financing  mental  health  services  are 
generally  among  those  services.  Thus,  for  example, 
individual  States  are  permitted  to  cover  the  services 
of  psychologists  ot  inpatient  psychiatric  ^rvices  for 
persons  under  age  21  but  are  not  required  to  do  so. 
As  of  1989.  38  States  covered  inpatient  care  in 
fieestanding  psychiatric  facilities;  10  permitted 
reimbiffsement  for  residential  treatment  centers 
which  have  not  been  specifically  certified  as  psychi- 
^c  facilities;  and  18  States  covered  partial  hospi- 
talization as  a  mental  health  service.^  The  Health 
Care  Financing  Administration  ia  DHHS,  which 
administers  Medicaid,  estimates  that  10.5  percent  of 
Medicaid  expenditures  on  behalf  of  adolescents  ages 
10  to  18  in  fiscal  year  1988  were  for  hospital-based 
mental  health  services.  Outpatient  mental  health 
benefits  vary  among  Stale  Medicaid  programs  and 
also  flucmate  depending  upon  the  treatment  setting 


and  providCT.  Estimates  of  Medicaid  expenditures 
on  outpatient  mental  health  treatment  f(s  adoles- 
cents are  not  available.  Medicaid  restrictiras  can 
make  it  difficult  to  provide  tte  kind  of  compehen- 
sive,  coordinated  case  that  may  be  nc^ed  by 
low-incon»  adolescents  covoed  by  Medicaid. 

A  potentially  in^Kntant  reform  under  Medicaid 
occurred  in  die  Omnibus  Budget  Reconciliation  Act 
of  1989  (PubUc  Law  101-239),  when  Congress 
refined  the  Early  and  Foodie  Screening,  Diagnosis 
and  TYeatment  (EPSDT)  Program.  EPSDT  mandates 
States  to  omduct  periodic  soeoiings  for  treatable 
conditions  of  Medicaid-el^ble  children  and  adoles- 
cents, with  q)propriate  followup,  refexral,  and  treat- 
ment. The  1989  amendments  wouM  override  any 
State-inqx>sed  Medicaid  coverage  limitations  on 
conditions  disa>vaed  during  scxeming  for  whk:h 
medical  treatment  is  necessary  and  allowable  under 
the  Federal  guidelines.  Thus,  an  adolescent  widi  a 
mental  health  problem  detected  during  an  EPSDT 
sa«ening  could  obtain  necessary  mental  health 
services  under  Medicaid,  notwitl^tanding  a  State 
Medicaid  standard  which  would  have  restricted  such 
services.  As  far-readiing  as  the  EreDT  refonns  may 
b«;ome,  it  is  stiU  too  etffly  to  assess  their  impact. 
EPSDT  refOTms  will  not  help  the  one  out  of  three 
poor  adolescents  not  covered  by  Medicaid  (203). 

Alcohol,  Drug  Abuse,  and  Mental  Health  Block  Grant 

The  Alcohol,  Dmg  Abuse,  and  Mental  Health 
(ADM)  Block  Grant  Program  is  unhke  Medicaid  in 
that  it  was  developed  q^ecificaUy  to  help  States 
finance  mental  health  and  substance  abuse  tre^- 
ment.  Enacted  in  1981  as  Public  Law  97-35,  the 
ADM  Block  Grant  Ptogram  is  administered  at  the 
Federal  level  by  the  Alcohol,  Drug  Abuse,  and 
Mental  Health  Administration  in  DHHS.  It  is 
currently  the  only  Federal  program  tfiat  jwovides 
funding  to  States  for  die  support  of  outpatient 
community  mental  health  services.  ADM  block 
grant  fimds  cannot  be  used  for  inpatient  institutional 
care. 

For  fiscal  year  1990,  Federal  ADM  block  grant 
funds  totaled  $1,133  billion.  Of  the  total,  $237.5 
million  was  allocated  for  mental  health  services  and 


™Scc  ch.  19,  "The  Role  of  Federal  Agencies  in  Adolescent  Health."  in  Vol.  UU. 

wpof  mote  infonnatioD  on  Medicaid  eligibility  rules,  see  ch.  16.  "Financial  Access  to  Health  Services."  in  Vol.  ID, 
«'Sec  ch.  16.  "Financial  Access  to  Health  Services."  in  Vol.  HI. 
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$895.6  million  was  allocate  for  substance  abuse 
programs.®^  Both  parts  of  the  ADM  block  grant  are 
subject  to  10  percent  set-asides.  Tfen  percent  of  the 
substance  abuse  funds  must  be  used  for  services  to 
pregnant  women  and  women  with  dependent  diil- 
dren,  Ibn  percent  of  the  mental  health  funds  must  be 
set-aside  for  new  programs  for  undttisoved  popula- 
tions, with  a  priority  given  to  severely  emotionally 
disturbed  children  and  adolescents  (105).  In  1986, 
OTA  noted  tihat  the  ADM  block  grant  set  aside  for 
mental  health  services  for  children  was  so  umall  that 
its  significance  was  more  symbolic  than  substantive 
(202), 

Coordination  of  Mentai  Health  Services 
lor  Adolescents 

Chilli  and  Adolescent  Service  System 
Program  (CASSP)  of  NIMH 

A  relatively  small,  but  important,  program  in  the 
area  of  adolescent  mental  health  is  the  Child  and 
Adolescent  Service  System  Ptogram  (CASSP)  ad- 
ministered by  NIMH.  CASSP  was  created  by 
Congress  in  1984  to  promote  greater  coordination 
among  public  and  private  agencies  providing  serv- 
ices to  children  and  adolescents  with  mental  health 
problems  (202). 

Since  1984.  CASSP  has  provided  47  States  with 
technical  assistance,  training  programs,  and  plan- 
ning grants  (126).  States  receiving  CASSP  grants  are 
required  to  have  a  child  mental  health  authority  and 
mechanisms  for  interagency  coordination  of  serv- 
ices involving  mental  health  Juvenile  justice,  social 
services,  and  related  agencies;  family  participation; 
and  culturally  sensitive  programs.  In  fiscal  year 
1990,  Federal  funding  for  CASSP  was  approxi- 
mately $9  million,  essentially  the  same  level  of 
funding  as  in  the  previous  year.  From  that  amount, 
CASSP  is  funding  45  State  grants  for  State  and  local 
systems  development  demonstrations  and  launching 
several  new  research-oriented  programs  ( 1 26  J  86a). 

The  State  Comprehensive  Mentai  Health 
Services  Plan  Act 

CASSP's  efforts  at  the  State  level  have  been 
complemented  by  a  recent  Federal  planning  initia- 
tive  which,  even  though  originally  targeted  toward 


adults,  has  helped  focus  attrition  on  adolescrat 
mental  health  services.  In  1986,  Congress  exacted 
the  State  Conqirehensive  Mental  Health  Services 
Plan  Act  (Public  Law  99-660),  mandating  each  State 
to  develoi>— with  the  advice  of  mental  health 
consumers,  their  families,  and  other  advocates — a 
comprehensive  plan  to  serve  the  needs  of  seriously 
mentally  ill  individuals.  The  ^{Aasis  urn^  the 
original  act  was  clearly  on  services  for  soiously 
mentally  ill  adults,  although  services  for  children 
and  adolescents  were  expect^  to  be  a  part  of  each 
Staters  pian.^  TTie  Mental  Health  Amendments  of 
1990  (PubUc  Law  101-639),  passed  in  late  1990, 
imposed  a  requirement  that  St^tfes  cover  children 
and  adolescents  in  their  comprehensive  plans. 

Hie  State  Comprehensive  Mental  Health  Services 
Plan  Act  created  a  small  grant  program  to  provide 
resources  for  technical  assistance  to  the  States 
during  the  course  of  the  3-year  planning  process*  but 
appropriations  were  cut  back  from  the  statutory 
minimum  grant  level  in  each  of  the  first  2  years  and 
completely  eliminated  in  the  third  year.  The  State 
plans  developed  under  Public  Law  99-660  were 
approved  by  NIMH  in  mid-1990.  Compliance  moni- 
toring of  implementation  also  will  be  conducted  by 
NIMH,  and  States  will  be  exj^cted  to  submit 
progress  reports  documenting  substantial  imple- 
mentation  in  September  1991. 

The  Education  for  All  Handicapped  Children  Act 

For  adolescents  still  in  school,  the  Education  for 
All  Handicapped  Children  Act  (Public  Law  94-142), 
has  sometimes  proven  useftil  in  obtaining  needed 
mental  healtli  services.  This  act  requires  all  public 
school  systems  to  provide  free  and  appropriate 
wlucation  together  with  **related  services/*  in  the 
least  restrictive  environment,  for  children  and  ado- 
lescents with  physical  or  mental  handicaps.  Some 
school  jurisdictions  have  inteipreted  the  **related 
services*'  provision  as  requiring  them  to  provide 
mental  healtli  care,  while  other  local  educational 
authorities  have  excluded  the  provision  of  such  care 
from  their  obligations  under  Public  Law  94-142. 
Such  uneven  application  of  mental  health  services  to 
the  mental  health  needs  of  children  and  adolescents 
has  been  a  cause  of  concern  (205).  As  noted  above, 
recent  amendments  to  Public  Law  94-142  are 


*^Tbc  subsiaiKc  atnwc  compcMicDt  of  ibe  ADM  bkKk  grant  is  funhcr  divided--35  pcrccnl  of  the  fumls  must  be  devoted  to  alcohol  abuse  programs, 
35  perceni  must  be  used  for  drug  abuse  programs,  and  the  rcmaming  30  perceof  may  be  used  in  a  discreriooary  mamier  for  the  overali  subsiaiKrc  abuse 
prevention  and  tittttment  Held. 

*^MH  requested  Slates  to  include  these  populations  io  their  plans. 
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intended  to  improve  the  delivery  of  specidl  educa- 
tiondl  and  related  service  to  seriously  emotionally 
disturbed  adolescrats. 

NIMH  estimates  that  Public  Law  94- 142  providwi 
$63,6  million  in  fiscal  year  1983  expenditures  for 
both  direct  educational  and  related  services  (e.g.^ 
transportation,  support,  counseling,  assessment,  di- 
agnratic,  and  m^cal  services)  to  n^tally  ill 
children  and  adolescents  (131)*  An  additional  $23.5 
million  was  paid  to  assist  previously  instituticHial- 
ized  students  and  for  educational  suj^rt  for  stu- 
dents in  State-opemted  or  -supported  mental  health 
institutions  under  another  related  act,  the  Education 
Consolidation  and  Improvement  Act  of  1981  (Public 
Uw  89^313). 

Raseareh  on  Adofeseent  Mental  Heatth  Issues 

Three  recent  studies  have  evaluated  the  Federal 
commitment  to  adolescent  and  child  mental  health 
research  and  fotmd  it  wanting. 

In  1986,  an  OTA  smdy  on  children's  mental 
health  found  that  Federal  research  efforts  on  child 
and  adolescent  mental  health  were  seriously  under- 
funded (202).  OTA's  study  recognized  that  the 
Federal  Government  was  virtually  the  only  source  of 
funds  for  such  research  and  suggested  that  children*s 
mental  disorders  was  a  prime  example  of  an  area 
with  missed  research  opportunities. 

In  1988,  at  the  request  of  NIMH,  the  Instimte  of 
Medicine  initiated  a  study  of  mental,  behavioral,  and 
developmental  disorders  among  children  and  ado- 
lescents. The  following  year,  its  report,  Research  on 
Children  and  Adolescents'  Mental,  Behavioral,  and 
Developmental  Disorders,  faulted  NIMH  for  failure 
to  exert  leadership  in  relation  to  child  and  adolescent 
mental  disorders  and  called  for  a  5-year  plan  to 
increase  NIMH*s  funding  for  child  and  adolescent 
mental  health  research  and  research  training  to  $162 
million  (139). 

Following  release  of  the  Institute  of  Medicine's 
study  in  1989,  Congress  asked  NIMH  to  develop  a 
plan  delineating  how  it  would  expand  basic,  clinical. 


and  i^rvices  research  in  the  area  of  childrai^s  moital 
health.  In  19W,  the  Naticmal  Advisory  Mental 
Health  Council  of  NIMH  released  its  National  Plan 
for  Research  on  Child  and  Adolescent  Mental 
Disorders  (2I3)«  A  conclusion  in  that  docuo^t  was 
that  the  Nation  was  "doing  far  tro  little  to  develop 
the  i»:ientific  knowledge  needed  to  treat  or  prevent'* 
n^tal  illness  among  young  people  (213).  After 
recounting  several  rec^  advices  in  resewch,  the 
document  not^  diat  NIMH  had  not  been  able  to 
{TOvidte  the  level  of  suj^nnt  necessary  to  ^tain  and 
build  upon  those  advances,  The  Advisoiy  Mental 
Health  Council  of  NIMH  expressed  particular  era- 
c^n  about  tt^  dearth  of  young  scientists  committing 
themselves  to  research  in  adolescent  and  children's 
mental  disorders.  It  recomn^ided  a  phased  increase 
in  NIMH  support  for  r^eaidi^  and  research  tnuning 
in  adolescent  and  childrm's  n^ntal  disorders  from 
a  total  of  $923  million  in  fiscal  year  1990  to  $2833 
million  by  fiscal  year  1995  (213).^ 

The  Fedeaid  GovOTiment  has  become  involved 
somewhat  circuitously  in  financing  adolescent  men- 
tal health  senrices,  in  iunding  and  promoting  re- 
search, and  in  fostering  coordinated  service  delivery. 
Either  the  activity's  focus  has  been  broads  than  just 
mental  health,  or  adolescents  have  been  braefici- 
aries  of  programs  serving  a  larger  population  (e.g., 
low-income  families  as  in  Medicaid*  children  and 
adolescents,  all  mentally  ill  individuals).  Scant 
regard  has  been  paid  to  the  unique  developmental 
aspects  of  adolescence  which  seem  to  merit  a 
distinction  between  adolescent  mental  health  and 
either  child  or  adult  mental  health.  While  more  than 
an  afterthou^t,  adolescent  mental  health  has  not 
been  a  high  priority  on  the  Federal  agenda. 

Conclusions  and  Policy  Implications 

Although  a  national  systematic  epidemiological 
study  has  not  yet  been  mounted,  and  definitional 
issues  persist,  recent  data  suggest  that  approxi- 
mately 1  out  of  5  U,S.  adolescents  ages  10  to  18 
suffers  from  a  mental  health  problem  severe  enough 


^^Thc  itcomroendcd  Incaasc  was  to  supfXHi  both  clinical  research  and  services  research.  Clinical  research  is  conducted  in  a  clinical  settiog*  focusiQg 
OD  questions  regarding  such  manm  as  epidemiology,  etiology,  or  ticatincDt  cflfectivci>ess.  Services  research,  on  the  other  hffid,  examit»:s  q^cms  Issues 
like  services  Deeds,  effective  delivery  nmhaoisms,  or  flnaociog  options, 

•♦The  budgets  for  child  and  adolescent  mental  l^ih  recommended  by  the  Instimte  of  Medic  tne  and  by  the  Advisory  Council  of  NIMH  were  stnictitred 
differently  and  cannot  be  directly  compared.  Nooetbdess«  the  fundtQg  level  rcconm^ed  by  the  Advisory  Conndl  reprcscms a  significant  increase  over 
Q  '*ie  recommended  level  of  funding  endorse     the  Institute  of  MedicicK. 
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to  require  treatment.  About  1  out  of  4  U.S.  adoles- 
cents iq>ort8  symptoms  of  emotional  distress.**  In 
general,  the  adolescents  most  likely  to  be  diagnosed 
with  a  mental  disorder  are  male  and/or  of  lower 
socioeconomic  status.  Females  are  more  likely  than 
males  to  report  subjective  distress. 

Suicide  is  perhaps  the  most  severe  manifestation 
of  n^ntal  health  problems  among  adolescents,  and 
the  official  suicide  death  rate  has  more  than  doubled 
for  15-  to  19-ycar-olds  since  1968.  Trends  in 
adolescent  suicide  attonpts  are  not  available,  but  in 
1987,  1  out  of  7  adolescent  10th  graders  reported 
having  attempted  suicide.  White,  American  Indian, 
and  male  adolescents  are  most  likely  to  commit 
suicide.  Female  adolescents  are  more  likely  than 
males  to  report  suicide  attempts. 

While  between  18  and  22  percent  of  all  adoles- 
cents are  estimated  to  need  some  mental  health 
treatment,  perhaps  6  percent  actually  receive  some 
level  of  care  from  the  mental  health  system  in  a 
given  year,  meaning  that  at  leai-.t  two-thinis  to 
three-quarters  of  adolescents  who  ilo  have— or  are 
likely  to  have-^  diagnosable  mental  disorder  have 
no  contact  with  a  mental  health  provider.  This 
estimate  of  the  gap  between  services  and  need  does 
not  take  into  account  the  duration,  intensity,  appro- 
priateness, or  quality  of  the  level  of  service  pro- 
vided; in  addition,  it  does  not  include  the  adolescents 
who  may  n^t  have  a  diagnosable  disorder  but  may  be 
in  need  of  services  because  they  are  experiencing 
subjective  distress. 

In  addition  to  attempting  to  estimate  the  gap 
between  mental  health  service  need  and  availability, 
this  chapter  evaluated  the  effectiveness  of  two  levels 
of  prevention  of  mental  health  problems  among 
adolescents;  promotion  of  positive  mental  health, 
and  prevention  of  suicide,  hi  addition,  it  provided  an 
overview  of  the  mental  health  treatment  system, 
including  (to  the  extent  possible)  changes  over  time 
in  adolescents'  utilization  of  mental  health  treatment 
services,  reasons  for  die  gap  between  service  needs 
and  availabihty  (including  shortcomings  in  financ- 
ing of  mental  health  treatment  services  and  lack  of 
coordination  among  systems  charged  with  serving 
the  health  and  related  needs  of  adolescents),  the 
effectiveness  of  mental  health  treatment  for  adoles- 


cents, and  innovative  approaches  to  service  delivery. 
Finally,  it  examined  the  Federal  role  in  enhancing 
mental  health  services  for  ^olescents.  The  remain- 
der of  this  chapter  draws  conclusions  about  each  of 
these  issues,  and  notes  the  policy  implications  for 
each  of  them. 

m  Promotion  of  Mental  Heatth  and  Prewntion 
of  l^nial  Healtti  Pnlf terns  Among  Adolescents 

Despite  a  mounting  literature  on  positive  mental 
health  promotion,  there  remains  a  need  for  addi- 
tional, rigorous  scientific  research  on  mental  health 
risks,  appropriate  interventions,  and  inogiam  out- 
comps  (both  immediate  and  longitudinal).  Addi- 
tional research  is  needed  on  the  social  competence 
model  of  mental  health  promotion  to  assess  the 
effects  of  various  interventions  on  chiWren  with 
different  sociodemographic  characteristics,  adjust- 
ment levels,  and  learning  styles  (225).  Nonetheless, 
mental  health  promotion  efforts  seem  a  promising 
way  to  help  adolescents  cope  with  the  changes  thci 
adolescence  brings  and  develop  the  skills  needed  for 
the  fiiture.  Mental  health  promotion  efforts  may  not 
involve  labeling  any  adolescent  as  having  a  mental 
disorder,  and,  if  done  well,  they  can  give  adolescents 
a  chance  to  develop  empathy,  improve  inteipersonal 
relations,  and.  perhaps,  avoid  experiencing  unto- 
ward distress  and  serious  behavioral  problems  (92a). 

Programs  for  the  prevention  of  specific  mental 
disorders  have  not  been  adequately  assessed  either, 
afthough  one  observer  goes  even  further  in  criticiz- 
ing the  state  of  the  art  in  prevention.  Shaffer  asserts 
that  there  is  a  con^nsus  among  mental  health  care 
providers  that  primary  prevention  of  mental  disor- 
ders is  not  possible  m  most  instances,  precisely 
because  our  knowledge  of  causes  and  mechanisms 
of  adolescent  mental  disorders  is  so  limited  (169). 
He  argues  for  more  epidemiological  and  longitudi- 
nal research  to  correct  the  deficit,  as  well  as  for 
increased  attention  to  early  intervention  (secondary 
prevention)  for  those  adolescents  exhibiting  early 
symptoms  of  mental  health  problems. 

The  effectiveness  of  suicide  prevention  efforts  is 
difficult  to  evaluate,  in  large  part  because  the  base 
rale  of  completed  suicides  is  low.  Thus,  the  effec- 
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tiveness  of  suicide  invention  efforts  is  often  as- 
sessed in  terms  of  gains  in  knowledge  and  changes 
in  attitude.  Shaffer's  comments  about  the  difficulty 
of  primary  prevention  seem  particularly  applicable 
to  suicide,  although  there  may  be  one  exception. 
Given  that  firearms  are  the  leading  method  for 
conunitting  suicide  (accounting  for  half  of  all 
successful  adolescent  suicides),  limiting  adoles- 
cents' access  to  fireaims  would  probably  reduce  the 
number  of  completed  suicides,  if  not  the  number  of 
suicide  atten^ts 

The  Delivery  of  Mental  Health  Treatment 
Services  to  Adolescents 

In  considering  policy  changes  directed  toward  the 
mental  health  treatment  system,  it  is  important  to 
review  both  recent  encouri^g  developments  and 
persistent  problems  in  the  mental  health  treatment 
system 

A  number  of  gains  in  the  mental  health  service 
system  for  adolescents  in  recent  years  provide  a 
foundation  for  future  policy  changes: 

•  A  child  and  adolescent  mental  health  presence 
has  been  estabhshed  in  ahiwst  every  State  as  a 
result  of  CASSP  (the  Child  and  Adolescent 
Service  System  Program)  of  NIMH.  This  pres- 
ence has  increased  awareness  of  child  and 
adolescent  mental  health  needs  among  legisla- 
tors, service  planners,  and  providers  and  identi- 
fied promising  approaches  to  address  those 
needs. 

•  Models  for  the  provision  of  comprehensive, 
coordinated  mental  health  services  to  adoles- 
cents have  been  developed  in  selected  parts  of 
the  countT)'  (e.g.,  the  Ventura  County  Project  in 
California;  the  Kaleidoscope  Program  in  Chi- 
cago; and  the  Alaska  Youth  biitiative),  de- 
monstrating that  community-b^ed,  multisys- 
tem, public  sector  efforts  are  feasible  and 
apparently  promising  in  terms  of  effectiveness. 

•  There  is  a  growing,  though  still  incomplete, 
research  base  on  the  potential  effectiveness  of 
a  range  of  mental  health  services  for  adoles- 
cents. 

•  There  was  an  acro.ss-the-board  increase  be- 
tween 1975  and  1986  in  the  use  of  mental 
health  services  in  organized  settings  by  adoles- 
cents. Increases  were  greatest  m  the  use  of 


outpatient  mental  health  services  such  as  psy- 
chother^y  and  partial  hospitalizaticm.  Na- 
tional data  are  not  available  to  track  growth  in 
use  of  trther  nonresidential  services,  like  home- 
based  services  and  therapeutic  foster  care. 

Perplexing  and  persistent  jHoblems  in  mental 
health  service  delivery  include  the  following: 

•  Adolescents  who  need  mental  health  and  re- 
lated (e.g.,  social,  educational  general  health) 
services  from  multiple  agencies  continue  to 
suffer  in  most  communities  as  they  are  bounced 
from  one  bureaucracy  to  another,  often  pre- 
ceded by  a  wait  to  meet  eligibility  requirements 
for  services.  Interjurisdictional  rivalries  often 
prevent  the  pooling  of  resources  to  enrich  the 
availability  of  community-based  services  and 
deter  development  of  a  comprehensive  and 
effective  mental  health  system.  The  Slate 
Comprehensive  Mental  Health  Seivices  Plan 
(PubUc  Law  99-660,  as  amended)  may  help 
alleviate  this  problem.  That  law  may  provide  an 
opportunity  to  identify  local  resources  and 
coordinate  the  array  of  services  used  bylfeidoles- 
cents  with  mental  health  problems  and  their 
families  (e.g.,  intake  and  assessment,  treat- 
ment, rehabilitation,  crisis  intervention,  educa- 
tion, housing,  recremion). 

•  Even  when  mental  health  treatment  services  are 
available  for  adolescente,  some  adolescents* 
access  to  those  services  may  be  limited  because 
of  their  inability  to  pay  for  the  services.  The 
lack  of  health  insurance,  health  insurers'  lin  tita- 
tions  on  mental  health  benefits,  and  restrictive 
Medicaid  policies  in  some  States  are  all  factors 
that  may  limit  utilization  of  mental  health 
services  by  adolescents  in  ne«l. 

♦  In  1986,  racial  and  ethnic  minority  adolescents 
receivwJ  disproportionately  fewer  inpatient  and 
outpatient  services  in  specialty  mental  health 
organizations  than  did  white,  non-Hispanic 
adolescents.  Further,  racial  and  ethnic  minority 
adolescents  received  fewer  services  firom  such 
facilities  in  1986  than  they  did  m  1975  (relative 
to  the  size  of  their  populations).  It  is  unclear 
why  this  change  occurred,  but  it  may  be  related 
to  inadequate  Medicaid  fimding,  and  the  in- 
crease in  reliance  on  commercial  health  insur- 
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ance,  for  such  services.*  Lack  of  "cultural 
con^tency"  in  the  service  delivery  system 
has  also  bmi  implicated. 
•  There  are  ^ipareat  shortages  of  mental  health 
professionals  with  expertise  in  treating  adoles- 
cents, and  such  shorties  may  contribute  to  the 
limited  availability  of  mental  health  services 
for  the  adolescent  population. 

The  combination  of  mcouraging  developments 
ami  persistent  problems  in  the  meutal  health  treat- 
ment system  just  cited  has  a  number  of  in^)lications 
for  change,  lb  begin  to  correct  the  problems  of 
mental  health  service  delivay  will  require  attention 
at  Federal,  Stale,  and  local  levels,  across  systems  of 
care  which  serve  adolescents,  and  by  the  profes- 
sional organizations  of  physical  and  mental  health 
providers  concerned  with  the  adolescent  population. 
Major  implications  for  change  in  mental  health 
services  can  be  grouped  in  five  areas  and  are 
discussed  in  more  detail  below: 

1.  developing  local  systems  for  the  delivery  of 
mental  health  services, 

2.  financing  the  delivery  of  mental  health  treat- 
ment services, 

3.  use  of  institutional  mental  health  care, 

4.  training  for  mental  health  professionals,  and 

5.  research  on  services  for  adolescents  with 
mental  health  problems. 

Developing  Local  Systems  for  the  Delivery  of 
Mental  Health  Seivices 

If  adolescents  are  to  have  mental  health  treatment 
services  available  to  them  in  proportion  to  their 
need,  the  capacity  of  local  communities  to  deliver 
such  services  will  have  to  be  expanded.  Further- 
more, achieving  a  rational  and  integrated  system  of 
comprehensive  care  for  adolescents  will  require  a 
reconfiguration  of  the  mental  health  service  delivery 
system.  Critical  areas  for  change  m  the  mental  health 
service  delivery  system  were  specified  recently  by 
Knitzer  and  Yelton: 

1)  strengthening,  systematically,  the  range  of  non- 
residential services  that  are  available  to  children  and 
adolescents  and  families  across  systems,  2)  anchor- 


ing responsibility  for  individual  children  (and  ado- 
lescents) through  a  cross-agency  case-mani^ement 
syston,  and  3)  creating  a  new  organizatiraial  firame- 
woik  to  facilitate  cross-system  dedsionmaking  and 
resource  sharing  (1 17). 

Such  changes  will  require  new  resources.  Federal 
and  other  grants  to  build  mental  healdi  system 
capacity  at  the  local  level  should  encourage  the 
develqpmoit  of  a  ccmtinuum  of  care  for  mental 
health  and  related  {nvblems  in  those  agencies  which 
are  most  likely  to  serve  adolescents.  Finding  should 
be  flexU)Ie  so  that  implementation  of  individualized 
service  plans  for  adolescents  with  n^tal  health 
problems  is  feasible. 

Priority  should  be  given  to  increasing  tiie  availa- 
bility of  the  least  restrictive  forms  of  treatment  that 
are  appropriate  (e.g.,  home-based  crisis  services,  day 
treatment,  and  therapeutic  foster  care).  Research  on 
the  apprq>riatene$s  of  various  levels  of  care  is 
essential,  so  that  decisions  are  not  based  solely  on 
insurance  status  or  the  physical  availability  of 
mental  health  services. 

Financing  the  Delivery  of  Mental  Health  Services 

If  State  and  local  govenunents  are  to  respond  to 
the  need  for  developmentally  appropriate  mental 
health  services  for  adolescents,  fiinding  sources 
must  allow  greater  flexibility  in  the  use  of  funds. 
Fragmented  and  restrictive  financing  mechanisms 
impede  the  delivery  of  comprehensive  and  coordi- 
nated mental  health  and  related  services.  But  if 
resources  could  be  pooled  and  redirected  to  meet 
individual  treatment  needs  of  adolescents  with 
mental  health  problems,  funding  streams  could 
provide  iiKentives  for  interagency  linkages  and  a 
more  cohesive  mental  health  "system"  might  begin 
to  emerge.  Programs  also  could  more  readily  be  held 
accountable  for  client  outcomes,  since  they  would  be 
belter  positioned  to  gamer  the  resources  n«:essary  to 
do  the  job  they  were  intended  to  do. 

The  challenge  for  Federal  and  other  policymakers 
is  to  forge  funding  approaches  that  respond  to 
individual  treatment  needs,  rather  than  continuing  to 


w      ^^^^       ''*™'**°'^^**«^»f^*««'»«'SdKtcd  Groups  of  Adolescents.' 'to 

InduiD  and  Alaska  Native  adolcscenis  live  in  poor  or  near-poor  families  and  are  likely  to  depend  on  Medicaid  to  gain  access  to  bealthservices  Further 
not  an  poor  or  near-poor  adolescents  are  eligible  for  Medicaid,  and  Medicaid  coverage  of  mental  health  services  is  even  more  restricted  tba^  that  fo^ 
services  related  to  "physical"  iikiesses  and  conditions  (see  above  and  ch.  15.  '  financial  Access  to  Health  Services  "  in  Vol  UI) 
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finance  services  tied  to  specific  delivery  sites  (e,g., 
hospitals,  residential  txeatn^t  centers,  day  treat- 
ment programst  community  mental  health  centers). 
When  the  individual  is  the  focal  point  of  service 
financing,  jurisdictional  barriers  can  be  crossed  and 
interagency  coordination  and  cooperation  b^»mes 
a  necessity. 

Exan^les  of  some  models  of  n^tal  health 
service  <telivery  that  allow  flexible  funding  already 
exist.  These  exan:q)les  illustrate  that  the  swmingly 
daunting  task  of  relaxing  fiscal  constraints  on 
programs  can  be  overcome.  In  the  Alaska  Youth 
Initiative^  for  example,  funds  previously  used  for 
residential  treatinent  center  pigments  were  redi- 
rect^ toward  devebpmrat  of  community  {H'ograms 
for  the  same  adolescents.  Some  private  insurance 
companies  are  beginning  to  experiment  with  indi- 
vidualized mental  health  txeatn^nt  plans  that  are  not 
restricted  by  the  usual  outpatient  benefit  limits. 
TTjesc  plans  pemiit  reimbursement  for  conmiunity- 
based  alternatives  when  it  becon^s  clear  (on  a 
case-by-case  basis)  that  institutional  care  would  be 
more  expensive.^^  Similarly,  Medicaid  allows  Stales 
to  apply  for  a  waiver  to  use  funds  for  innovative 
community  services.  Only  Vermont  has  taken  ad- 
vantage of  this  option  however,  and  its  impact  has 
not  been  evaluated,^ 

In  the  long  term.  Federal  and  other  policymakers 
should  probably  develop  more  durable  and  well- 
delineated  policies  to  finance  mental  health  services 
in  communities.  In  the  public  sector,  these  policies 
might  involve:  1)  sharing  resources  across  agencies 
(e.g.,  social  services  departments  could  reimburse 
the  mental  health  system  for  in-State  or  community 
care);  2)  use  of  State  Medicaid  matching  funds  to 
promote  coordination  across  agencies;  3)  more 
creative  and  extensive  use  of  the  Medicaid  Home 
and  Community  Care  option,  which  could  substan- 
tially increase  reimbursement  for  community-based 
services;  and  4)  creative  use  of  EPSDT  Federal 
regulations  to  correct  the  significant  inequities  in 
coverage  of  mental  health  services  by  Medicaid 
across  States.  Insurance  companies  may  have  to  be 
convinced  with  cost-effectiveness  studies?  that  the 
range  of  conununity  interventions  being  advocated 
is  both  viable  and  effective. 


Use  ot  Institutional  Mental  Health  Care 

The  titiid  majcwr  policy  area,  conrera  about 
extensive  use  of  private  psychiatric  hospitals  and 
residentkd  care  for  adolescaits»  requires  careful 
attention,  altlK>ugh  the  Federal  role  in  this  area  has 
been  limited.  NMHA  has  proposed  a  number  of 
reconmiendations  directed  at  reducing  excessive  use 
of  n^ntal  iK^spitals  and  residential  treatn^t  centm 
for  duldren  (see  box  11-D). 

Hospitals  and  residential  treatment  centers  pro- 
vide an  important  con^nment  of  care  for  severely 
m^tally  disuirbed  adolescents,  albeit  on  the  ex- 
tx^ne  end  of  the  continuunL  Explicit  critma  f<^  the 
nK)st  restrictive  and  expaisive  forms  of  treatment 
need  to  be  developed.  The  Fccteral  Govemmrat 
could  support  efforts  to  develop  such  crheria. 

Resolving  the  issue  of  q^propriate  use  of  general 
hospitals,  psychiatric  hospitals,  and  residratial  treat- 
ment centm  vs.  less  restrictive  levels  of  care  for 
adolescents  with  mratal  health  problons  is  likely  to 
require  major  publicy^private  sector  negotiation.  Pri- 
vate psychiatric  hospitals — major  provider  of  inpa- 
tient adolescent  care — tend  not  to  serve  public 
Medicaid  patients.  These  hospitals  are  more  likely  to 
offer  comprehensive  care  than  general  hospitals, 
however,  and,  in  some  communities,  they  have  more 
extensive  resources  than  the  public  mental  health 
agencies.  An  area  to  explore  is  whether  some  of 
tiiese  well-established  hospitals  could  be  interested 
in  providing  conq)rehensive  care  for  a  broader 
socioeconomic  range  of  adolescent  patients  (as  is 
currcntiy  occurring  at  Sheppard  Ptatt  Hospital  in 
Baltimore  through  a  contract  with  the  State  of 
Maryland)  (39).  Residential  treatment  centers,  mostiy 
private,  nonprofit  organizations,  are  reimbursed 
largely  under  governmental  contracts  with  public 
dollars.  Possibly  residential  treatment  cenlCTS  could 
offer  a  broader  range  of  mental  health  services  to 
local  populations  in  the  areas  where  they  are  located. 

Training  tor  Mental  Health  Professionals 

Although  comprehensive  data  on  the  numbers  of 
mental  health  professionals  trained  to  work  with 
adolescents  are  not  available,  the  difficulties  encoun- 
tered in  filling  clinical  positions  (39)  and  with  the 
data  that  are  available  make  it  clear  that  there  are 
shortages.  If  adolescents  are  to  receive  mental  health 
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Bax  ll'D^The  National  Mental  Health 
Assadation^s  Recommendations  To  Limit 
Use  of  Inpatient  Mental  Health  Care 

1.  Qeate  c^nnnmnity-b^ed  mental  healA  $eiv- 
loes. 

2*  De?ek^  a  chUd-ceotered  and  femUy-focus^ 
ffj^ton  of  mental  heabh  service 

3.  Adopt  a  diUifaeD*s  BUI  Rights  (to  protea 
against  inappwyiaic  plac^neitts)* 

4.  Flan  to  icdmi  cfaifaliai  taant  {apfl&es  to  chU- 
dren  fisad  ottt  of  State). 

5.  ftofalbit  placenmtts  out^  of  the  State's 
jiiiisdictiQiL 

6.  P)ncM4ttivatniemofcMdrcnin»ii^ 
State  ho^ntals. 

7.  EstaMish  a  gatekeq^sydra(Le.,  local  case 
review  committees  to  pievent  cmt-of^home 
plittCQtent  imless  theie  is  no  altemtfive). 

8.  FvSfy  Imptement  PaMk  Law  94-142  (Educa- 
tioQ  Uff  AU  Hamficai^  Qiildrai  Act). 

9.  Inqnove  State  monitoring. 

10.  Rtovide  case  management  from  the  child's 
perspective; 

11.  Expand  advocacy. 

12«  Mandate  inter^ocy  planning. 
13*  Pmnlt  flexible  use  of  fnnds. 

14.  Impnove  or  repeal  interstate  compacts. 

15.  In^m^ve  data  collectimi  (lefm  to  inq>roving 
data  systems  on  services  for  children  with 
enK>ticiial  problems). 

16.  Conduct  a  n^raai  study  to  delemiine  the 
^atus  of  childrai  in  private  i^ychiatric  facili- 
ty. 

SOURCE:  Natioial  Mental  Hcaldi  Assoctolkm.  Rtpart  cfthe 
InvUilfie  Children  Projea  (Widiii^^  DC:  1989), 


servicest  a  sufficient  number  of  mental  health 
professionals  must  be  recruited  into  the  child  and 
adolescent  mental  health  field  and  encouraged  to 
locate  throughout  the  Nation.  NIMH  funding  for 
clinical  training  has  diminished  over  the  years.  One 
possibility  is  for  States  to  assume  a  more  significant 
role  in  training  clinicians  to  woiic  with  adolescents 
and  their  families.  Another  possibility  is  for  NIMH 
to  increase  its  funding  for  clinical  training  (127a). 
Continuing  education  to  promote  clinicians*  aware- 
ness of  innovations  and  successful  models  of  service 
delivery  would  also  be  useful. 

Finally,  as  new  policies  for  mental  health  services 
are  delil^rated,  sensitivity  to  the  needs  of  different 
'^ultural,  ethnic,  and  racial  groups  needs  to  be  a 


pdority .  Designing  services  that  are  more  responsive 
to  minorities  may  be  a  community-level  issue*  but 
the  recnutment  and  training  of  minc^ty  clinicians 
and  the  development  of  ^^propriate  knowledge 
bases  pertaining  to  adolescents,  have  inqplications  at 
the  State  and  national  level.  A  recent  volume 
describing  the  consensus  about  provision  of  mental 
health  services  to  minority  children  and  adolescents 
with  mental  illness  delineates  a  numbo*  of  useful 
guiding  principles  (53^204),  but  as  discussed  mot^ 
fully  in  chs^ter  18,  * 'Issues  in  the  Delivery  of 
Services  to  Selected  Groups  of  Adolew^ts/*  in 
Vol.  m  of  this  Report,  much  more  research  needs  to 
be  done  on  this  topic. 

Research  on  Services  for  Adolescents  With 
Mental  Health  Problems 

Research  on  services  for  adolescents  with  mental 
health  problems  has  lagged  behind  research  on  such 
services  for  adults.  Ideally,  service  systems  for 
mental  health  problems  should  be  designed  on  the 
basis  of  clear  ccHiceptions  about  disorders  (including 
definition,  etiology,  course,  and  p-ognosis)  and 
knowledge  about  the  efficacy  of  treatment  for 
specific  disorders  and  populations.  But  controversy 
surrounds  both  the  diagnosis  of  adolescent  mental 
health  problems  and  their  treatment.  Thus,  there  are 
research  deficits  in  epidemiological  data,  clinical 
information,  and  services  data. 

Although  the  existing  knowledge  base  offers 
some  general  guidance  to  mental  health  providers 
and  policymakers,  more  precise  guidance  on  the 
types  of  treatment  to  be  offered  cannot  be  offCTed 
without  significant  research  advances.  The  unavoid- 
able need  for  service  systems  development  requires 
that  research  on  service  systems  proceed  at  the  same 
time  that  the  epidemiological  and  clinical  research 
base  continues  to  mature.  Findings  wiU  have  to  be 
incorporated  into  policy  developments  and  into 
re^arch  on  service  systems  on  an  incren^ntal  basis. 

The  following  in^lications  for  research  touch 
briefly  on  epidemiological  and  clinical  research  that 
is  directly  relevant  to  mental  health  service  systems 
development.  A  more  comprehensive  research  agenda 
addressing  these  areas  can  be  found  in  the  1989 
Institute  of  Medicine  and  the  NIMH  Advisory 
Mental  Health  Council  reports  on  research  pertain- 
ing to  children  and  adolescents  with  mental,  behav- 
ioral, and  developmental  disorders  (139,213).  Both 
reports  recommended  significant  increases  in  Fed- 
er*^  support  for  research  on  mental  health  services 
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and  systems  of  care  for  children  and  adolescents,  and 
even  larger  amounts  for  other  types  of  research  on 
the  mental  health  problems  of  cUldren  and  adoles- 
cents (139). 

Research  is  needed  to  accomplish  the  following 
tasks: 

L  Develop  estimates  of  adolescents'  need  for 
mental  health  services  based  on  epidemiological 
surveys.  At  all  levels  of  care,  the  utilization  of 
mental  health  services  by  adolescents  is  increasing. 
Despite  increases  in  service  use,  the  low  rate  of 
mental  health  service  use  relative  to  n^  represents 
a  significant  concern.  While  an  estimated  20  perc^t 
of  U.S.  adolescents  need  mental  health  services, 
only  about  6  percent  of  adolescents  use  such 
services.  The  possibility  that  a  number  of  adoles- 
cents are  receiving  mental  health  care  through 
sectors  other  than  the  mental  health  system  (i,e., 
health,  education,  social  services,  and  juvenile 
justice)  needs  to  be  examined  in  studies  at  the 
national.  State,  and  local  levels  to  more  accurately 
assess  the  availability  of  mental  health  services.  The 
low  rates  of  mental  health  service  use  by  adolescents 
also  suggest  a  need  to  study  the  perceived  accessibil- 
ity of  services  to  adolescents  from  the  perspectives 
of  cost  and  comfort  with  seeking  care. 

Estimating  adolescents'  need  for  mental  health 
care  will  require  going  beyond  the  usual  approach  of 
identilying  the  gap  between  adolescents  with  a 
mental  health  condition  and  those  actually  receiving 
services.  TTie  need  for  treatment  must  be  related  to 
specific  system  components  and  defined  in  terms  of 
severity  of  illness,  level  of  functioning,  family 
concerns,  community  attitudes,  and  capacity.  For 
that  reason,  the  inclusion  of  such  parameters  in  the 
forthcoming  child  and  adolescent  epidemiology 
catchment  area  studies  will  important, 

2.  Evaluate  the  effectiveness  of  various  mental 
health  treatment  modalities  for  adolescents.  Given 
the  very  limited  and  poorly  controlled  research 
literature  on  the  effectiveness  of  mental  health 
treatment  modalities  for  adolescents,  research  is 
needed  on  all  levels  of  care  and  all  types  of  services. 

An  initial  priority  for  a  research  agenda  should  be 
to  carefully  delineate  the  characteristics  of  adoles- 
cents who  require  and  benefit  from  inpatient  and 
residential  settings.  Research  on  the  more  restrictive 
and  expensive  forms  of  treatment  needs  to  be 
iS  lanc^  with  research  on  innovative  and  less 
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expensive  forms  of  care.  Future  studies  on  the 
effectiveness  of  psychoth^apy,  psychotropic  medi- 
cation, and  other  ouq>at}ent  s^vices  should  give 
^)ecial  attration  to  low-income  and  minority  popu- 
lations and  should  pay  attention  to  specific  clinical 
conditions  and  comc^idities  (particiUarly  substance 
abuse  and  other  mental  disorders).  A  major  initiative 
could  be  designed  to  assess  the  effectiveness  of 
different  tieatn^nt  modalities  for  adolescents  with 
conduct  diswders,  as  this  is  a  frequently  identified 
clinical  population  across  levels  of  care  and  in 
school-supported  programs  for  emotionally  dis- 
turbed children  and  adolescents  (71).  Research  on 
p^hotropic  medications  requires  larger  adolescent 
^unples  and  longer  followup  periods  than  are 
typically  used*  In  acblition,  the  ^pro(»iate  modes  of 
treatment  for  subclinical  problems  that  are  disturb- 
ing to  adolescents,  but  that  may  not  meet  the  criteria 
for  dia^osable  disorder,  deserve  attention. 

In  planning  studies  of  the  effectiveness  of  mental 
health  treatment  for  adolescents,  it  is  important  to 
give  methodological  issues  critical  attention.  Re- 
search on  treatment  modalities  should  be  of  experi- 
mental or  quasi-experimental  designs.  Studies  with 
random  assigtunent  of  subjects  are  preferable,  but  if 
randomized  studies  are  not  feasible,  researchers 
siiould  find  acceptable  comparison  groups.  To  be 
useful  in  assessing  treatment  effectiveness,  shidies 
should  be  longitudinal,  assess  combinations  of 
treatments,  and  pay  special  attention  to  reliable  and 
valid  outcome  measures.  With  sound  information 
about  effectiveness,  the  next  level  of  studies  can  be 
considered. 

3.  Assess  the  potential  for  substitution  of  community' 
based  mental  health  treatment  services  for  restric- 
tive  institutional  services.  This  undertaking  seems 
warranted  because  of  observations  that  institutional 
care  may  be  overutilized  for  adolescents  with  mental 
health  problems  and  that  the  great  majority  of 
service  dollars  are  tied  up  in  hospitals  and  residential 
treatment  settings.  Some  of  these  restrictive  institu- 
tional services  may  neither  be  required  nor  effective 
(at  least  for  selected  clinical  groups),  but  th^  issues 
ought  to  be  very  carefully  examined.  Alternative 
service  strategies  should  be  in  place  before  research 
to  test  substitution  of  services  is  undertaken. 

4,  Develop  criteria  for  quality  mental  health 
treatment  of  adolescents.  An  initial  step  may  be  to 
obtain  descriptive  data  on  the  characteristics  of 
clients  and  clinical  fH-actices  at  each  level  of  mental 
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health  care.  TTiis  would  provide  a  basis  for  consen- 
sus groups  to  propose  criteria  or  standards  for  caie 
that  would  define  quality.  A  subsequent  critical  step 
wotild  be  to  explore  and  identify  linkages  between 
clinical  processes  and  client  outcomes  to  be  sure  that 
quality  care  does  in  fact  result  in  positive  outcomes. 

5.  Determine  effective  mental  health  service 
system  design  and  devehpmem.  Comprehensive 
sCTvice  models  using  a  ccmtinuum  of  care  have  been 
reviewed  (e.g.,  the  Ventura  County  Project  Califor- 
nia, the  Alaska  Youth  hiitiative),  and  additional 
research  is  underway.  Further  research  opportunities 
to  compare  approaches  to  organizing  services  will 
emerge  as  the  child  and  adolescent  demonstrations 
recently  funded  by  the  Robert  Wood  Johnson 
Foundation  get  underway.  In  order  to  be  most  useful, 
organizational  models  need  to  be  clearly  described, 
fully  tested,  and  replicated  for  their  differentiai 
ability  to  affect  rates  of  service  use  by  target 
populations,  quality  of  care,  cost,  and  clinical 
outcomes. 

lb  determine  whether  increased  availability  and 
provision  of  mental  health  services  actually  results 
from  capacity-building  policy  changes,  the  relation- 
ship between  policy  change  and  service  system 
capacity  needs  to  be  critically  examined  (186a). 
There  is  also  a  need  to  evaluate  service  system 
perfOTmance  to  assess  whether  clients  who  are  the 
most  in  need  receive  services  in  ways  that  meet  their 
needs.  The  usefulness  of  case  management  as  a 
systerns  level  intervention  also  requires  specific 
attention.  Case  managers,  particularly  for  seriously 
emotionally  disturbed  youth,  are  being  employed 
across  the  country,  but  OTA  is  not  aware  of  any 
published  research  on  their  effectiveness  with  ado- 
lescent clients. 

Finally,  research  on  the  extent,  adequacy,  and 
appropriateness  of  mental  health  services  for  adoles- 
cents provided  in  sectors  other  than  the  mental 
health  system— primary  health  care,  juvenile  jus- 
tice, social  welfare,  and  the  schools— should  be 
expands!  in  order  to  develop  a  complete  picture  of 
adolescents'  access  to  appropriate  and  effective 
mental  health  services.  Currently,  the  lack  of  com- 
plete information  may  lead  to  diffusion  of  respon- 
sibility—a sense  that  the  adolescent  "must  be" 
receiving  care  in  some  other  system.  Areas  for 
investigation  range  from  the  adequacy  of  diagnosis 
and  the  appropriateness  of  treatment  provided  in 


these  sectors  to  the  mechanisms  available  for 
coordinating  care  with  the  traditional  mental  health 
system. 

6.  Evaluate  alternative  methods  for  financing 
meniai  health  services  for  adolescents.  In  order  to 
improve  access  for  adolescaits,  techniques  ranging 
from  varying  insurance  benefits  to  creating  fiscal 
incentives  for  imiroving  community  care,  should  be 
explored  to  identify  financing  methods  that  facilitate 
implementation  and  q>eration  of  a  continuum  of 
care.  Further,  financing  mechanisms  that  influence 
utilization  of  mental  health  services  (such  as  man- 
aged care  with  a  network  of  contracted  providers  v. 
a  fee-fcMT-service  system)  need  further  attention  to 
determine  their  impact  on  adolescent  client  groups. 

7.  Strengthen  recruitment  and  training  of  re- 
searchers in  adolescent  mental  health.  In  rader  to 
eventually  improve  the  system  of  care  for  adoles- 
cents, Nam  should  continue  to  be  encouraged  to 
support  the  recruitment  and  training  of  mental  health 
professionals  {n«i»red  to  conduct  research  on  ado- 
lescent disorders,  treatment,  and  services.  This  need 
was  reflected  as  a  priority  in  the  1989  Institute  of 
Medicine  report  on  research  (139). 

Summary  o1  Federal  Policy  Implications 

Although  mental  health  policy  and  program 
changes  can  be  made  in  both  the  private  and  public 
sectors,  and  at  many  levels  of  both  sectors,  the 
Federal  Government  could  take  several  steps  to 
improve  adolescent  mental  health. 

In  oi^er  to  make  mental  health  services  available 
for  more  adolescents,  the  Federal  Government  could 
support  efforts  to  make  health  insurance  more 
available  for  mental  health  problems.  One  way  to  do 
this  would  be  to  mandate  changes  in  Medicaid  rules 
pertaining  to  mental  health  services.  In  order  to  be 
consistent  with  the  goal  of  providing  care  in  the  least 
restrictive  environment,  any  such  changes  could 
favor  outpatient  and  other  nonresidential  forms  of 
care  over  inpatient  care. 

lb  the  extent  that  insurance  reimbursement  de- 
pends on  the  existence  of  a  diagnosable  mental 
disorder,  adolescents*  $ubj«:tive  distress  may  be 
overlooked.  In  addition,  the  approachability  of 
mental  health  services  for  adolescents  may  be 
reduced  by  insurance  requirements  for  parental 
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consent  or  notification.*'  In  order  to  increase  access 
to  mental  health  services  for  adolescents — based  on 
their  subjectively  perceived  needs— the  Federal 
Government  could  support  the  increased  availability 
of  mental  health  services  for  adolescents  in  accessi- 
ble settings  such  as  schools.^ 

One  factor  that  impedes  efforts  to  increase  availa- 
bility of  mental  health  services  to  adolescents  is  Ac 
paucity  of  mental  health  professionals  specially 
trained  to  deal  with  adolescents.  The  Federal  Gov- 
ernment could  support  a  major  clinical  training 
effort  to  increase  the  number  of  mental  health 
professionals  trained  to  wodt  with  adolescents. 

A  second  factor  holding  back  a  major  effort  to 
increase  nsntal  health  services  for  adolescents  is  the 
paucity  of  research  on  the  full  range  of  issues  related 
to  adolescent  menial  health,  including  epidemiology, 
risk  and  protective  factors,  prevention,  treatment, 
and  service  systems.  As  recommended  by  the 
Insiimte  of  Medicine  and  the  NTMH's  National 
Advisory  Mental  Health  Council,  Federal  funds  for 
mental  health  research  and  research  training  need  to 
be  increased  dramatically  for  the  foreseeable  fiiture 
(139,213),  Because  the  ^ropriateness  and  effec- 
tiveness of  inpatient  and  residential  treatment  for 
adolescents  is  so  controversial  an  issue,  objective, 
scientific  research  on  the  topic  requires  particular 
attention. 

Much  of  the  Federal  Government's  attention  to 
mental  health  issues — for  all  ages  comt  ned — 
pertains  to  serious  mental  disorders.  This  focus  may 
not  be  appropriate  for  adolescents,  many  of  whom 
may  require  help  in  learning  how  to  deal  with  normal 
life  circumstances  (e.g.,  92a)  and/or  suffer  from 
subjective  distress.  In  order  to  be  responsive  to  the 
needs  of  adolescents  as  a  group,  the  Federal  Govern- 
ment could  initiate  efforts  to  support:  1)  the  promo- 
tion of  positive  mental  health  (for  all  adolescents); 
and  2)  early  treatment  intervention  for  those  adoles- 
cents at  high  risk  for  problems,  as  evidenced  by  their 
subjective  distress,  their  troubled  behavior  [which 
may  not  meet  the  criteria  of  DSM-III-R],  or  their  life 
circumstances.  Research  efforts  are  needed  to  sub- 
stantiate the  most  effective  ways  of  meeting  these 
adolescent  needs,  although  more  progress  has  been 
made  in  the  area  of  mental  health  promotion.  In  sum. 


a  much  more  active  effort  is  needed  on  the  part  of  the 
Federal  GovenuiKait  if  adolescents'  mental  health 
needs  are  to  be  met 

Specific  options  for  congressional  consideration 
are  listed  in  Vol.  I  of  this  Report,  Summary  and 
Policy  Options. 
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Chapter  12 

ALCOHOL,  TOBACCO,  AND  DRUG  ABUSE: 
PREVENTION  AND  SERVICES 


introduction 

Hie  use  and  abuse  of  alcohol,  tobacco,  and  illicit 
drags  are  currently  of  great  concern  to  the  American 
public  (106310.312).  The  abuse  of  alcohol  and 
other  psychoactive  (mind-altering)  substances  is 
often  seen  as  particularly  dangerous  for  adolescents 
because  it  can  interfere  with  the  * 'developmental 
tasks*'  of  adolescence.^  ^ 

Box  12'A  provides  a  general  overview  of  alcohol 
and  other  major  classes  of  psychoactive  substances 
with  the  potential  for  abuse  and/or  dependence.  The 
effects  of  psychoactive  substances  vary,  depending 
on  the  specific  substance  used,  on  the  quwtity, 
firequency,  and  duration  of  use,  on  users'  expecta- 
tions, on  the  mode  of  administration,  and  on  whether 
other  substances  are  used  simultaneously  (147,156). 
It  is  beyond  the  scope  of  this  chapter  to  delineate  all 
of  the  possible  effects  of  psychoactive  substances. 
As  discussed  later*  very  little  is  known  about  the 
specific  effects  of  psychoactive  substances  on  ado- 
lescents. 

This  chapter  discusses  defmitions  of  substance 
abuse  and  reviews  available  evidence  on  the  use  of 
alcohol,  tobacco,  and  other  psychoactive  substances 
among  U-S.  adolescents.  The  chapter  then  examines 
family,  peer  related,  personal,  and  other  risk  factors 
associated  with  the  initiation  and  continuation  of 
psychoactive  substance  use;  the  consequences  of 
psychoactive  substance  use  and  abuse  for  adoles- 
cents; and  the  economic  costs  to  society.  It  next 
considers  the  effectiveness  of  preventive  and  treat- 
ment interventions.  The  chapter  concludes  with  a 
consideration  of  issues  pertaining  to  relevant  Fed- 
eral programs  and  policies. 


Background  on  Psychoactive  Substance 
Use  and  Abuse 

DellnlUons  of  Substance  Abuse 

There  is  considerable  controversy  about  what 
constitutes  substance  abuse  among  adolescents  (see 
box  12-B).  Some  would  maintain  ihat  any  use  of 
alcohol  and  other  drags  by  an  adolescent  should  be 
considered  substance  abuse.  Others  suggest  that 
experimentation — particularly  with  such  psydioac- 
tive  substances  as  alcohol  or  tot^cco  diat  are 
available  fOT  purchase  by  adults  of  legal  age — dispart 
of  normal  late  adole^nt  develofHiient  and  does  not 
necessarily  have  harmful  consequences  (26,208,252, 
263).^  The  Alcohol,  Drug  Abuse,  and  Mratal  Health 
Administration  (ADAMHA)  within  the  U.S.  D^mrt- 
ment  of  Health  and  Human  Services  (DHHS)  has 
expressed  the  view—through  its  Office  for  Sub- 
stance Abuse  Prevention  (OSAP) — that  any  drag 
use  by  adolescents  should  be  prevented  (311). 
Another  ADAMHA  agency,  the  National  Institute 
on  Dm$  Abuse  (NIDA),  has  defined  drag  abuse  in 
other  ways  (302,303),  The  American  Psychiatric 
Association,  using  clinical  criteria  specified  in  the 
Diagnostic  and  Statistical  Manual  af  Mental  Disor- 
ders, 3rd  ed.,  revised  (DSM-HI-R),  draws  distinc- 
tions between  psychoactive  substance  use,  abuse, 
and  dependence,  with  dependence  being  more  seri- 
ous than  abuse  (see  box  I2-B),  The  criteria  in 
DSM-in-R  make  no  distinctions  between  adults  and 
adolescents  (4), 

In  the  discussion  that  follows,  except  ^where 
otherwise  noted,  the  term  '"psychoactive  substance 
use'*  includes  the  entire  range  of  experience  with  a 
psychoactive  substance — from  a  single  exposure  to 
prolonged  and  habitual  use.  The  term  psychoactive 
substance  abuse*'  is  used  whenever  a  more  limited 
meaning  (i.e.,  use  that  results  in  injury,  incapacity, 


^This  chapter  uses  tbc  general  term  psydwactivc  substance  lo  cover  alcohol  nicotine  (found  in  tobacco),  and  iUidf  dnigs  (e.g.,  heroin,  cocaine; 
nunjuana).  Strictly  speakii^  alt  of  these  substances  are  dregs  <ic,  cbcniical  or  bioi<^k:al  substances  that  can  be  used  to  affecf  the  structure  or  function 
of  the  body).  However,  the  tenn  drug  is  soroctocs  used  to  refer  specifically  to  illicit  drugs. 

^For  a  discussion  of  some  of  the  devclopmcniaJ  tasks  faced  by  adolc^cnts,  sec  ch.  2,  **What  Is  Adolescent  Health?"  in  (his  volume, 

'However,  it  should  be  noted  that  roost  researchers  im>w  believe  Uiat  the  use  of  psyclK)acttve  substances  in  childhood  or  in  tl^  ftrst  years  of  adolescence 
is  nor  Qonnal  and  may  be  prediaive  of  serious  behavioral  problems  in  later  adolescence  (263). 
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Box  12'A--4)verview  of  Alcohol  and  Some  Other  Psychoactive  Substances 


ALCOHOL  (ethytatoohof) 


CAftNABIS  (THC) 


Ateohol,  one  of  the  rnost  wkte^  used  of  alt 
Augs*  is  a  oentrid  n6»'WH»  syfitam  ftepras- 
santw^  i^ffects  simrtar  totl^S9  ctf^cfeitfve' 
hypnofc  omipmmds  (6w  below).  At  km 
dosw.  atoohoi  msy  be  ffisooMed  wmi  be- 
ImiofBl  andMion  thoi^  to  be  due  to  the 
d^^m^km  of  bd^ti^  nmtfOf^  In  ttie  br^. 
Ahx>M  differs  fmm  sectaUve-hyprotio  oom* 
pDunfe  bi  that  is  used  prfmai^  for  reorea- 
tionatc^Gootalrathertttanmedoedpiffposes. 


THC  (tetrahydnocarmblnoi),  ttie  actfveas^ 
bi  mar^uana*  alters  p^oep^ns,  oonoentra- 
tim.  emotkm,  andbehaWor,  tfiwgh  the 
mechai^OTis  of  iMton  are  not  erttl^  dear. 
Researchershave  found,  ho«wer»thatTHC 
chants  the  wajr  in  which  sensory  tnftmra- 
tf  on  is  processed  by  the  bratn.  It  can  be 
medicaitylo  rafter  nausea  and  side  effects 
of  chemotherapy  h  cano^  patients;  It  is  very 
larefy  used  to  treat  glaucoma. 


1.  BaftaltumtesCdowners'*  or  ^terbs**):  panto- 
barbital  sodium  membutal^  seo^rbftal 
so<ftim[Saoona^,amobarfaHGd{Amyta^ 
taten<^aSy 

2.  ^tonba^btturatehypfmttes:  methaquakxre 
(C^taatudes^*p— taken  <»at^ 

a  l>anquBii8rs:dtaz8pm{\^th^^ 
epoxkle  hydfochk^fde  IUt»iunr)-Htaken 
oraliy 


1 .  Marijuana  f  poT  or  "grass")— smoked  or 
eaten 

2.  Hash^  f'hash'*)— smoked  or  eaten 

3.  fte^lsh  oil  f -hash  <rfrHen)oked  {mixed 
wlthtcdK^co) 

4.  l&lrahydrocannatsind  (THC)— taken  ofBtty 
Incaf^utes 


SEDATIVES.  HYPNOTICS,  OH  Sedat^e4iypnotksaredhJpof<Sversedi^ 
ANXiOLVTfCS  caistmctufethatejwtanmsefectiva^- 

^d^pressOTtaotkHionthecerttralnefvous 
systOTt  In  ffildiUor^  they  racbioe  mstaboHsm 
in  avariety  of  tisa^s  bithe  body,  depiessing 
any  syrtem  that  i^^mefgy.  OeprndlngcHi 
the  dose,  any  88daUve4^pm^  oonqimmd 
may  be  das^fied  as  a  sedative  (an  ^lent 
timt  ^aye  exoitementX  a  trar^iser  (an 
antianxiety  agent),  a  hyprotte  (a  sieep- 
in^ffiing  agenQ,  or  an  ane^hetic  (an  ^lent 
that  tiiCTAiates  pabi).  SedMhfQ^^vx^  are 
medtcal^  as  eMfa^H^anxto^ttos  Anti- 
anxiety agents),  l^pnottes,  anU^pi^:^, 
musde  relaxai^  and  gensfai  ane^hetfe& 


1.1 

2.  Wine 

3.  ''HarcT  Ikym  (e.g.,  wMskey,  gin). 


NICOTINE  {active  Ingredient         Nicotine,  oUalned  natirafly  from  tobacco,  is    1 ,  Cigarettes 

in  tobacco)  aoentialnervoussyslemstimUant^ftexerts    2.  Smoketess  tobacco  (l.e.,  snuff  or  chewing 

its  actk»i  secondary  to  stimulatton  of  o^abi  tcdbacco) 

Ghoiineigto  (exi^tory)  ^na|»es  both  within 

tt»  brtin  and  in  tire  peripheral  nervous 
 system 

OAcocw«ngtD^lten,0n«oouk#oonc«*vaWyote»8J^ 
3)bflhgvk)fal«ff«:t9,  Pr<*«biyth«mMtus^aw«^^ 
l9teofimflsdfbrflTl8  appfoaohtobeo«npr»hmh«.  AHmlta^ 
dlffef«mstf«cts,andnwf^dm98of<««^tofitn«^irsa^ 

appTMoh.  Ih9  das^f  ioatlon  u«sd  hw  Is  based  on  tha  oala9«fa«  tn  tha  Amorioan  P^hkitrie  Aaiodation'i  tMi^^mtte  and  ^^hatktamtafof 
Af^£i/D£$Qfi^  M  ad^  rav^  Aouoiding  to  the  Amwican  Psy^^ 

K?y^  nteotlna  ara  assodated  wfth  both  abi»a  and  dopandanco.  ^Soot^  Is  osso^stad  wfth  dapaixjanoQ  but  nai  abusa. 

^TTia  pctmm  phyalotegieal,  ps^MtoTosloal,  and  bahavlctraf  ^f^ts  of  usfng  tha  payehooctiva  auManeaa  ahovm  ara  diaeusaad  in  tha  smjroaa  f  Istad 

b^ow.  Tha  oonsaquanoas  dapand  f n  pan  on  tha  ^)adfie  dn^  used*  tha  dc»^ 
^Canfraf  narv«/aa>9tim^^nn/^i/7^aradniss  that  can  afavata  nrvood,  tneraasa  alartna».  r^i^uo^  fatlgua,  provlda  a  aansa  of  incraasad  anar^, 

dacraasaapprtlta^andlmprovataakpaffofmance.Thayca^ 

structuras  and  machanfsms  of  action. 
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COCAINE 


AMPHETAMtrcS  AND  RELATED 
STIMULANTS* 

1.  Amph^amlnes 


2.  Nonamphetamine  stimulants 


HALLUCiNOOENS 


Ccx^atne*  oiatabied  natimily  (nmi  ooc» 
iaavos,  to  a  pot^  oentiBl  nervous  q^lm 
sUfTitoit^RsUmutotTOttieayii^iathetener^ 
oiG  sy^em.  ifiMoh  ragitetes  the  ^^ty  ^ 
canitaomsc^  smMft  musda.  andgt^^ 
nateopnMftioastrandiodllatiOT 
ft  is  tisad  madtoafijr  as  a  tt^totf  anesttiatic  for 
mirgtoal  proooctoas. 


An^>hetamtnTO  are  a  ^o^p  irf  three  dosaiy 
related  non^mmds,  aD   wWoh  are  p^em 
oemral  ri^vmis  syslMiarKlb^mvtorat  stirn- 
ularts,^  Some  an^jhetaniiries  are  ised  mecB- 
csOy  tp  trrat  attention  cMldt  dISMder 
mMrnaf  txab)  dysfiiiwtim  In  children,  naroc^ 
lepsy  (reoffrent,  imomtroRaMe,  tiffef  ^ 
sod^  ca  ^e^),  or  (rarefy)  depr^sion, 

Lteanyhetam»ie8,nonamphelan^8»w- 
tarns  are  oentral  n^vcHis  system  and  t>^tav- 
torai  stbnubnia  Soma  nonan^ihatamlne  8^ 
4dbnts{e.g..  PMi^ln^areimd(6r«vi^|^ 
oontrc4,  and  sfme  (e.g.,  RitaUn<^  and  Cy^rt^ 
are  used  medic^  to  treat  hypefBCthrfty« 
minimal  Imtn  dysfunction,  nafod^^,  or 
(ran^)  depres^on* 

HalUidr^^gens.orpsybhedeltes,  areahetero- 
genecHis  group  of  oompcKmds  that  affect  a 
perswi's  pen^eptlons,  sensations.  tNnWng, 
seff-awareness,  andemotkms.* 


1.  Coc^  hydmchtoMe  powdsr  C'oohe'' or 
''strert  006aine>-Hi8ually  snorted  or  in- 
^cted  intrawenously^ 

Z  CoGatTOaSaIoldnfB^>ase"or''cr;^>- 
smoked* 


1*  An^hetmib^  C^'Mtf'  ^  ''uppers") 
[Benxedr|i^^))--taken  ofaiV»  tnJecMi,  or 
$imte# 

2.  Mettwnphetambie  fspeed**  or ''cry^tf 
math**  or  loe")  oyMhadrtn^Vteton  oraly. 
biieoted^or^mted^f^ 

3.  Dextioamphstam^  [Oaxedr^^^^}-takan 
ofat^.ortn{ectod 

1,  Phsumelraz^fqdiooiAMUapri^t^^ 

taken  oraOy  or  biiectetf' 
Z  Methy(pherMatohyADchk)r1de{RftalfrT^ 

takm  ornBy  or  tn^oted^ 
3,  Pemdlne  ICyferr)— taken  orally 


1.  L$D(lyser9toacMdiathytamkte)or''adtf'--- 

taton  oTEtf^,  put   the  (^s 
Z  Mescaline  (3r4^ftme%toxphen^eth^ 

anMe)  or  "^mesc,"  and  peyote— ^flsks 

chewed,  swdioii^  or  smd^;  tatilets 

taken  oiaRy 

3.  P^teqfhbt  fmai^  mu8hfoon^*>- 
chewed  and  swaBoified 

4.  MDMA  (me%tene  dtoxymethamphet- 
amine)— takmi  omSy 


Amvrtcan  P«yohlalfte  Assodatbn,  th«  iwt©  of  ac^inlstratkvY  of  s  f»yohoaoth«  substanos  Is  an  Importsnl  VBriat)f9  In  detsmlniftt 

stnjOT  (s.g.,  tntramois^     tsodlolnorsm  f  hsiikolihoodof  an  asoslstln^  pattom  of  suMance  utssthat  loads  todspsndsnoa  Routss  that 

SyfZ^.^^^^  ^       "''^  ^  frrtrwsnoys  Inlocilon)  ara  asaodatsd  wfth  hlffhsrimis  of  oonsumptton  and 

wfthanto^adfft^fl^ 

smoWT^frortasa  Is  similar  to  th^^ 

tharj^Ws^^ 

hy*odto«atead^ 

is  anokad  (haatad),  pf»aumabl)f  dUa  to  tha  aodhin  bioarto^ 
VAoor^totnal^tetto^ 

Act  that  ara  prapanw*  by  undw^foowf  olwnitt©  to  mlm^ 
Baeauaa  «uch  analogs  ara  not  Idartfcaltothalrpafamcompo^ 

Wira  aynthatte  analogs  of  P^,  faolanyl  and  mapartcfina*  and  amphatamb»  and  ma^tamphatamba. 
"fntha  past,  abutfaof  nwthamphatomlno  hodboonh 

nasms  for  ^^mathamph^amlna  KydmchMda)  has  oatnad  fx^mteifty  fn  a  form  «uftabl»  tor  sntMtg. 

thoaganteMudsd  in  tNsdaaa  of can  IndUoahalhch^^  haikfdnogand6asnotadaqL»t^ 
dasorfboiha  ranga  of  pKarmacofo^c^  actkms  ^  tha  dhm^sa  groiip  of  aubs^ 
by  Osmond  fri  1057  to  hipiythat  tha$a  agarto  a&  haw 

of  hattudnogartaaraunpradfclablaanddopandonthaamoumtakan^thaua^ipars^  mood  and  aniaotattons*  and  thasunoundlrmlnwhM 
thadruslausad.  ' 


Continued  on  naxt  page 
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#  Adolescent  Heatth—Votume  ft:  Background  and  the  EffKtiveness  of  Sheeted  Prevention  ami  Tmatnwnt  Services 


Box  12-A--^Overview  of  Alcohol  and  Some  O^r  Psj^hoactiw  S^^^i^es-^ontinued 


Class  of  p8yQhoa6lt¥0$iMtenm»  Dmi^^otfi 


MHALANfS 


1.  Soltfwtt  (modal  abplftm  gkiip  fitfi  po^ 

4.  Aff^t  ffftfte  rsns^varsT  or  "pofperO  OTd 
bmylnttrlteClwhr)  yflporalnhalad 


OPtXTES  (NARCOTICS)  AND 
RELATED  ANALQE8ICS 


th«  v^pm  Alttlo^|h  ififtaramin  imhtt^)^ 
nrafy  d  iif  «!•  «tiimd  H^^piod^ 
oflHlBt&iiQv  to  0)088 of  tfMthoti88i  wMoh 
aot  to  ilw  dMoi  tfit  bodyti  tei^ona  or 
produoo  tootom  of  fiBiAim.  At  tow  dms» 
utort  niqr  tool  ^)h^  tfiritetad.  Amy) 
nititto  to  iMd  tor  ft^tft^tlofito  taoauso  it 

OpbMsaronatiralor  syfithsQodfugsthatv 
Ukofrorpiitoo,«8Ub6tanc8d0rfMd  from  the 
optiflDpopiVf  fUM  ftftt^|06fito(pdft-raOov^) 
prafwtfiiL  Homto  to  not  ilppfomd  tor  m9(0- 
cal  iiioi  to  fho  UMtotf  States*  Tho  m^|or 
meAiriimoofoltisropittsototortttorBtMtf 
MfrigeidG^;  wmo  fttiwiieo  are 
usad  to  laltoM  oou^Mig  ^  »  an^fo- 
fii¥M)  or  to  fiaat  dtenhasL  MoSiodono  to  u9od 
to  thalroaftitoft  ^naiootto  atatinenoe  syn* 
(Aomas  and  88  an  ana^atfc  to  tamttoal 
Otoaw- 

Pt)8ncy€yoikSn8f  OMmm^  rotorrad  to  as 
PCP,  attsrsthefuncttonsof  thenaooortM 
and  fias  boon  odtod  a  €K88odaB¥8  anas- 
thatia  S  ms  daratopad  to  tha  1S508  flo  an 
anasthsttotodiaas  giibsaciuanBy  taten  off 
themaiMto1967iAfhanttans(&Q0«9rad 
tfiat  ttia  druB  caimd  tiaOUcstoattons  to  some 
paopbJ  PCP  Is  now  wad  toga^  ortfy  to 
 vrtattoaiymBdMneasanlmmoMltetogaB^^  

SOIIRCga:Offte»ofTWinotegyAM»»im8ntiaS1»fcs»sdont^  M^nMllffm^SMMM 
Itomafflritontof  IXMvitontdAf  ad  mMO^^ 
pTMinan  snd  Cot^  1998ft;  JLF.  ttoulfntta  H  8h^^ 
&MmAbtm:GtofQa|Mr^^ 
Aio^wl,      AtoMa  andWiotol  Htatto  AdHntoMnsttoif  Ni^onsl 

Qptotot,  8sda8w»Hffnolfe%  satoulwth  $iiiCoe^*  ffoctofllt^  MP.       US.  Oflpartowit  cf  Itotfth  and  Itowy  S8r¥io>i,  Pubfie 
Itotftff  Ssrvtoit  AlooMt  Dim  Musa^  and  Itonltf  NMth  AdhiMttraUon*  NsSonst  btittoito  on  Dmo  Abutt^  DsitsMr  OR^Sa*  MBM 
C^p9t4l^  Roc»6Mfto»  MD«      ISSa;  Ur^ 
MMtof  HMdth  AiMnMalion, 

P9p>rtnmtolftoa>th  and  HwnOTS<ntow,ftWeH»iltha^^  Nirtlonat 
inttttuteonDnigAhitt»»'y«tfiinH><^<tombi»Atoi>% 


PCP  (PHEI«C  YCUDVE)  AND 

SaOLARLYACTBra 

SYMPHATHOMIMEnCS 


1.  Hareto  fsmaoir  or -1ww>-ln)aoto4 
smDksc^ortohatotfi 

2.  CodBtoa(oodotoa6t<totoHtakBnoreByor 
b^aotad^ 

a»totplitoa(moipf<nafiydfoctitortdaH 

b^faotadi  8moka^  or  MiatotL 
4«Syn8iatteflf<tfM(a.»,metfM8tona(Poto- 

pliw^;  hydrenwphona  )yctoioldortda 

{DRauiflcfl  msparidfna  hydnoohtorida 

^namP^losyoodon^ 

[PafMdaiv^)-*^4ak6n  ondy  or  k^aotod 


PCP  f angd  du^  w  iovoty>-takan  ora&y » 
or  snvrfcad  (sfM^eqfad  on  frfrts  or  o^aratto»)^ 


dysfunctionality,  destruction,  or  danger  to  self  or 
others)  is  intended. 

Some  substances  associated  with  abuse  or  depend- 
ence— ^notably  beverage  alcohol  and  tobacco — are 
legally  available  in  this  country,  but  only  to  individ- 
uals over  a  q^tain  age.  The  minimum  age  for  the 
legal  sale^utchase  of  beverage  alcohol  in  all  States 
and  the  Distriet  of  Columbia  is  21  (290).  The  legal 


minimum  age  for  the  legal  sale/purchase  of  ciga- 
rettes (which  contain  nicotine)  varies  by  State  (315), 
As  of  June  1990,  17-year-olds  could  buy  cigarettes 
in  four  States  (315).  hihalants  such  as  airplane  glue, 
paint  thinner,  typing  correction  fluid,  and  gasoline 
are  generally  legally  available  for  purchase  to 
individuals  of  all  ages,"^  but  not  for  the  purpose  of 
inducing  intoxication  (183).  In  the  United  States,  a 
number  of  substances  associated  with  abuse  or 
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'Some  Stales  and  municipalities  have  enacted  restrictions  on  (be  provision  of  these  sutetances  to  mimtrs  below  statutorily  defined  ages  (tS9)- 
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Box  12-B — What  Constitutes  Substance  Abuse  by  Adolescents? 

For  the  purpose  of  this  dhaj^,  ttie  torn  drag  or  psychoactive  sid^anoe  use,  waiess  c^hearwise  Qc^ed,  means 
dnig  use  (hK:lu«&ig  akohd  or  tob»^  use)  that  itsuhs  in  injury,  incqmdty,  d)rsfuncib»aUty,  de^nictioa  or 
damage  to  ^If  and  othMs,  &  is  inxponant  to  however  l£at  vdiat  ocxuttotes  drug  or  psydiraddve  «A>^anc^ 
almse  dsnmg  adoleswnts— any  use  at  aB  or  '*pix*lan  uw"— is  a  matter  of  contiover sy.  As  ttotcd  below,  tf»  U.S. 
Department  of  Heahh  and  Himiai  Servk^^sORice  for  Substan^  Abuse  Pk«ventioo(C^^ 
use  is  atoise.  The  Amoican  Psychiatric  Assodaticn's  Diagnostic  and  Statisdcal  Manual  cf  Mental  Disofxkrs^  3ni 
ed*,  itvii*^  (DSM-in*R),  draws distincthms  betwera  substance  u^,  nitsstance  ^mse,  and  substance depoidaice.^ 

(Mfice  for  Substance  Abu»  Prevention 

OSAP*s  view  is  that  any  drug  use,  including  alcdiol  use,  by  those  under  21  is  to  be  pmvated  (310). 

National  Institute  on  Drug  Abuse 

In  discussing  the  results  of  its  1988  Housdiold  Survey  (»  Dnig  Abuse,  Nff>A  vgiml  that  ftequency  of  drag 
use  in  the  last  year  ml^  be  the  most  appmpriate  indicate  of  dnig  atnise  (303).  A  separMe  definitiim  of  atmse  among 
adolescents  was  not  ofliemL 

For  die  purp<^  of  emeigency  rooms  and  medical  examineis  fq>oiting  to  NIDA^s  Drag  Abuse  Warning  Networic 
<D^9VN)  system,  dnig  abuse  is  defined  d&  '"die  nonmedical  use  ol  a  subi^tance  for  psydtic  effect,  depmdc9u:e,  or 
suicide  aitraipt/ge^uit*'  (302),  According  to  NIDA*s  1988  DAWN  itpoit,  mmmedic^  use  includes  the  following: 

•  the  use    prescription  drags  in  a  manner  inccmsistent  widi  accepted  medical  puctice; 

•  the  use  of  over-the-counter  drags  contrary  to  ^pioved  labeling;  or 

•  the  use  of  any  odier  substance  (heroin,  marijuana,  pey  ote,  glue,  aerosols,  etc.)  for  psydiic  efifect ,  dependence* 
or  suicide  (302). 

American  Psychiatric  Association,  D$M-IH-R 

The  American  Psychiatric  Association's  DSM-IU-R  notes  that  "In  im  soci^,  use  of  cenain  substances  to 
modify  mood  or  behavior  under  c^tain  ciictnnstaiKes  is  generally  regarded  as  normal  and  af^n^riate*^  (4).^  The 
DSM-III-R  diagnostic  class  '*PsychoiKiive  Substance  Use  Disoiders"'  deals  with  '^symptoms  and  maladaptive 
behavioral  changes  associated  with  more  or  less  regular  u%  of  pssrchoactive  sid>stances  that  affect  the  central 
nervous  system'*  (4)*  DSM-m-R  notes  that  the  bdiavioral  changes  used  as  criteria  *'would  be  viewed  as  extremely 
undesirable  in  almost  all  culture''  (4). 

Listed  below  are  the  DSM-IO-R  criteria  for  diagnosing  two  categories  (tf  psychMctive  substance  use  disorders 
as  mental  disoideis^:  1)  ''psychoactive  substance  abuse  disorder,''  and  2)  "psydioactive  substance  dependence 


is  in^xntoDl  to  note  fhai  tlK  devdopmcAi  of  dtagaoslic  criteria  to  meota!  ^^ot^m  a  coittiiBMn»ly  evolving  endeavor.  Iht  first 
edition  of  the  Amedcaa  Psydiiatiic  AssQcialxDn's  Diagnostic  and  Staristicai  Manmt  €f  MenmI  Disordm  sppcarod  io  1952;  woitiiv  gnmps 
of  tttt  American  Psychiatric  AssocUtioa  are  currently  worldiig  on  r>SM-1V  (4).  Oas^&aticms  of  moital  dtonkn  cm  also  be  fooiKi  in  Ibe 
IntexmtioQal  Cbissification  of  I>isonlcis  aCD)  of  the  Wc^kl  Heallti  Organiz^fam.  ctirreotfy  tieiog  levised  f(v  a  iOth  ectitkm  (4).  AcomliQg  to 
the  Amcdcao  Psychiatric  Assoctatkm:  "Tbe  piir|)ose  of  DSM^m-R  is  to  jHovklc  dear  tfeso^rtioas  of  di^g|lOstic  categt^  b  c»4er  to  esaNe 
cUniciaos  md  investigators  to  diagnose,  communicate  abost^  study,  and  treat  the  varkms  mental  disonters, . .  The  qwcifkd  di^gnratto  criteria 
for  eadi  m^tal  disorder  are  ofimd  as  ^ui4eUnes  for  making  diagnoses,  sio^  it  \m  been  demonstrated  that  tte  use  of  sodx  crite^  mharors 
a^tcxneoi  among  cUnkriansand  iave^igators^..Tbese  di^^gm^stic  criteria  and  the  DSM-ID^Rclassincaticm  of  memal  disordos  reflect  a  comezsus 
of  curftntfornmiations  of  evotvipg  knowledge. .  .bntftonatem»n^»ssaUthecoDditi(ms(hatmaybekgithna{^  of  treatment  ^^i^cseardi 
effcms'M4.  italics  added). 

^SM-m-R  also  oot(»  that  there  are  wide  cultural  vanatioiKi  in  tte  United  Sta^  and  that  "in  smne  gnraps  even  die  rfi^eatiooal  use  of 
alcot»l  is  frowned  upon*  wbcieas  in  other  gnmps  die  use  of  various  illegal  sub^Kices  tc^  mood-ahoii^  effects  has  become  widely  accepted. 
In  addition,  cenain  psychoactive  substances  are  used  medically  for  the  alleviation  of  pain,  relief  of  toision,  or  to  sqipress  q>petile**  (4). 

^Just  as  DO  definition  adequately  specifies  pitcise  bcmodmes  for  the  coocq)ts  ''f^sical  disorder**  and  "physical  health,**  there  are  no 
precise  boundaries  for  the  concepts  "meittal  disorder**  or  ''mental  health'*  (4).  fiteveitiietess^  the  American  Psychlatrfe  Aasodatioa  found  it 
usefel  to  ptesem  a  definition  of  mental  dteorder  that  iitfhttiiceddK  ia  .  J>SKf-ni-K«  as  follows:  ..a 

cfinicany  signiflcam  hehavHmJ  or  psycbologicd  syodn>nie  or  panen^ 

symptom)  or  with  a  significantly  ioticre^ed  risk  of  suffering  death,  f^in.  disability,  or  an  inqxHtant  loss  of  freedcnn.  In  ^idition,  this  syndrome 

or  pattern  must  not  be  merely  an  expectable  response  to  a  particular  event,  e.g.,  dEie  death  erf  a  loved  <Nie.  Whatever  its  original  cause,  it  muA 

canemly  be  omsidered  a  manifestation  of  a  behavioral^  psydnlogical,  or  Nolc^cal  dysfrntctfoo  in  die  perstm.  Neither  deviant  behavior,  e^g., 

politteal«  teligiottS,  or  sexual,  nor  conflicts  that  are  primarily  between  the  individual  and  soci^  are  ncntal  disortos  unless  the  deviance  or 

conflict  is  a  symptom  of  a  (^•sfunctioo  in  the  person,  as  described  above**  (4). 

Mental  health  aiKl  moxtal  dxsordm  in  adolescents  are  discussed  more  generally  in  ch.  11.  "Mental  Healdi  Problems:  Prevention  and 

Treatment,*' in  this  volume.  ^   ^    ^  ^ 
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Box  12'B — What  Con^itutes  Substance  Abuse  by  Adolescents?— Continued 

disorder ' '  (Depcaidace  is  deemed  to  be  mott  scdous  than  alwse,  in  pan  because  it  involves  a  longer-tenn  and  more 
pervasive  bdiaViorai  patient)^ 

Separate  DSM-ID-R  criteria  are  not  available  for  adolescents. 

DSM-1II«R  INagDostic  Critmia  for  Vsytim^w  Sub^ance  Abu^ 

A.  A  maladaj^ve  patteni  of  j^ydiOMtive  std^am^  use  indicated  by  at  least  cme  of  the  following: 

•  ccmtini^  iise  despite  tmowledge  of  having  a  po^^stemOT 

physical  {nobtem  Aat  is  caused  car  cjcacatoed  by  use  of  the  psy^o^tive  subs^nce; 

•  iTOirniit  tse  in  situation  in  ^diidi  ii»  is  {diy^caOy  hazaidf^ 

B.  Some  syinfAoms  of  the  distinbaiK«$  have  persisted  for  at  least  1  nK»ithorIiaveoccunedi^q)ea^dIy  overa 
long  period 

C  Never  me^  the  criteria  for  prycboac^ive  substance  dependetu^  (see  below)  for  tfiis  substance. 
DSM-III-R  Diagnostk  Criteria  for  P^cbimrtive  Substance  Dependence 

A.  At  least  three  of  Ae  following: 

•  substance  often  tabm  in  laigcf'amcMimscKr  over  a  IcMigerpm 

•  pqa^cnt  desire  w  ooe  or  tnoie  unswocssfal  efftats  to  cut  down  of  ccMtfrol  wbamce  use; 

•  agieatdeaIoftimespntindctivittesiMce«saiytogetthe$utetwce(^^^ 
chain  $nK>king)«  or  lecoverictg  f^i^om  its  efiecis; 

•  Enequem  intoxicaticm  or  wfthdrawal  synq^oms  ^**en  expected  to  fulfill  a  major  role  obligalicHi  at  wcMk. 
school,  or  home  (e.g^  dora  not  go  to  vfoik  because  hung  ova*,  goes  to  school  ot  went  *'high/*  intoxicated 
while  taking  care  of  his  or  her  cfaildim),  or  when  sut^tance  use  is  physically  hazarcfous  (e.g.,  drives  what 
intoxicated); 

•  important  social^occupatiraal,  or  lea^eati^malac^viti^  given  up  <^ 

•  contini^d  substance  abuse  despite  Imowledge  of  having  a  pmi^ent  or  recurrmt  social*  i»ychologfeal«  or 
phys icai  problem  diat  is  cauml  or  exaceit^tet  by  the  use  of  the  wl^ance  (e.g.,  keeps  using  booin  despite 
family  argumrats  about  it,  cocaine^-induced  dqnession,  or  having  an  ulcer  made  worse  by  drinking); 

•  marked  tolerance,  Le.,  need  for  markedly  increased  amounts  of  die  substance  (at  least  SO  pcancent  incn^se) 
in  Older  to  achieve  intoxication  ot  d^ired  effects  or  markedly  diminished  effect  widi  continiml  use  of  the 
same  anK)unt. 

•  characterise  withdrawal  sym}Koms  (see  specific  whhdrawal  syndromes  under  psychoactive  substance- 
induced  organic  mental  disonlei^  in  C^M-DI-R);^ 

•  sutetance  oftoi  taken  to  relieve  or  avoid  withdrawal  symptoms*^ 

B,  Some  symptoms  of  die  disturtmnce  have  persisted  for  at  least  1  month  or  have  occurred  repeatedly  over  a 
longer  period  of  time. 

In  additim  to  criteria  fw  diagnosing  the  [rosence  of  psyctoactive  substance  dependence,  DSM-IU-R  stipulates 
criteria  fw  severity  of  psydioactive  ^ibstat^e  cfependence  finom  mild  (few,  if  any,  synf^ncmis  in  excess  of  those 
required  to  make  the  dl^nosis,  and  the  syn^Moms  result  in  no  more  than  mild  ifl^>airmrat  in  occupational 
functioning  or  in  u»ud  social  activities  or  relationships  with  others)  to  severe  (many  s3rmptoms  in  excess  of  those 
required  to  make  the  diagnosis,  aiul  the  symptoms  maricedly  intmfere  with  occiq>ational  fimctioning  or  with  usual 
social  activities  or  relatlonshif^  widi  othm^).  Oients  may  also  be  in  partial  remission  (during  the  past  6  mc^thSt 
some  use  of  the  substance  and  scmie  symptoms  of  depmdence)  or  in  foil  remission  (during  the  past  6  months,  either 
no  use  of  the  substance,  or  use  of  the  sibstance  and  no  symptoms  of  dependence). 


^DSM-m-R  distinguisbes  these  behavhraUy  iUfined  dismfers  from  another  set  of  memiJ  disorders  called  ^'Psychoactive 
Si^staiKe'ifidttccdOrgaiiic  Nfental  Disorder 

system.  '*FsyGi«>as:thre  SobstKOce-infnced  Oigsnk  Mcsstal  Disonfen*^  inchtde  intoxicaticai.  witbdmwiL  delirtiim.  iiiritftdnwal  delirium, 
dehistonal  disonfcr,  mood  disorder,  and  other  syndromes  and  dtfifer  depending  on  the  sotwtance  used.  Thus,  die  criteria     diagnosiqg  Uiese 
organic  disorders  are  not  descrihod  here.  In  most  cases,  accofdii^  to  DSM4n-R,^ 'the  diagnosis  of  Uiese  Organic  Nf^^ 
io  people  wlio  also  have  a  psychoactive  gtth^ance  nse  dispnfer  (4). 

'DSM-m-R  notes  thai  the$e  criteria  may  not  apply  to  cannahis.  hailticinogens.    PC?  (f^ieacyciidtoe). 

^Becai^  of  the  availatniity  of  d^vettes  and  otibcr  nicfHinc-coo^tni^g  subtstsices  and  dK  absence  of  a  dtnically  signtficant  mcotte 
inftniicalion  syndrome*  impairment  in  ocotpatkmal  or  social  foocuoaii^  ts  not  necessary  fora  rating  of  severe  nicotiBe  dependence. 

SOURCB:  Office  of  IbcbooJogy  Assessnent,  1991 . 
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dependence  are  Ulegal  for  general  sale,  purchase,  or 
consumption  regardless  of  age— among  them  her- 
oin, cocaine,  and  inhalants  such  as  amyl  and  butyl 
nitrite,  which  are  short-acting  vasodilators.' 

Trends  in  the  Use  of  PsyctioacUve  Substance 
Use  by  U.S.  Adolescents 

Sources  of  Data  on  the  Incidence  and  Prevalence  of 
Psyclioactive  Substance  Use 

Sources  of  data  on  the  incidence  and  prevalence 
of  psychoactive  substance  use  by  U.S.  adolescents 
include  self-report  data  ftom  household  and  other 
surveys  sponsored  by  NIDA  and  others  and  also 
mclude  data  from  emergency  rooms  and  data  on 
anesis. 

Surveys  That  Collect  Self-Report  Data  on 
Psychoactive  Substance  Use— \krious  national 
and  other  surveys  discussed  below  have  asked  adults 
and  adolescents  in  the  United  States  about  their  use 
of  alcohol,  tobacco,  and  other  drugs: 

•  the  NIDA  Household  Survey  on  Drug  Abuse; 

•  the  Monitoring  the  Future/High  School  Seniors 
Survey**  conducted  by  researchers  at  the  Insti- 
tute for  Social  Research  at  the  University  of 
Michigan  with  NIDA's  support; 

•  the  National  Adolescent  Student  Health  Survey 
conducted  in  1987  by  a  consortium  of  groups 
fiinded  partiaUy  by  the  Federal  Government; 

•  the  National  PRIDE  Survey  sponsored  by  the 
National  Parents*  Resource  Institute  for  Drug 
Education; 

•  the  Youth  Risk  Behavior  Surveillance  System 
(YRBSS)  of  the  Centers  for  Disease  Control 
(CDC)  within  the  Public  Health  Service  of 
DHHS;  and 

•  regional  surveys  such  as  those  by  the  Univer- 
sity of  Minnesota's  Adolescent  Health  Pro- 
gram. 

NIDA's  Household  Survey  on  Drug  Abuse  has 
been  conducted  10  times  between  1971  and  1990 
(303,306).  The  Monitoring  tlie  Future/High  School 
Seniors  Survey  has  been  conducted  every  year  since 
1975  (288,300).  Other  surveys — e.g..  the  National 


Adolescent  Student  Health  Survey  (5)  and  the 
National  PRIDE  Survey  (206>-have  been  con- 
ducted only  once. 

Available  data  on  the  prevalence  and  incidence  of 
substance  use  and  abuse  by  adolescents  have  major 
limitations.  For  one  thing,  almost  all  estimates  of  the 
prevalence,  incidence,  and  trends  in  substance  use 
by  U.S.  adolescents  rely  on  ^If-reports.  Self-reports 
are  inherently  subject  to  both  faking  and  unintended 
biases  in  reporting  due  to  respondents*  potential 
needs  to  provide  sociaUy  desirable  answers  (13,162. 
184).  Any  reported  changes  in  substance  use  over 
time,  therefore,  may  be  due  in  part  to  changes  in  the 
social  acceptability  of  psychoactive  substances  in 
general  or  of  any  particular  substance.  On  the  other 
hand,  Bachman  and  his  colleagues  have  argued  that 
decUnes  in  the  social  acceptability  of  drug  use  have 
had  an  impact  on  drug  use,  and  that  the  declines  seen 
in  the  1980s  are  therefore  "real"  (11).  Their 
argument  is  buttressed  by  the  fact  that  there  have 
been  inoeases  in  the  use  of  some  drags  that  have  not 
been  the  target  of  recent  public  attention  (e.g., 
inhalants  [288,289]),  that  arrests  of  adolescents  for 
drug  violations  have  more  or  less  tracked  trends  in 
drug  use  (322),  and  that  there  is  some  evidence  that 
adolescents*  emergency  room  visits  for  diug-related 
reasons  are  down  (301,302.304)7  There  remains, 
however,  persistent  discomfort  with  reliance  on 
self-report  data,  and  recognition  of  the  need  to  use 
sources  of  information  other  than  self-reports,  in 
judging  the  prevalence  of  drug  use  in  the  United 
States.  Two  sources  of  such  data  are  discussed 
foUowing  brief  overview  of  available  self-report 
surveys. 

NIDA  Household  Survey  on  Drug  Abuse—The 
NIDA  Household  Survey  on  Drug  Abuse  measures 
the  prevalence  of  drug  use  among  the  American 
household  population  age  12  ar?d  over.  Although 
local  surveys  and  clinical  experience  have  found  that 
adolescents  who  are  homeless  or  institutionalized 
typically  have  higher  rates  of  psychoactive  sub- 
stance use  than  do  adolescents  living  at  home, 
homeless  and  instimtionalized  adolescents  have  not 


^Misadilators  are  agents  ihai  cause  Ihc  dilation  (■efllargcrocat)  of  the  Wood  vessels 
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been  systematically  surveyed  by  NIDA .»  The  NIDA 
Household  Survey  questions  adolescents  in  their 
own  homes;  what  impact  this  approach  has  on  the 
results  is  not  known.  In  addition,  the  NIDA  House- 
hold Survey  questions  only  12-  to  17-year-olds  and 
does  not  include  younger  adolescents  (e.g.,  10-  and 
1 1-year-olds).  Further,  the  sample  of  adolescents  the 
NIDA  Household  Survey  has  surveyed  has  been 
quite  smaU  (3,095  in  1988;  2.177  in  1990);  as  a 
consequence,  disaggregations  of  the  data  by  adoles- 
cent age  are  not  feasible,  and  only  averages  of  12-  to 
17-year-olds  combined  are  possible.  The  number  of 
Hispanics  and  nonwhites  surveywi  in  the  NIDA 
Household  Survey  is  also  small  (747  black  adoles- 
cents, 763  Hispanic  adolescents,  and  67  "other" 
nonwhite  adolescents  in  1988)  (303).  DHHS  is 
planning  to  expand  the  number  of  individuals 
surveyed  in  the  NIDA  Household  Survey  on  Drug 
Abuse  (326,327). 

Momoringthe  FuturelHigh  School  Seniors  Survey— 
The  Monitoring  the  Future/High  School  Seniors 
Survey  (288,289)  has  long  been  criticized  for  having 
as  its  youngest  respondents  high  school  seniors.  By 
not  surveying  yoiuiger  students  and  students  who  are 
not  in  school,  this  survey  has  provided  no  informa- 
tion about  drug  use  by  students  other  than  seniors  or 
about  adolescents  who  have  dropped  out  of  school 
prior  to  their  senior  year.  There  is  some  evidence  that 
school  dropouts  are  more  likely  than  current  stu- 
dents to  use  psychoactive  substances.'  Another 
limitation  of  the  Monitoring  the  Future/High  School 
Seniors  Survey  is  that  it  does  not  sample  sufficient 
numbers  of  nonwhite  students  for  distinctions  by 
nice  and  ethnicity  to  be  made  on  a  routine  basis.  An 
expansion  of  the  Monitoring  the  Future/High  School 
Seniors  Survey  is  planned,  in  that  fuhire  surveys  will 
include  younger  adolescents  as  well  as  seniors  (327). 

National  Adolescent  Student  Health  Survey— In 
1987,  DHHS,  in  an  attempt  to  ascertain  the  preva- 
lence of  a  wide  range  of  health-compromising 


behaviors  and  attimdes  among  younger  students, 
helped  support  a  survey  of  8ih  and  10th  graders 
conducted  by  the  American  School  Health  Associa- 
tion, the  Association  for  the  Advancement  of  Health 
Education,  and  the  Society  for  Public  Health  Educa- 
tion (5).  Although  the  National  Adolescent  Student 
Health  Survey  sampled  younger  adolescents  than 
does  the  Monitoring  the  Future/High  School  Seniors 
Survey,  it  too  was  limited  to  those  adolescents  still 
attending  school. 

National  PRIDE  Survey— The  National  PRIDE 
Survey  was  based  on  a  survey  questionnaire  devised 
by  the  parents'  ^up,  National  Parents'  Resource 
Institute  for  Drug  Education  (206).  The  validity  of 
the  questionnaire  design  is  unknown.  The  National 
PRIDE  survey,  conducted  in  the  1988-89  school 
year,  has  the  advantage  of  including  adolescoits  in 
grades  below  the  eighth  grade,  but  the  questionnaire 
was  not  distributed  to  a  representative  sample  of 
schools.  Only  schools  that  were  interested  partici- 
pated in  the  survey;  further,  participaling  schools 
had  the  option  of  not  reporting  results  back  to  the 
National  PRIDE  office. 

Youth  Risk  Behavior  Surveillance  System  (YRBSS) — 
Reports  of  averages  from  national  surveys  are 
controversial  because  they  may  seem  to  underesti- 
mate the  use  of  drugs  in  particular  locations.  CDC  is 
beginning  to  support  the  collection  and  reporting  of 
data  from  cities  and  States  (e.g.,  314).  Reporting  of 
such  local  data  suggests  the  wide  variation  in  drug 
use  across  localities  (314).  Comparisons  among 
localities  are  sometimes  difficult,  however,  because 
these  surveys  also  rely  on  school-based  data  and  the 
voluntary  participation  of  localities.*"  The  Division 
of  Adolescent  and  School  Health  in  CDC  is  now 
supporting  YRBSS  (318).  YRBSS  will  be  adminis- 
tered locally  and  will  also  generate  national  data. 
(Questions  about  drug  and  alcohol  use  are  included  in 
the  survey,  which  will  be  administered  to  students  in 
9th  through  12th  grades." 


«For  a  ftmhcr  disc««ioD  of  bootless  adolcscms.  «c  ch.  14.  -Homctesoe^:  Pitvcnlion  b«1  Smi«s  -  jn  ^  P^»«°» 
adol^J^^STticc  f-cHities  ar.  discussed  in  ch  13.  -Dclinqu^Ky:  PrevenUon  and  Sendees.-  tn  tlus  volume. 
VForadiscus8ioDcrfschooldropouls,secch,4/'SclKH>bandDiscmtionaryTim^^ 

Sexually  Transmitted  Diseases:  Prevent  ^     ,        ^  . 

jitr^rirj^'s'^r.re.r.rj^  '::',^r^^^^^Tv^  ^s.  ^ 

Treatment,"  in  this  volume. 
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The  Minnesota  Adolescent  Health  Survey — ^In 
1984,  the  Federal  Office  of  Maternal  and  Child 
Health  in  DHHS'  Health  Resources  and  Slices 
Administration  awarded  a  grant  to  the  Minnesota 
Department  of  Health  to  work  with  the  University  of 
Minnesota  Adole^m  Health  Program  (also  funded 
by  the  Office  of  Maternal  and  Child  Health)  to 
establish  a  comprehensive  adolescent  health  data- 
base in  Minnesota  for  use  by  the  State  of  Minnesota 
and  local  Minnesota  communities  (327c).  As  part  of 
establishing  such  a  database*  the  University  of 
Minnesota  Adolescent  Health  Program  conducted  a 
survey  of  over  36,000  public  school  students  in 
grades  7  through  12  in  86  Minnesota  school  districts 
during  the  1986-87  school  year.  As  part  of  thi, 
broad-ranging  health  survey,  questions  were  asked 
about  the  use  of  cigarettes,  chewing  tobacco,  beer, 
wine,  hazd  liquor,  and  illicit  drugs  (any  illicit  drugs, 
marijuana,  cocaine,  crack,  an^hetamines).  This 
survey  is  limited  by  being  a  self-report  survey 
representative  only  of  Minnesom  adolescents  of 
approximately  ages  12  (7th  grade)  through  18  (12th 
grade)  who  attend  school,  but  its  comprchensivCTCSS 
and  large  sample  size  may  make  it  a  useful  model  for 
expansion  into  other  groups  of  adolescents  and 
communities.^^ 

In  general,  local  and  national  survey  data  would 
be  more  useful  if  they  reflected  the  use  of  multiple 
drugs  as  well  as  the  use  of  single  dmgs.  Some  studies 
of  limited  numbers  of  adolescents  suggest  that 
adolescents  are  likely  to  use  more  than  a  single  drug, 
but  these  studies  do  not  report  frequency  of  use.  For 
example,  one  Los  Angeles  County  study  reported 
that  60  percent  of  high  school  and  firet-year-post- 
high  school  respondents  were  multiple  drug  users, 
but  it  did  not  report  frequency  of  use;  thus,  individu- 
als who  may  have  used  multiple  drugs  only  one  time 
in  the  preceding  6  months  would  be  included  in  the 
60  percent  (176),^^ 

NIDA's  Drug  Abuse  Warning  Network  (DAWN ) 
System — NlDA's  DAWN  svstem  is  a  source  of 
information  about  alcohol  and  other  drug  use  that  is 


potentially  relevant  to  problem  drug  use  by  adoles* 
cents  (302,304),  NE>A's  DAWN  syst^  supports 
the  collection  of  data  on  emergency  rocmi  visits  and 
deaths  related  to  drug  use.  A  sanq>le  of  hospital 
en^^cy  rooms  and  medical  examine  facilities 
report  to  the  DAWN  system  data  for  each  "drug 
abuse*'  patient  or  death  encountered  by  medical 
examiners.  The  DAWN  system  is  designed  primar- 
ily as  an  early  warning  syston  to  monitor  drag  abuse 
patt^its  and  health  hazards  associated  with  drug  tise, 
and  to  detect  new  abuse  entities  and  new  combina* 
tions  of  drugs  of  abuse. 

One  problem  with  DAWN  data  prior  to  1990  was 
that  the  data  were  collected  from  a  nonrandom 
sample  of  hospital  emergency  rooms  and  medical 
examiner  facilities  in  metropolitan  areas  selected 
because  of  a  fai^  probability  of  problem  drug  use.^^ 
Beginning  in  1990,  DAWN  data  were  collected  from 
a  national  probability  sample  of  emo'gency  rooms 
(304^27)*  This  change  will  make  DAWN  data  more 
nationally  representative,  and  make  accurate  na* 
tional  comparisons  of  data  over  time  possible. 

As  noted  in  box  12-B,  for  the  purpose  of  reporting 
to  the  DAWN  system,  drug  abuse  is  defmed  as  ''the 
nonmedical  use  of  a  substance  for. . .  psychic  effect, 
dependrace,  or  suicide  atteitq>t/gesture* ^  (302).  Some 
would  agree  that  a  limitation  of  the  DAWN  system 
(apart  from  its  being  based  in  the  past  it  on  a  rather 
small  and  nonrandom  sample  of  responding  facili- 
ties) is  its  rather  broad  definition  of  nonmedical  use 
of  drugs.  Nonmedical  use  of  drugs  is  defined  as  the 
following: 

•  the  use  of  prescription  drugs  in  a  manner 
inconsistent  with  accepted  medical  practice; 

•  the  use  of  over-the-counter  dmgs  contrary  to 
approved  labeling;  or 

•  the  use  of  any  other  substance  (heroin,  mari- 
juana, peyote,  glue,  aerosols,  etc)  for  psychic 
effect,  dependence,  or  suicide, 

TTie  first  two  uses  could  be  accidental  and  might  not 
be  considered  dmg  abuse  by  some  definitions.  To 


'Atoaltons  of  the  Minnesota  survey  were  adcninisiertd  by  the  University  of  Mitmesota  Adolescent  Health  Program  to  adoksceots  in  a  tnunber  of 
Amcricar?  Indian  and  Alaska  Native  communities.  Reports  from  the  pilot  phase  of  the  Indian  surveys  can  he  foui^  in  OTA's  1990  report  Indian 
Adokscem  Mental  Health  (286). 

^^Tbe  Nationa!  Adolescent  Student  Health  Survey  asked  adolescents  wl^thor  it^y  had  used  alcohol  in  combination  with  other  drugs,  but  tt  did  not 
feport  responses  to  this  question  (5). 

'^In  1 987,  for  example,  data  were  collected  from  6 1 0  emergency  rooms  and  75  medical  examiner  facilines  tn  27  large  metropolitan  areas  (e  .g Atlanta, 
Baltimtn^  Boston,  Buffalo.  Chicago.  ClevelarNL  New  York,  Oklahoma  City.  Seattle,  Washington,  DC);  these  area*  oxountcd  for  one-third  of  the  U.S, 
popuiatiOB  (301).  in  addition,  a  "'national  panel**  of  146  cmefgenc>'  rooms  was  newly  added  to  the  DAWN  sample  in  1987;  the  nauooal  sanq>le  was 
not  randomly  setocfed. 


11-508  •  A(k>les(»nt  HeatW— Volume  It:  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Servitxs 


compensate,  the  DAWN  system  disaggregates  epi- 
sodes by  motive  (e.g.,  psychic  effects,  recreational 
use,  dependence,  suicide)  and  type  of  dn^,  but  the 
breakdowns  do  not  allow  motives  to  be  analyzed  in 
relation  to  types  of  dnsp.  A  further  limitation  of 
DAWN  is  that  the  drug  mentions  repmted  are  not 
necessarily  the  cause  of  the  medical  emergency. 
Multiple  drugs  may  be  reported  by  a  patient  or 
ctetected  by  the  health  care  provider  in  the  emer- 
goicy  room.  Similarly,  only  one  drug  motive  is 
attached  to  an  episocte,  and  that  motive  is  assigned 
to  each  separate  drug  mentioned  in  the  episode. 
Hius,  some  caution  must  be  exercised  when  attempt- 
ing to  relate  dmg  mention  patterns  to  speci^Tic 
motives. 

Federal  Bureau  of  Investigation  Data  on  Ar* 
rest  Rates — ^As  discussed  elsewhere  in  this  Report, 
the  Uniform  Crime  Reports  program  maintains 
arrest  data  reported  by  local  law  ^orcement 
agencies  to  the  Federal  Bui^u  of  Investigation  in 
the  U.S-  Department  of  Justice  (323)J^  Uniform 
Crin^  Reports  data  offer  several  advantages — they 
cover  more  types  of  offenses  that  data  firom  other 
sources,  they  cover  offenses  committed  by  individu- 
als of  all  ages,  and  they  are  up-to-date  and  easy  to 
interpret  One  limitation  of  these  data,  however,  is 
that  they  may  be  affected  by  underreporting  by  law 
enforcement  officials,  particularly,  und^reporting 
of  less  serious  offenses  (183).  Another  limitation  is 
that  they  may  be  affected  by  law  enforcement 
agencies'  bias  toward  the  detection  and  arrest  of 
offenders  from  certain  groups  in  society  (e.g.,  black 
male  adolescents),  and  for  certain  categories  of 
offense  (180a).  Furthermore,  the  use  of  arrest  rate 
data  to  detect  trends  over  time  remains  problematic. 
One  reason  is  that  law  enforcement  agencies  may 
focus  on  different  types  of  offenses  in  diffwent 
historical  periods  (e.g.,  a  drug  crisis  may  limit 
resources  available  for  the  detection  of  other  types  of 


crimes);  another  reason  is  that  changes  may  occur  in 
the  definitions  of  offenses. 

A  problem  related  to  these  limitations  is  that  the 
category  *  *diug  abuse  violations*  *  com^nrises  a  rather 
broad  range  of  offrases.  I^g  abuse  violations  are 
State  and  local  offenses  related  to  the  unlawful 
possession,  sale,  use,  growing,  and  manufacturing  of 
narcotic  drugs  (323).  Because  drug  users  may  be  a 
diffemit  population  than  drag  ctealers  aiKl  drag 
deal^  may  sell  to  nonadolescents,  arrest  data  are 
noi  good  ovoall  indicators  of  adol^cent  drag  use.^^ 

Current  Estimates  of  the  Prevalence  of 
Psydioactlve  Substance  Use  Among  U.S. 
Adoiescents  Based  on  Self4leport  Data 

'^Lifetime  Usc^'  of  P^choactive  Substances — 
Current  data  suggest  thiu  a  substantial  percentage  of 
U.S.  adolescents  wiU  use  alcohol,  nicotine  in  die 
form  of  cigarettes  or  smokeless  tobacco,  or  some 
other  psychoactive  substance,  at  least  once  during 
adolescence*  As  shown  in  table  12-1,  alcohol  and 
cigarettes  are  the  two  substances  that  adoles- 
cents are  most  likely  to  report  ever  having  used. 
About  50  percent  of  12-  to  17-year*olds  responding 
to  the  1988  NIDA  Household  Survey  on  Drag 
Abuse^ report^  using  alcohol  at  least  once  in  their 
lives  (303);  90  percent  of  high  school  seniors 
responding  to  the  1989  Monitoring  the  Future/High 
School  Seniors  Survey  reported  using  alcohol  at 
least  once  (288).  Oth^  than  alcohol,  tobacco  is  the 
substance  most  likely  to  be  tried  by  U.S.  adoles- 
cents, with  about  two-thirds  of  high  school  seniors 
in  1989  reporting  having  smoked  cigarettes  at  least 
once  in  their  lives  (288).  Forty-four  percent  of  high 
school  seniors  in  1989  reported  that  they  had  tried 
marijuana  at  least  once;  19  percent  had  used 
stimulants;  18  percent  had  used  inhalants;  10  percent 
had  used  cocaine;  and  10  percent  hm]  used  hallucin- 
ogens, f»imarily  LSD  (lysergic  acid  diethylamide), 
(8.3  percent).  Seven  percent  of  high  school  seniors 


^*See  ch.  13,  "DeiiDquemry:  Prevention  and  Services/*  in  Ihis  volume. 

^*Only  cigJit  silcs  (Los  Angeles,  CA;  San  Diego,  CA;  San  lose.  CA;  PDrtland,  OR;  Indianapolis,  IN;  St  Louis.  MO;  acvcland,  OH;  Washii^on, 
DO  in  the  U.S.  I>c;>ann)ait  of  Justice,  Offtce  of  ioslice  Programs,  National  Institute  of  Justice's  Drug  Use  Fooie^cing  system  test  juvenile  arre^oes 
and  detainees  for  the  presence  of  drugs  in  their  systems  C323a).  Hence,  national  estimates  of  dntg  use  by  juvenile  arr^tees  and  d^ainecs  are  not  pebble. 
In  the  period  April  through  June  1990,  frcmi  8  percent  (San  Jose,  CA>  to  57  potent  (Los  Angeles,  CA)  of  juvenile  anestee/dctasnees  tested  positive  for 
at  least  wie  of  the  fo!k>wii^  drugs:  cocaine,  opiates,  PCP,  marijuana,  amphetamii^,  m^hadoiv ,  methaqualone,  benzodiazepines,  barbiturates,  and 
propoxypbeDe,  Son^  sites  <k>  not  test  for  metbado^ie,  methaqualone,  and  propoxyphene  (321a).  (Pn^xyphene  {Darvon®}  is  a  prescription  analgesic 
structurally  similar  to  tnethadone  (147)  >  Other  data,  di^russed  in  ch.  13,  ''Delinquency:  Prevention  and  Swvices,**  hi  this  votmne,  suggest  a  high 
prevalence  of  alcohol  and  drag  abuse  problems,  and  nearly  universal  use  of  tobacco  among  adolescents  incarcerated  in  juvenUe  justice  facilities,  ft  is 
ini|)ortant  to  note  that  dnig  use  data  from  adolescents  involved  with  the  juvenile  justice  system  pertain  to  arrests  and  incarcerations  for  many  types  of 
offenses,  not  just  drag  use  or  drug  sales. 

*^OTA  focused  on  adolescents  ages  10  through  \^  NIDA  Household  Survey  on  Dmg  Abuse  data  arc  not  readily  available  f<ff  this  age  group  and  are 
/^"^ibre  presented  for  individuals  ages  12  to  17. 
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Table  l2-i~Perc8ntage  of  Surveyed  U.S.  Adotesconts  of  Different  Agos  Reporting  Ever  Having  Used  Alcohol 

or  Other  lypes  of  Psychomstlve  Sulvstfuices 

"  ~~  Pwoentage  of  respwwtents  feporttnyever  having  uMd  

NIDA  HouseboW  Survey         NatonalAdotespent  Monltswlng  the 

on  Drug  /Uxise.  StwJent  Health  RjturaMflh  &*tooI 

1988  Sorvey,  Seniors  Swvey,  1989 

12-  to- 17                 8lh^           10th                High  school 
year-ohte*   graders  graders  sefto^s  

Alcohol   50.2% 

Cigarettes   42.3  50-8  g.5  65.7 

Mi^namashlsh   |7.4  14  5  ^1  «.7 

Snm^el^stobaa^snutf   14.9  NA  NA  NA 

Inh^ants   ''•o  „  ih  T«  ^  iq  i 

Nonmedical  use  of  stimulants   4-2  9-0°  IJi' 

Nwimedlcal  uM  of  antfgesJcs   4.2  na  m« 

Hallucinogens  (an  forms)   3.5  2.6  e.' 

Cocaine  (aP  forms)   3-4  3-6  10.3 

Monnmdical  use  of  sedatives   24  na  na 

Nonmedical  use  of  tranquilizers   2  0  "A  na  f.o 

pop    1.2  NA  NA  3.9 

c!£k"oo^.;e".::::::::::::::::'.::::::   0.9  1^6      2,7  4.7 

Heroin   0;f  NA  NA  1.3 

isn    NA  NA  NA  8.3 

Sedieuse":::::::::.::   0.4  q-^      q-^'  !^^^^  

KEY:NA-r«otav9lUbi«. 

asampte  siza  is  too  smafl  to  dtsaggrsgats  by  sh^la  yoar  of  ags. 

itnchidas  ovw4h»«oufit«r  aa  w«ti  as  pr»scriptfm  {o.^-.  amphatainin»9)  drugs. 

Rnformatfon  ooll«:t«d  on  nM<f»  uw  for  Injacltoo  of  cocabw  onfy. 

SOURCE:  Offtoe  of  Tsehnotegy  A»»»8fr»nt.  1M1.  basod  on  (tela  from  ffw  loBonirtng  mutcm-  HIOA  HwtrtoW  Survty  on  Drug  A"*"":  US.  D»pa^"^ 

National  Hou^OkM  Suv*y  on  Dn/y  Afcus-:  Ate^n  RndJnffs  tS85.  DHHS  PX*.  No.  {ADM)  «0-ie82JRockv^te^D:  l^lte^^ 

Studmt  HMlth  Surwy:  Amwtean  Sdwd  HaaHh  Associatten.  Assodatton  tor  th»  AdvanoBitwnt  of  Harfth  E&ioatlon.  Sod«ty  tor  P»^«"^lth 

1989).  Ilonltortng  the  Futum/HIgh  Scfiool  Swtor.  Sunday:  U.S.  D-partmant  of  Haalth  and  Hunwn  S*vi««.  J^J^*^ 
lf»  l4tur»  Survayr  of  dnig  abu».  amon9  U.S.  hlflh  «*oot  sanlors  {oondoeiad  by  lha  Institute  tor  Soda)  Baoaarch.  Untvarslty  of  Mtohlflan.  and 
fundod  by  tha  National  Instltuta  on  Dmg  Abosa).  HHS  Ham.  Fab.  13, 1M0. 

reported  that  they  had  ever  used  sedatives  and/or  students  they  deemed  approimate,  it  is  difficult  to 
tranquilizers  noranedically  (288).'8  make  comparisons  among  localities. 

Frequent  and  Substantial  Use  of  Psychoactive 

Infonnation  collected  with  the  support  of  the  Substances— As  noted  at  the  beginning  of  this 

CDC  suggests  that  there  may  be  considerable  chapter,  different  segments  of  society  differ  with 

variation  by  locale  in  the  percentage  of  U.S.  respect  to  their  conceptualizations  of  what  consti- 

adolescent  students  who  have  ever  used  drugs  tutes  substance  abuse  for  adolescents  (see  box 

intravenously.  As  shown  in  table  12-2,  in  1988  in  the  12-B).  Unless  one  believes  that  any  use  of  psychoac- 

District  of  Columbia,  for  example,  ahnost  5  percent  live  substances  by  adolescents  is  ^ohlem  use  or 

of  female  smdents  and  9  percent  of  male  students  abuse  (310).  it  is  important  to  deteimme  when 

to       ^  Au   •      -i^:«;c»or«^  Wr„oc  substaucc  use  becomes  problem  use  or  abuse.  Such 

ages  13  to  18  reported  havmg  admuustered  detenninatiotts  ate  difficult.  TVpicaUy.  available 

(cocame.  herom.  or  other  lUega^  dntgs)  mtrave-  ^              ^       particularly  helpful  m  distin- 

nously  at  some  point  in  their  hves  (314).  The  g^jishing  occasional  substance  use  from  problem  use 

proportions  were  somewhat  lower  in  schools  in  the  abuse, 
other  localities  that  permitted  their  data  to  be 

published.  Because  localities  were  permitted  to  As  shown  in  table  12-3,  about  one-third  of  high 

administer  questionnaires  to  whichever  schools  and  school  seniors  reporting  to  the  1989  Monitoring  the 

j8Tbc  1990  Monitoring  the  Fufuie/High  School  Seniors  Survey  found  some  small  but  statisticaHy  significant,  decreases  betwceo  1989  and  1990  in 
dicpcTCcntagcof  high  school  senioTS  reporting  having  ever  used  any  illicit  drugs,  any  UUcit  dn«g  other  than  marijtiana.  manJoana^ashBh.  amyl  and  butyl 
Q  "'trite,  crack,  stinmlants,  and  sedatives  (289). 

ERIC  ^ 


lt-510  •  AdolMcentHeatttj-WtumeU:  Background  and  the  Effectiveness  of  Selemi  Prevention  and  Tnatment  Services 


Tabte  12-2— Percentage  of  U.S.  Adolescent  Students  In  Selected  Cities  and  States 
Reporting  Ever  Having  Used  Drugs  Intravenously,  by  Sex,  Age  Group,  1988 

PeroOTtage  repwting  ever  havtng  used  dn^a  tntrawnousty 

 Oof*fior    Age  group  (yrs) 

Ciiy/State   Total     f=;emate     Mate         13-14     15-I6  17-18 

  6.3         4.6         8.7  •  4.0  8.9 

^P^":- f-8  2.1  3.4  aa  3.2  1.3 
SanFrandsoQ   3.7        2.4        g,  1.4        3.9  2.4 

'UMthanSpsrasmof  sutisTOi^lr)  Mmpta.  ~  " — 


Table  12-a-Current  Estimates  of  Heavy  Use  of  Alcohol  Among 
U.S.  Adolescent  Students' 


 Pwwntage  of  reapondente  rgpofttng 

National  A(toi&scent  Student  Monitoilng  the 

Health  Survey.  1987  Futureftflgh  Sehoo; 

Numbw  of  times  In  the  past  2  weeks     8th  loth  Total        Seniors  Survey,  1989 

had  fi>re  or  more  drinks'-  graders       graders       sample        High  sdKxX  seniors 

?  li"***  ••  ■  73.8%    6ij%    67;i%  i^:5% 

  12.5  15.8  14.3  111 

f«"»8   6.4  7.8  7.2  83 

3-5  times   4,1  35  ^  J  J  j 

6-9  times   t.4  i  J  II  |0 

'^''"^   1.7  3.0   5 

Houasrwitf  Surrey  on  Drut  Abu».  NIDA«toltn«l  "hwyyuwof  afoohoi"  asdrinianaftys  or  mor« 

fn«  or  mon»  drfnto  In  a  row"  In  lh«  MonftorlnB  FuturoHigh  Sehooi  S«niert  g„^j;;j^"'»^>''"«'»^ 
SOURCE:  Otto.  <^  T»^jogy  AsMstnwrrt.  1991,  boMd  en  data  from  tha  folto«»ln9  «>urw8'  Nalfonat  AKoiaMwrt 

^I^IH-^T^l^^}^!^  Education.  Inc..  7T»  AWto«tf  Atote«flf  sS^ZtfTlunT  1 
ST^^  ?L'i!?fo'^i*'^'*  ^"^^  TNrt  Party  Pirt^lnTmS.  ZThwKiJ 

"Miwttorir^lha  fWura  Survay" of  dnis  alwsa  among  U.S.  hijh «^ sanfore (oondudad  by  tha  InaHt!^ 
^^  .TTlSi""'^*"^  ♦^'•y National  In.tl  u1.  on  Sn^^^^HHS 


Future/High  School  Seniors  Survey  and  a  similar 
proportion  of  the  8ih  and  1 0th  graders  reporting  to 
the  1987  National  Adolescent  Student  Health  Sur- 
vey said  that  they  had  had  five  or  more  alcoholic 
drinks  on  at  least  one  occasion  in  the  2  weeks  prior 
to  the  survey  period  (5,304).  Many  of  the  students 
surveyed— 7.2  percent  of  the  8th  graders  (5).  14.5 
percent  of  10th  graders  (5),  and  13.9  percent  of  the 
high  school  seniors  (304)— reported  having  had  five 
or  more  drinks  on  titree  or  more  occasions  in  the 
previous  2  weeks.  Apparently,  such  patterns  of 
consumption  have  led  some  adolescents  themselves 
to  assert  that  alcohol  use  is  the  most  prevalent 
problem  among  students  (3). 

Nicotine  is  used  by  a  significant  number  of 
adolescents — most  commonly  in  the  form  of  ciga- 


rettes. As  sho'vn  in  table  12-4.  nearly  6  percent  of 
10th  graders  surveyed  in  the  1987  National  Adoles- 
cent Student  Health  Survey  reported  smoking  moi« 
than  five  packs  of  cigarettes  a  month.  Nineteen 
percent  of  high  school  seniors  surveyed  in  1989 
reported  some  cigarette  smoking  on  a  daily  basis 
(from  one  cigarette  per  day  [7.7  percent]  to  two 
packs  or  more  per  day  [0.3  percent]). 

Some  adolescents  use  nicotine  in  the  form  of 
smokeless  tobacco.  Although  the  regular  use  of 
smokeless  tobacco  can  have  significant  health  con- 
sequences (320),  national  surveys  such  as  NlDA*s 
Household  Survey  on  Drug  Abuse  and  the  Monitor- 
ing the  Future/High  School  Seniors  Survey  do  not 
request  information  about  smokeless  tobacco  use. 
As  shown  in  table  12-5.  the  one-time  National 
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Table  12-4— Current  f^timates  of  Hoavy  C^arette  Smokirm  Among 
VS.  AdolTOcant  Students 


P^osnt^  of  respondents  reporting 


Natkmal  Adoiesrom  Stud^t  Momtm^  the 

Hoatth  Swvey.  1987  Future/Hj^  School 

~8th  IWn  Twii"  SentofsStOTay.19B9 

Ct^ettBs  smoked  tn  past  month      graxjers       pr^tefS       sampte  High  sctrool  seniors 


Norw   83.9%  73.6%  7B.6%  71,4% 

1-4  total  tw  month   7.7  9.1  8.4  NA 

5-19  total  for  month   3.1  4.9  4*0  NA 

1-5  packs  toterf  for  month   2.9  6.5  4.8  NA 

>  5  packs  total  for  month   2.4  5.9  4.2  NA 

Lessthan  1  cigarette  a  day   NA  fsIA  NA  9.7 

1  Sdgarelteeperday   NA  NA  NA  7.7 

About  1/2  pack/day   NA  NA  NA  5.4 

About  1  pack/(^   NA  NA  NA  4.4 

About  1  1/2  packs/day   NA  NA  NA  1.1 

Two  packs  or  more/day   NA  NA  NA  0.3 


KEY:NA«notavailAbt9. 

SOURCE:  Offico  of  Tochnofo^y  AsMssm^nt  1991 ,  biS9«d  an  data  fipm  ttw  fofiowing  souim:  9Mhmal  AdotMCvrrt 
Student  HMfth  Sun«y :  Amsrkan  SdK»f  H«a(th  Assodation.  Assodatbn  for  tho  Advanoamont  of  Hoalth 
Eduoatfort.  fnc.,  TfwNgtian^Aehhstmft  $Mmn  H^tstim  $tmmy:A  R^fPfl  on  ^9  HMm  i^Anwkm's  Youth 
(Oakland,  CA:  Thfid  Party  Put^kig.  1989):  MonPtoHng  itw  FUhm^^h  School  Sonlor*  eurvay:  U.S. 
Dopartmont  of  Hoatth  and  Human  Sarvtoas.  data  from  tha  1989  lyionltoring  tha  Rjtura  Survay*  of  dnig 
abusa  among  U.S.  high  school  sanlors  (oonductad  bf  tha  fnstftuta  for  Sodal  Rasaarch.  L^lvarslty  of 
Mic^^n.  and  ^vnO^d  by  tha  National  Instituta  on  Omg  Abusa),  HHS  f^ims.  Fab.  13. 1990. 


Adolescent  School  Health  Survey  found  that  an 
average  of  4.4  percent  of  10th  grade  males  (2.4 
percent  of  10th  grade  males  and  females  combmed) 
used  smokeless  tobacco  daily  (5).  The  University  of 
Minnesota's  1986-87  Adolescent  Health  Survey 
found  that  15  percent  of  male  students  in  the  12th 
grade  were  using  smokeless  tobacco  daily  (191). 

Most  VS.  adolescents  do  not  use  illicit  drugs^"^ 
with  great  frequency.  If  one  considers  daily  use  of  a 
psychoactive  substance  as  an  indicator  of  problem 
use,  for  example,  one  finds  that  less  than  1  percent 
of  adolescent  students  report  using  any  illicit  drug 
other  than  marijuana  on  a  daily  basis  (see  table 
12-5).^^  For  example,  from  03  to  0,6  percent  of 
respondents  reported  using  cocaine  in  any  form 
daily  in  the  last  month  or  year  in  various  surveys 
during  the  1987-89  period.  In  1989*  2,9  percent  of 
high  school  seniors  reported  using  marijuana  on  a 
daily  basis.  The  fact  that  less  than  1  percent  of 
adolescents  appear  to  be  using  any  specific  illicit 
drug  other  than  marijuana  on  a  daily  basis  should  not 
be  dismissed  lightly,  however;  0,5  j^rcent  of  12-  to 


17-year-olds  in  1988  was  equal  to  100.000  adoles- 
cents. 

Not  surprisingly,  somewhat  more  U.S.  adoles- 
cents report  using  an  illicit  drug  less  frequently  than 
daily  but  more  than  "ever/*  For  example: 

•  3.9  percent  of  12-  to  17-year-old  respondents  to 
the  1988  NIDA  Household  Survey  and  5.5 
percent  of  respondents  to  the  1988-89  National 
PRIDE  Survey  reported  having  used  marijuana 
once  a  week  or  more  in  the  p^t  year. 

•  TTuw-tenths  of  1  percent  of  lOlh  graders  and 
high  school  seniors  had  used  crack  cocaine  20 
or  more  times  in  the  past  month* 

•  From  0.9  percent  to  1,4  percent  of  respondents 
(depending  on  the  survey)  had  used  crack 
cocaine  at  least  once  in  the  month  preceding  the 
survey. 

•  From  0.6  to  22  percent  of  student  respondents, 
depending  on  the  survey,  had  used  hallucino- 
gens 10  to  12  or  more  times  in  the  year 
preceding  the  surveys. 


*^of  purposes  of  this  Rfpofi,  and  to  be  consistent  wi  th  usage  in  the  NIDA  Household  Survey  on  Drug  Atmse  (303)  and  iht  Monitoring  tbe  Fttture;/Higb 
Scbcx)!  Seoiom  Suivey  (300),  tbe  tenn  illicit  drugs  reters  to  drags  that  are  ttlegat  for  everyotse  in  tbe  UDited  States  sod  tbe  m>nmedical  use  of  prescripdon 
drugs,  ntidt  drugs  inclxtde  marijuana,  inhalants,  cocaine.  haUucim^gens.  heroin  ai>d  the  nonmedical  use  of  psychotherapeutics  (sedatives.  traoquilizer&. 
stimulants,  or  analgesics)  (303). 

^t  may  be  important  to  note  that  the  data  in  table  12-5  come  from  surveys  of  adolescents  in  school  Tbe  NIDA  Household  Survey  on  Drug  Abuse, 
which  is  population^oased  rather  than  school-based,  does  not  ask  respondents  about  daily  use. 
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"Dabte  12-5— Summary  of  Dally  Use  of  Alcohol,  Tobacco,  and  Illicit  Drugs  by  U.S.  Adoiasrant  Students  of  Various  Ages 


NaAionaist 

Juftfor  high  schoc^ 

Sdrtfor  Ngt)  sctKXri 

High  schod  ^(dois  only« 

PRIDF 

PRiDP 

MonttonnB  uiB  Hnufw 

NSrinfism  AOOrasoefii 

survey 

NASHS^'* 

sutvBy 

NASHS*' 

reQn  DdtoiM  sertfois 

neann  ourvey 

(1987) 

(1988-69) 

(1987) 

AteOfW)!   

0.8 

08% 

1.1 

2.0% 

4.2 

NA 

5.7% 

NA 

10.6% 

NA 

189%" 

12.0% 

Maf1|uafta/T)^htel\   

0.8 

0.4 

2.3 

2.1 

2.9 

2.0 

Smok^d^  tobacco/^miff  

NA 

4  ill 

ft*  A 

NA 

A  Mi 

2.4* 

NA 

3.8 

iitfwtents  

0.8 

08 

0.6 

0.6 

0.3«> 

NA 

NomiiBdH:^  use  of  stfmutants^ .  . 

0.5^ 

03*^ 

0.8" 

0.4*^ 

NA 

0.4® 

oy 

n  ftp 

Nonmdctlc^  use  of  anaiaeslcs^ . . . 

NA 

NA 

NA 

NA 

NA 

NA 

tWIudnogens  (all  forms)  

04 

0.4> 

0.5 

0.9 

03" 

NA 

Iky^  (an  fonns)  

0.4 

0.3 

0.6 

04 

0.3 

NA 

Nomnedica]  use  of  sedatives*'  ... 

0.4^ 

NA 

0.5' 

NA 

0.1 

NA 

Nomnedlcal  i^d  of  traitquHiTers^ . . 

NA 

—1 

NA 

0,1 

NA 

PCP  

NA 

NA 

NA 

NA 

0.2 

NA 

cocaine  

NA 

0.1 

NA 

0.3 

02 

NA>. 

Herdfi  

NA 

NA 

MA 

MA 

0.1 

NA 

ISO  

NA 

NA 

NA 

NA 

0.0 

NA 

Amy!  Of  butyl  nitrite  

NA 

0.6 

NA 

0.4 

NA 

NA 

CombinaUons  of  ateohoi  and  other 

dnup   

NA 

NA 

NA 

NA 

NA 

NA 

"Ottier  drujp"  

18 

NA 

2.0 

NA 

NA 

NA 

KEY:  NA  -  not  avsilot^;  PRIDE  »  Parma'  Bwpurs^  Instltutft  for  Drug  Educatkm;  MASHS  •  National  Ad6^9S€S9n\  Student  Hoalth  Sorvsy, 

^Pni0S  are  llstod  tn  mughty  th9  samo       as  In  taUa  12-1.  iwhm  dn^  wan»  tistad  to  raflact  tha  pravafanoa  of  thokr  usa  by  U.S.  adofasoonis  as  datorm Inod 

in  tha  1988  NIDA  KousaMd  Survay  on  Dn^  AfcHisa.  Tha  catagortas  ''Amyl  or  butyf  nitrlla.**  **C^t^tkms  of  atohol  and  othar  drugs."  and  '"Othar  drugs" 

wora  nd  IMad  in  labia  12-1  and  ara  thar^ora  ahown  last  ^  this  tabfa. 
^Ad^ustacT  figuras  ara  i»ad.  Ad^tislad  f  tguras  ara  hlgtMf  than  unaojustad  f  iguras. 

figures  shown  ara  tha  avaraga  of  gradaa  6  thnnigh  9.  Intarastingly.  for  almost  aB  typas  of  drugs,  daily  usa  in  Oth  grada  apimrad  highar  than  usa  in  7th,  8th, 
or  9th  gradaa,  Howavar,  tha  numbar  of  raapondanta  was  tewast  for  eth  gradars  (halt  w  las*  than  In  any  othar  grada  axcapt  1 2th),  a  factor  wWch  could  affact 
tha  slalfsllcal  a^r^f^oanoa  of  any  dfffaranoas.  ^  g9n^ail,  tha  surv^  mathod  woufd  not  maat  ganaraOy  aocaptad  star^jiarda.  aiKl  no  tasta  of  atatistteal 
signHieanoa  wara  cooductad. 

^Th9  figuras  shown  ara  W  aighth  gradars  only. 

^nthaNatmalAdolasoamStu^ntHaaith  Survay.  raspondancwaranotasl^aboUdaityusa.butthayiiraraaskadaboutthanu 
drugs  had  baan  usad  in  'lha  ptast  month.**  Tha  ^^Mantaga  rapos  ^ing  aithar  20  to  39  timas  or  40f  timos  ara  hara  as  daily  usa. 

Tanth  grades  only. 

9fn  tha  Morvltortng  tha  Futura/High  School  Sanlors  Survay.  **diyiy  u     maans  daily  usa  in  tha  past  30  daya. 

hlhis  raflacts  any  lav^  of  cigaratta  smoldng  on  a  daily  basir  A  lotal  of  1 1 .2  paroant  of  high  school  sanies  raportad  smoking  half  a  pack  of  oigar attas 
or  mora  par  day. 

^Hlghaat  fraquancy  of  usa  indudad  in  quastion  was  20^  timas    tl^  past  month. 

ilha National  AdoWscant  Sludant  Haalth  Survay  uaad  tha  tarm  '>sychadatk».'*  but  tha  actual  quastion  indudad  what  tha  NIDA  Hmis^k^  Sitry9y  on  Dnjg 
Atxisa  arfd  c^her  st^vays  rafar  to  as  haliudnogens  {).a..  LSD,  PC^-,  mascailna«  p^fota.  psilocybin). 

l^Tha  Naticmal  PRIDEawvay  (Sdfiot.  andtha  MonHoHng  tha  Futi^ a^Bgh  School  Seniors  Survi^  dki  distinguish  baNvaan  madicat  and  nonrnadk»l  usa  of  dn/gs. 
^a  Nattonal  PRIDE  survay  usadtha  t«ni  'idownara  Raportad  usa  is  indudad  hara  undar  sadativas.  Tha  Monitoring  tha  Futura/HIgh  School  S«tiors  Survay 
oakad  about  both  sadativas  and  franquillxara  {rvmmadioal  usa  only). 

'^Tha  Natkmal  PRIDE  survay  usad  tha  tarm  '^uppars.'*  It  dk^     ask  raspondants  to  di^inguish  batwaan  madtoal  and  nonnr^k:a{  usa  of  dn^s. 
'^is  f igura  is  for  prasctiptk^n  amphatambtas  for  nomnadteal  usa. 

^Thh  figura  Is  for  nonpnsscfiptlon  ksok-aillHa  stimulants  and      pilte  sokt  lagaily  in  most  Stat^  vdthout  a  prascriprtion.  usually  by  malt. 
PThis  figura  is  for  nonprasofptiofi  stay-awaka  pIRs  {a.g.«  No-OoiK  Vhrarin^). 

SOURCE:  Off  ioa  of  Taohnology  Asa^ssn^ant  1 991 .  basad  on  data  from  tha  foHowing  sovro^:  National  PRIDE  Surymy:  f^kit  tonal  Params'  Rasounoa  Institute 
for  Drug  Educatk>n.  7h»  PRDS  Oua^tionna^  for  Qp^f^  6-12,  NaUonat  Ostabas0,  1938-1^  (Atlanta,  OA:  July  24.  1989).  Monitoring  tha 
Futura^H^N  School  Sarrforv  Sumy:  U.S.  Daparlmant  of  HaaHh  and  Kkmtan  Sarvieas,  data  frum tha  t989*'MonHDying  tha  Futura  Survay** of  drug 
usa  among  high  school  sadors  (oonductad  by  tha  (nstituta  for  Soda!  Raaaarch,  Univarstty  of  Mich^an  and  (undad  tha  Nattonot  tnstltuta  on  Onig 
Abusa),  HHS  N9ws,  Fab.  13.  1990.  fMlonal  Molaaoant  Studant  Haalth  Survay:  Amarlcan  School  Haalth  Assodatton,  Aaaodatbn  for  tha 
Advanoamant  of  Haalth  EdUcatl«m.  ina,  and  Sodatyfor  Public  Haalth  Education.  Inc.,  Tha  Ateefaoa^Ato/toaoanf  Stuetonf  ftoaflft  $iavsy:A  RBpotf 
onth0H0iaOhofAfrmioa's  Vbutf;  (Oakland.  CA:  Third  Party  Publishing.  1889). 


♦  About  2  percent  of  high  school  seniors  reported 
using  LSD  in  the  month  preceding  the  1989 
Monitoring  the  Future/High  School  Seniors 
Survey,  but  less  than  0.5  percent  reported 
having  used  LSD  20  or  more  times  in  the  month 
^      prior  to  the  survey  •  Almost  5  percent  of  high  p. 

ERIC  ^ 


school  seniors  reported  having  used  LSD  at 
least  once  in  the  year  prior  to  the  survey. 

Comparison  of  Psychoactive  Substance  Use  by 
Adolescents  and  Adults — ^Tliere  are  few  compari- 
^ps  of  adolescents*  use  of  psychoactive  substances 
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ngure  12-1— Use  of  Alcohol  in  ttie  United  States, 
by  Age,  1988 


Ever  used      Used  past  year  Used  pa9t  month 


Age  of  respondente  Ctn  years) 
■IttMT     i^t8-26     rZ]  26-34     M  36* 

SOURCE:  Offkw  of  Tochr.o(ogy  Assdftsm«nt,  1991.  bas«d  on  data  imm 
U.S.  Do^rlnwit  of  htoath  and  Human  Sonriom,  PuMfc  Health 
Sarvice.  Alcohol.  Dru^  Abu9a,  and  Mantat  Haatth  Additnistm- 
tfon.  NatkMiaf  Institute  on  Drug  Abusa,  Uathfwf  Hous^Hotd 
Swv»y  onDrugAbu$»:  FMInff^  19S$.  DHHS  Pub  No. 
(AOM)  90-lSa2  (Rookvina,  MO:  1989). 

with  use  of  other  age  groups.  Only  the  NIDA 
Household  Survey  on  I^g  Abuse  collects  informa- 
tion at>out  substance  use  from  a  broad  sample  of  age 
groups  from  age  12  and  over.^^ 

Comparing  adolescent  and  adult  drug  use  is 
complicated  because  of  the  need  to  take  both  cohort 
and  contemporary  effects  into  account.  It  is  impor- 
tant to  note  that  the  age  group  35  and  ova*  represents 
a  very  diverse  group  in  terms  of  drug  use  experience 
and  that  an  average  for  all  those  35  and  over  is  not 
a  valid  comparison  to  the  12-  to  17-year-oId  age 
group.^  Further,  the  number  of  individuals  in  the 
population  ages  35  and  over  (112  million  in  1988 
[287a])  is  far  greater  than  the  number  of  individuals 
in  the  population  ages  12  to  17  (20.5  million  [287a]). 
Because  the  NTOA  Household  Survey  on  Drug 
Abuse  does  not  report  on  age  groups  with  equivalent 
population  distributions,  comparisons  of  rates  of 
dmg  use  in  widely  varying  age  groups  should  be 
made  with  caution. 

Data  from  the  1988  NIDA  Household  Survey  on 
the  use  of  alcohol,  cigarettes,  and  illicit  drugs 


Rgure  12-2— Use  of  Ctc^rettes  in  the  United  States, 
by  Age,  1988 

Percentage  reporting  use 

100  T^-      —  ■ — ■  '  1 


Ever  used      Used  past  year  Used  past  month 


Age  of  respondents  (in  yoars) 
B  12-17     ^18-26     111328-34  B35« 

SOURCE:  Offtoa  of  Taohnotogy  Assessmant  1991.  based  on  data  f  rem 
U.a  Dapartmantfrf  Heath  andHtmian  Sarvioas,  PubUc  Health 
Sarvica.  ASooho),  Dn^  Abuse,  and  Mental  Heatth  AdhiNstra- 
tHm.  Nations^  Instttute  on  Drve  Abase.  Natiofwt  Hou$0hokf 
Smmy  on  Oug  Abus0:  Ma/n  FMnga  1986,  DHHS  Pub  No. 
(ADM)  90-1SS2  (RodcviSa.  MD:  1989). 

reported  by  U.S.  adolescents  ages  12  to  17  and  by 
individuals  in  older  population  groups  are  summa- 
rized in  figures  12-1, 12-2,  and  12-3,  The  substance 
reportedly  used  by  tibie  most  respondents  in  all  age 
groups  is  alcohol,  followed  by  cigarettes.  As  shown 
in  figures  12-1  and  12-2,  U,S.  adolescents  are  less 
likely  to  report  having  used  alcohol  or  cigarettes 
than  adults,  whether  the  time  frame  is  ever,  the  past 
year,  or  the  past  month. 

The  1988  NIDA  Household  Survey  on  Drug 
Abuse  found  that  smaller  percentiles  of  individuals 
in  all  age  groups  reported  use  of  any  illicit  drug  than 
reported  use  of  alcohol  or  cigarettes.  As  shown  in 
figure  12-3,  adolescents  wa:e  far  less  likely  than 
young  adults  ages  18  to  34  and  atx)ut  as  likely  as 
adults  age  35  and  over  to  report  ever  having  used  any 
illicit  drug.  About  25  percent  of  12-  to  17-year-olds 
reported  ever  having  used  an  illicit  drug,  as  com- 
par«J  with  roughly  60  percent  of  1 8-  to  34-year-olds 
and  23  percent  of  those  over  age  34.  When  asked 
about  illicit  drug  use  in  the  past  month,  12-  to 
17-year-olds  reported  less  use  than  young  adults 
ages  18  to  34  and  more  use  than  adults  35  and  older. 


2)io  1991 ,  the  Monitonng  tbe  Futuir/High  School  Seniors  Survey  repeated  data  on  a  sample  of  19-  to  2S-year-olds  who  had  bcca  foUowod  np  £roixi 
hi^  school  for  1986  thiott^  1990  (289). 

2^1^  cxainptc«  1 988  DAWN  data  show  ihal  the  distnbutlan  of  drug  atmse  (as  defh^d  for  Ihe  DAWN  smvey)  a^odated  with  eaiefgency  room  visits 
is  very  variable  for  those  30  and  over,  with  the  following  distritwtion:  «ges  30  to  39. 23,615  eocoumefs;  40  to  49. 6.651  acotmten;  ages  50  to  59» 
1.3W  encounters;  and  60  and  older.  37!  momntcn  (302).  Impute  "tootives**  for  drag  use  resulting  in  ao  emsFgaxry  room  eocottnter  also  vary  by  age. 
I^exaiiq^dntg<i^/)^ft^RreasaninfefTed'*nu>tiv^^  10  through  39,  and  decthxod  withage£nom9ge40oo(3Q2). 

If  6-  to  9-year-olds  are  not  included,  drug  depemteoce  as  a  motive      lowe^  amo^g  those  10  to  17  (7.8  percent)  aiuS  60  and  older  (16.3  paxxm)  (3CE2). 

ERIC  517 


IhSU  •  AdolescentHMttth—VblumelliBackgmundandtheEff^ 


Figurd  12-S— of  Any  Illicit  Drug'  In  the 
United  States,  by  Age»  19S8 

Percentage  reporting  use 

too  r  ^  

90 
80 


Ever  used      Used  pas!  year  Used  past  month 


Age  of  reepondent  lin  yeara) 

■■  12-17  18-26     mi  26-34     B  35^ 

the  NIDA  Hous^tioM  Survey  on  Drug  AbuM,  the  term  **usrf  Widt  drug" 
\s  doflned  as  marijuana,  fnhatants.  cooaina.  hsUhidnogfins,  POP,  hemin. 
or  lha  nonmadka}  usa  of  psy^wtharspeuttcs  (la.,  prasGr^ption  madica- 
tfons  which  can  ba  usad  iltk^lfy  to  gat      or  lor  otHar  montal  «ff0cU). 

^URCE:  Otftee  of  Technology  AsMS»nant,  1991,  based  on  data  from 
U.S.  Dapartmant  of  Heath  and  Human  Services,  PubTJc  Health 
Sarvtea,  Akx)hol.  Drug  Abuta,  and  Mentai  Health  Adhiln^stra^ 
tior)«  National  Institute  on  Drug  Alnm,  Natkm^  Household 
Swvoy  on  Dntff  Abuse:  FlntSn^  19B9,  DHHS  Pub  No. 
(ADM)  90-1682  (RooMQa,  MD:  1989), 

Summary:  Current  Estimates  of  the  Preva- 
lence of  Substance  Use  Among  1J«S.  Adolescents 
Based  on  Self-Report  Data— The  majority  of 
contemporaiy  American  adolescents  report  that  they 
have  tried  the  substances  that  are  legally  available  to 
and  widely  used  by  adults — alcohol  and  cigarettes — 
at  least  once  during  adolescence.  A  substantial 
portion  of  adolescents  appears  to  consume  alcohol 
heavily  and  frequently,  and  1  out  of  10  smokes  half 
a  pack  or  more  cigarettes  a  day.  Available  data  from 
household  and  student  surveys  suggest  that  the  illicit 
drug  adolescents  are  most  likely  to  try  is  marijuana^ 
followed  by  stimulants,  inhalants*  cocaine,  and 
hallucinogens.  Few  adolescents  q^pear  to  use  any 
substance — licit  or  illicit — daily^  but  those  few 
represent  a  sizable  minority  of  individuals. 

Estimates  of  the  Prevalence  of  Psychoactive 
Substance  Use  Resulting  In  Death  or  the  Need  for 
Emergency  Medical  Care 

Extreme  indicators  of  problem  use  of  psychoac- 
tive substances  are  death  or  the  need  for  emergency 
medical  care  from  substance  abuse.  In  1988, 13,975 


U.S.  adolescents  ages  10  to  17  visiting  the  emer- 
gency rooms  participating  in  NIDA's  DAWN  sys- 
tem tested  positive  fra  drugs  (302).  DAWN  is  not  a 
vary  useful  source  of  information  on  psychoactive 
substance  abuse  by  ^ole^^oits,  b^ause  ^cohol,  the 
most  frequendy  used  psychc^iive  drug  among 
adolescents,  is  mention^  only  when  it  is  used  in 
combination  with  another  drug.  The  majority  (61.8 
percent)  of  these  adolescents  had  used  drugs  to 
mten^t  suicide;  le^  than  20  percent  expoienced  an 
emergency  as  aresult  of  using  a  drug  for  recreational 
purposes  (302).  About  8  (7.8)  percent  of  the  13,975 
10-  to  17-year-olds  who  tested  positive  for  drugs  did 
so  because  of  dmg  **dcpendence**  (302). 

Consistent  with  odi^  evidence  on  suicide,  DAWN 
data  show  that  female  adolesce  patients  (black, 
Hispanic,  and  white  non-Hispanic)  were  much  more 
likely  dian  male  patients  to  have  used  dru^  to 
atten:q)t  suicide,^  while  male  patients  (black,  His- 
panic, and  white  non-Hispanic)  were  more  likely  to 
report  having  used  the  drugs  for  recreational  pur- 
poses or  because  they  were  dmg  dependent  (302). 

Few  U.S.  adolescents  die  as  a  result  of  drug  use 
that  is  not  accidental  or  associated  with  suicide.  In 
1987,  3  adolescents  ages  10  to  14  and  109  adoles- 
cents ages  IS  to  19  in  this  coimtry  died  as  a  result  of 
drug  poisoning  not  relate  to  suicide  (319).^  NIDA 
reports  that,  of  the  82  dmg-relat^  deaths  among 
10-  to  17-year-olds  reported  to  DAWN  by  medical 
examiners,  ^^proximately  45  percent  were  classified 
as  suicides  (307).  Hie  apparently  nonsuiddal  drug 
poisoning  mortality  rates  (per  100,000  population) 
for  1(V  to  14-year-olds  and  15-  to  19-year-olds  did 
not  change  between  1979  and  1987  (319). 

As  shown  in  table  12-6,  DAWN  emergency  room 
data  by  type  of  drug  are  reported  for  6-  to  17-year- 
olds  in  the  aggregate,  not  for  adolescents  separately. 
Since  children  ages  6  to  9  accounted  for  only  0.5 
percent  (77  of  the  cases)  on  which  the  1987 
dnig-by-drug  analysis  was  based  (302),  however, 
most  of  the  data  pertain  to  adolescents.  The  nmjOTity 
of  the  substances  used  by  adolescents  seen  in 
emergency  rooms  are  licit  substances  like  acetamin- 
ophen, alcohol  in  combination  with  other  dmgs,  and 
aspirin,  which  together  accoimted  for  about  43 
percent  of  the  substances  mentioned  by  emergoicy 


^^Stticidc  end  sulcklc  aitempts  among  U.S.  adoksccnts  m  discussed  ia  dt  1 1.  "Mental  Health  Prohleois:  Prevention  and  Services***  in  dtU  votenie. 

^Ttese  deaths  iiich^e  Inttmationat  ClassificaHon  of  Diseases  £-Cod^  980.0  to  9S05,  '"Death  Prom  PcnsomQg  by  Drugs.  Medicaments,  and 
Biological  [not  determined  whether  accidental  or  tmintcntjoital]**  and  E-Codcs  850  to  858.  "Deadi  From  Poisoning  by  Dmgs,  Mttitcaniems,  ai^ 
O   jlogtcals:  Acctdcatal"  (319). 
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Tible  12-6~-DAWN  Emergency  Room  Data  on  Drug  Use  by  Patients  6  to  17  Years  of  Age,  1987* 


Number 

Peroentage 

Number 

PerOMilaoe 

of 

of  total 

of 

of  tot^ 

Dnig  name 

menttons^ 

episodes 

Drua  name 

iiiwiiivncK 

Aoteodoft 

44 

f 

Aoetaminophen 

2,137 

14.80 

52 

TftmBthq)rim/8utfamethox 

57 

0.39 

2 

Alcohol  In  combination  with 

otttsr  drugs 

2,084 

14.44 

53 

Deripiamine 

53 

0.37 

3 

2.CC7 

14.25 

54 

ChfordiazepoxMe 

52 

0.% 

A 

Mdnjudna/nasipsn 

1,311 

9.08 

54 

Phenylpro/Bromph/Phenyle 

52 

0.38 

9 

1,153 

7.99 

56 

Hydrooodone 

5t 

0.35 

O 

iDUprOfBn 

942 

6.52 

56 

Imtomettecin 

51 

0.35 

7 

PCP/PCr  oomUnatfons^ 

681 

4.72 

56 

Chlorpheniramine 

51 

0.35 

A 

o 

LSD" 

490 

3.39 

59 

Chtc^f»tmiazlne 

49 

0.34 

V 

AoBtamlnophdfVcodBfns 

387 

2.68 

59 

Trazodone 

49 

0.34 

10 

Diazepam 

376 

3.60 

61 

T^maz^m 

47 

0.33 

1  1 

1  nsopnyiiirH^ 

336 

2.33 

61 

Trtamler^ie 

47 

0.3^.- 

12 

tfyifTfornyctn 

271 

1,88 

81 

Bromphailramlne  n»teate 

47 

0.33 

2S2 

1.75 

64 

Clmetid^ 

44 

0.30 

14 

OTC  ^0ep  akte* 

245 

1.17 

65 

Amitriptyllne  oomWnatlons 

43 

0.30 

15 

Caff^ne 

227 

1.57 

66 

Chlor3»xazona/ffi2etamlnophen 

41 

0.28 

Id 

Amitftptyline 

181 

1.25 

66 

Atrop^C(^)o/Hyo$cy/Pheno 

41 

0.28 

d- Propoxyphane 

172 

1.19 

68 

N<»tripty}lne 

40 

0.28 

uTv  Qtai  aios* 

108 

1.16 

68 

Methocarbamol 

40 

0.28 

19 

P$^Hto0phedHne 

167 

1.16 

70 

Methyff^renldate 

38 

0.28 

20 

Alprazolam 

154 

1.07 

71 

Guaifenesin 

37 

0.26 

21 

HafTOxen 

150 

1.04 

72 

Benzodiazepine  (reskfual) 

36 

0.25 

22 

Imipramina 

148 

1.03 

72 

Cartsoprodd 

36 

0.25 

23 

Speed 

145 

too 

72 

Phenytephr/dilorphen  nral. 

36 

0.25 

23 

AmplcJll^ 

145 

1,00 

75 

CtofBzepale 

35 

0.24 

25 

Amoxfciffri 

141 

0.98 

75 

DIcydomlne 

35 

0.24 

2d 

Tatr^ycf  tna  HCi 

122 

0.85 

77 

Metoprolot 

34 

0.24 

27 

Rienobarbflaf 

113 

0.78 

77 

Doxycydlne 

34 

0.24 

28 

Amphalamlne 

110 

0.76 

79 

Phenyfpropanola/acetamlnophen 

33 

0.23 

29 

Matnampietamlna 

105 

0.73 

80 

Furosemlde 

32 

0.22 

30 

Herofn/morphlne 

98 

0.68 

81 

Metronidazole 

31 

0.21 

30 

PenlciSIn  O  potassium 

98 

0.68 

82 

Hydrochlorothiazide 

30 

0.21 

32 

Butalbital  combinations 

93 

0,64 

82 

Metaproterenof  sulf. 

30 

0.21 

33 

Hydantom 

91 

0.63 

84 

Methadone 

29 

0.20 

Oil 

34 

Oxyopdono 

87 

0.60 

85 

Farrous  sulfate 

28 

0.19 

35 

Carbamazepine 

84 

0.58 

86 

Gfcies 

28 

0.19 

3o 

Coddine 

83 

0.57 

87 

Phenyifm)pano{amfne 

26 

0.18 

or 

TnH>n0azjna 

82 

0.57 

86 

Meprobamate 

25 

0.17 

Pseuooepned/triproltdine 

78 

0.54 

88 

Sutlndac 

25 

0.17 

Lorazapam 

76 

0.53 

88 

DfpherK>xytatQ^atroplne 

25 

0.17 

39 

Cyctobanzapflne 

76 

0.53 

91 

6enz!r<q>ine 

24 

0.17 

41 

TrtazoJam 

71 

0.49 

91 

fepfrln/oodeine 

25 

0.17 

41 

Hydroxyzine 

71 

0.49 

93 

Prednisone 

23 

0.16 

43 

Fturazapam 

68 

0.47 

93 

Fenoprofen  caldum 

23 

0.16 

43 

Haloperfdol 

68 

0.47 

93 

Dfmerrfiydrinate 

23 

0.16 

43 

PenldDin  V  potassium 

68 

0.47 

96 

Meperidine  HCi 

22 

0.15 

46 

Lithium  carbonatd 

64 

0.44 

96 

Prochtoiperazine 

22 

0.15 

47 

Phenylpm/chlorphen  mal. 

63 

0.44 

98 

Trifluoperazine 

20 

0.14 

48 

Propanolof  HCf 

62 

0.43 

98 

Butabari>lta>  oomt^nation 

20 

0.14 

4a 

Cephalexin 

59 

0.41 

98 

Morgdslc 

20 

0.14 

50 

Doxepin 

58 

0,40 

98 

Valproic  add 

20 

0.14 

50 

58 

0.40 

^9  dftta  In  this  tabto  ar© from  ths  Drvg  Abu8»  Warning  Natwoffc  (DAWN)  of  tho  National  hstrtuf a  on  Dnjg  Abu^  MtWn  the  U.S.  Oaparfrnanl  of  H99\\h  and 
Hiiman  S«rvlc»s. 

^Oala  ara  basad  on  raw  f  roqwanaas  of  drug  mantions  and  a  total  rsm  anwgancy  room  ap^soda  count  of  14.437  for  patlants  6  to  1 7  years  of  ^a.  In  using  t  Ws 
tatrfa,  tha  raadar  should  ba  awara  that  vidwal  drugs  ara  f  fa<^antly  manttensd  In  combination  with  othar  dmgs  and  that  tha  population  at  risk  of  an  ^wb^ 
oonsaquano©  relating  to  tha  abusa  of  any  particular  drug  Is  unknown.  I.a..  fha  rtumbt^r  of  paopfa  abusing  a  pwrtlcuTar  substanoa,  arthar  ak>na  or  In  any 
oomWnatten,  Is  unteiown.  Thus  tha  ralatlva  fra<|uar>cy  of  mantkms  of  any  dmg  p«laln«  only  to  tha  D/WN  systam  and  not  tha  largar  population  at  rlek. 

^PCP  ratars  to  phancydklina. 

^SD  rafars  to  lysargk;  add  diathyiamlda. 

•OTC  dmgs  ara  drugs  »oW  "ovar  iha  oountar."  I.a.,  wtthout  a  prescnptw. 

SOURCE:  U.S.  Dapartmentof  Health  and  Human  Sarvicas.  PuWtoHaallh  Sarvtea.  Akjohol.  Drug  Abu»a.  and  Mantat  Haalth  Acfrnfmstratlon.  National  Institute 
on  Onig  Abusa.  Oatta  From     Drug  AbuM  fMmxrk  omN:  Annttai  Data        DHKS  Pub.  No.  (ADM)  88-1 584  (Rockvlffa.  MO:  1888). 
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Table  12-7— Arrest  Rates  for  Drug  Abuse  Vioiatfons  in  the  United  States, 

by  Age  and  Sex»  1965-38* 


Year 

Number  of  arrests  for  drug  abuse  vlolattons  per  100,000  populatkvi 

Underage  18 

Age  18  ami  over 

Total 

Male 

Female 

TtAal 

Mate 

Femate 

1965   

11,7 

20^ 

2.9 

S0.4 

90.7 

13.2 

1966  

18.9 

31,7 

5.5 

62.8 

113.1 

16.8 

73.5 

14.6 

91.5 

Z3.4 

1968   

91.2 

145.0 

%.4 

135.1 

24D.1 

34.D 

1^9  

122.4 

189.9 

52.4 

199.1 

361.8 

52^ 

1970   

. .  160.3 

244.7 

72.7 

285.3 

516.6 

76.0 

271.3 

79.2 

319.4 

O/ .P 

1972   

  190.7 

300.9 

76.1 

320.4 

Of  f  .o 

1973  

263.2 

423.2 

96.7 

355.6 

648.9 

88.9 

1974  . 

305.7 

496.4 

107.2 

398.6 

727.4 

99.6 

401.0 

82.7 

O^Q  A 

339.9 

Dif  1.9 

1976  .   

  242.8 

398.5 

80.7 

34  £.0 

1977 

237  2 

388.6 

79.4 

334.1 

608.0 

85.1 

1978   

.  .  .  242.4 

396.0 

321.0 

587.9 

78.6 

1979  ....... 

202.3 

330.9 

67!9 

289.3 

530.7 

69.9 

1980   

,  184.7 

301.5 

62.7 

306.9 

565.8 

74.7 

IMI  

  173.6 

285.1 

56.9 

33Z8 

610.5 

80.2 

1982   

.  150.1 

246.2 

49.7 

358.0 

6518 

90.5 

1983   

135.4 

222.0 

44.9 

370.2 

670.2 

96.8 

1984   

,     ,  139.2 

231.3 

42.7 

380.9 

690.0 

99.4 

1985   

  153.1 

255.4 

45.8 

423.3 

766.1 

110.0 

1986   

135.5 

227.6 

39,0 

440.3 

789.2 

121.0 

1987 

  143.9 

244.3 

38.6 

491.6 

872.6 

142.6 

1988   

  158.3 

271.0 

40.0 

552.6 

973J 

166.5 

^e  FodemI  Bur«au  of  tnvostlgation's  Uniform  OHm»  R«porta  d«firm  dtug  aN/se  vioMons  as  Stsle  and  local 
offons0S  rolatdd  to  tho  unlswful  possesskm,  safe,  um,  grawf rtg,  and  manutetotlng  of  narcotic  drugs  (323). 


SOURCE:  U.S.  Dflparlmoot  of  Justice,  Faderal  Buroau  <rf  Irwestlgi  ion.  ^^^Sp^df^  Afrwf  RatBaandRac^Sp^dfh 
Arr^f  Rat0s  for  S0i«^M  OffonsQa  196S-19S8  (Washington^  DC:  April  1990). 


rooms  as  being  used  by  6-  to  17-year-olds.  Unfortu- 
nately, it  is  not  possible  to  pair  these  substan<^s  with 
the  motive  or  reason  for  the  emergency  room  visit  in 
this  age  group  (301). 

Arrests  as  an  indicator  of  Psyciioactive  Substance 
Use  and  Substance  Use  Problems 

In  general*  sources  of  data  on  arrests  related  to 
dmg  abuse  violations  by  U.S.  adolescents  have 
tracked  declines  in  use.  Aniests  related  to  alcohol  use 
have  shown  a  more  complicated  pattern  (182). 

Arrests  Related  to  Illicit  Drug^Arrest  rates 
for  drug  abuse  violations  among  individuals  under 
age  18  rose  somewhat  steadily  between  1965  and 
1974,  when  they  began  to  decline  (see  table  12-7). 


Another  increase  in  arrest  rates  for  drug  abuse 
violations  occurred  in  1985»  a  year  when  the  use  of 
cocaine  increased  among  high  school  seniors*^ 
Somewhat  anomalously,  anesic  rates  for  drug  abuse 
violations  among  individuals  under  age  18  increased 
in  1988,  despite  the  fact  that  drug  use  was  down. 

Arrests  Related  to  Alcohol — Federal  Bureau  of 
Investigation  Part  n  offenses^^  related  to  the  drink- 
ing of  alcohol  are  categorized  three  different  ways: 

•  driving  under  the  influence^ 

•  drunkenness  (excluding  driving  under  the  in* 
fluence),  and 

•  State  and  local  liquor  law  violations. 


As  noted  above,  diug  use  miong  high  school  seniors  h  often  taken  as  an  indicator  of  drug  wsc  among  all  adolcsccnis.  DHHS  plans  to  collect 
ittfo^maiioD  on  sutisiance  use  from  a  bniader  range  of  adolesceots  (including  oonstudents)  in  the  future  (326.327). 
O       ^Scc  cb.  13  *  'DdiiMjuaicy :  PrevendcMi  aiKl  Services/  *  in  this  volume  for  explanation  of  different  typca  of  offenses. 
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Menard  analyzed  differences  in  arrests  of  adoles- 
cents for  drunkenness  and  liquor  law  violations 
between  1976  and  1987  for  OTA  (182).  WhUe 
anests  for  drunkenness  declined  from  1.36  to  0.69 
per  1,000  11-  to  17-year-olds  between  1976  and 
1987,  arrests  for  liquor  law  violations  rose  from  3.74 
to  4.55  per  1,000  11-  to  17-year-olds.  Menard 
suggested  diat  these  differences  may  reflect  recent 
d«:reases  in  the  availability  of  alcohol  to  minors 
(182).27 

Demographic  DiKerBnces  In  Psychoactive 
Substance  Use  liy  Adolescents 

Racial  and  Ethnic  DifTerences  in  Substance 
Use — ^While  a  pojmlar  assumption  may  be  that 
sutetance  use  is  most  prevalent  among  black  adoles- 
cents in  the  United  States,  self-rcpoit  data  from 
recent  NIDA  Household  Surveys  on  Drug  Abuse 
indicate  that  black  adolescents  ages  12  to  17  are  less 
likely  than  adolescents  from  any  other  racial  or 
ethnic  groups  to  report  the  use  of  any  illicit 
drug — whether  the  measure  is  lifetime,  annual,  or 
past-30-days  use  (303).  NIDA  Household  Survey  on 
Drug  Abuse  data  indicate  that  Hispanic  adolescents 
are  slightly  less  likely  than  non-Hispanic  white 
adolescents  (but  more  likely  than  black  adolescents) 
to  use  illicit  drugs.  In  the  case  of  cocaine  and  crack 
cocaine,however,Hispanicadolescentsrepoft  slightly 
more  use  than  non-Hispanic  white  adolescents. 
Hispanic  adolescents  are  also  less  likely  than 
non-Hispanic  white  adolescents  (but  more  likely 
than  bl^k  adolescents)  to  report  use  of  alcohol, 
cigarettes,  and  smokeless  tobacco. 

The  NIDA  Household  Survey  on  Drug  Abuse  and 
the  Monitoring  the  Funire/High  School  Seniors 
Survey  involve  different  populaticms  (adolescents  in 
households,  high  school  seniors),  but  both  are 
limited  by  having  only  small  annual  samples  of 
adolescents  in  racial  and  ethnic  minoriQr  groups. 
Bachman  and  his  colleagues  performed  an  analysis 
that  sought  to  compensate  for  the  Monitoring  the 
Future/High  School  Seniors  Survey's  small  annual 
sample  sizes  by  combining  data  from  1976  through 
1989  into  three  groups  (1976-79,  1980-84,  and 


1985-89)  (15).  This  analysis  provided  son^what 
more  information  than  the  NIDA  Household  Sur- 
veys on  Drug  Almse,  because  it  allowed  infcffmation 
on  Native  Andean  and  Asian  Amoican  high 
school  seniors,  in  addition  to  that  for  white,  black, 
and  Hispanic  high  school  seniors,  to  be  disaggre- 
gated. Bachman  and  his  colleagues  found  results 
from  the  Monitoring  the  Future/High  School  Seniors 
Survey  that  were  generally  similar  to  those  of  the 
NIDA  Household  Surveys  (15).  Native  Am«ican 
high  school  seniors  had  Uie  hi^est  prevalence  rates 
for  the  use  of  cigarettes,  alcohol,  and  most  illicit 
drugs.  White  non-Hispanic  high  school  seniors  had 
the  next  highest  prevalence  rates  for  the  use  of  most 
drugs;  His^nic  high  school  seniors  had  the  next 
highest  prevalence  rates  (except  for  relatively  high 
cocaine  use  among  Hispanic  males)  (15).  Asian 
American  and  black  hi^  school  seniors  had  the 
lowest  prevalence  rates  (15). 

It  may  be  important  to  note  that  NIDA  and  other 
self-report  data  on  racial  and  ethnic  differences  in 
substance  use  by  adolescents  do  not  appear  to  be 
consistent  with  differences  indicated  by  DAWN  data 
or  arrest  rates  for  drug  abuse  violations  (182,301, 
303,306,322).28  For  example,  black  adolescents 
accounted  for  20  percent,  Hiqranic  adolescents 
accounted  for  12  percent,  and  white  non-Hispanic 
adolescents  accounted  for  55  percent  of  the  DAWN 
episodes  among  10-  to  17-year-old8  in  1988  (302). 
Arrests  for  drag  abuse  violations  are  disproportion- 
ately high  among  black  adolescents  (182). 

Social  Class  and  Income  Differences  in  Sub- 
stance Use — Only  limited  information  is  available 
about  social  class  and  income  differences  in  psy- 
choactive substance  use  by  adolescents.  In  this 
chapter,  social  class  refers  to  the  socioeconomic 
status  of  adolescents*  families  of  origin  (most 
adolescents  live  with  their  families),  and  income 
refers  to  the  adolescents*  own  income.  TTiese  indica- 
tors may  or  may  not  be  related.  Both  measures  may 
be  relevant  to  explaining  adolescents*  use  of  sub- 
stances because  both  may  make  substances  more 


2^0f  course,  alcohol  was  oot  legally  available  to  minors  under  age  1 8  in  1976.  but  presiimaWy  laws  rcstrictiM  alcobol  to  those  ages  21  and  over  had 
as  impact  tm  its  availability  to  those  umJer  age  18  as  well. 

^    ^Discrepancies  between  self-repod  data  and  arrest  data  arc  a  topic  addressed  in  cb  13.  '-Delinquency:  Prevention  and  Setvices.* '  in  this  volume 
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available  to  an  adolescent,  but  not  necessarily  in  the 
same  ways. 

Further,  the  effect  of  income  and  social  class  may 
diffar  for  different  substances.  For  exanq)le«  since 
crack  is  less  expensive  than  powdCT  cocaine,  crack 
may  be  nrore  likely  to  be  available  to  low-income 
adolescents  and  powder  cocaine  to  middle-  and 
high-income  adolescents. 

Very  little  research  has  examined  the  relationship 
between  substance  use  and  income  among  adoles- 
cents, perhaps  because  adolescents  do  not  typically 
have  a  regular  substantial  inc^nne  (176).  Current 
population*ba$ed  mveys  of  self-reported  substaiK:e 
use  by  adolescents  cannot  be  used  to  disaggregate 
use  by  socioeconomic  status.  For  exan^le,  die 
Monitoring  the  Ftjture/High  School  Seniors  Survey 
reports  data  by  sex,  college  plans,  region,  and 
population  density,  but  not  by  sociowonomic  status 
(289).  Similarly,  the  DAWN  form  does  not  require 
information  related  to  income  level  to  be  reported 
(302). 

Elliott  and  his  colleagues  analyzed  data  from  the 
National  Youth  Sxffvey^  (a  survey  conducted  on  the 
same  cohort  of  adolescents  from  1976  to  the  present) 
and  found  that  in  3  of  the  4  years  of  their  study, 
working  class  adolescents^  were  no  mote  likely  to 
use  drugs  than  middle  class  adolescents  (81,83). 

Several  other  studies  that  have  examined  the 
availability  of  spending  money  and  the  use  of 
psychoactive  substances  by  adolescents  have  found 
that  having  disposable  income  is  positively  related 
to  substance  use  (190).  Maddahian,  Newcomb,  and 
Bentler  also  found  that  alcohol  and  cigarette  use 
increased  with  greater  earned  income;  money  from 
allowances  and  other  given  income  was  related  to 
nontherapeutic  use  of  prescription  drugs — but  no 
relationship  between  income  and  other  drugs  was 
demonstrated  (176).  In  another  analysis,  Mad- 
dahian, Newcomb,  and  Bentler  found  that  earned 
income  was  a  significant  predictor  of  cigarette 
smoking  and  alcohol  consumption  (assuming  equal 
availability),  but  availability  (measured  as  friends 
having  given  the  respondent  the  substance  and 


perceived  ease  of  acquisition)  * 'drastically**  de- 
creased the  effects  of  earned  income  (and  ethnicity) 
(175). 

Age  DifTerencK  In  Sutetance  Use — ^The  detec- 
tion of  age  differences  in  adolesccsit  substance  use  is 
made  difficult  by  the  scarcity  of  national  data  on 
younger  adolescents.  Data  such  as  those  from  the 
NIDA  Household  Survey  on  Drug  Abuse  fliat 
average  information  from  a  relatively  wide  range  of 
adolescent  ages  should  be  int^preted  with  caittion 
(306),  Most  available  data  do  suggest  that  the 
tendency  to  use  drugs,  exc^t  for  inhalants,  gener- 
ally  increases  with  age  (table  12-1.  table  12-2,  table 
12-5).  Inhalants  (e.g.,  gasoline,  aiiplane  ghie)  may 
be  casia  for  young  adolescents  to  obtain  and  use. 

As  it  is  with  other  problem  behaviors,  the  age  at 
which  an  adolesce  begins  to  use  irobstances  may  be 
an  important  indicator  of  the  likely  occuireiK^e  of 
problem  or  continued  use.  Hirschi  and  Gott£redson 
point  out  a  very  straightforward  interpretation  for 
this  pattern:  at  ages  when  very  few  people  have  a 
given  behavior,  its  ^^pearanc^  will  be  concentrated 
among  those  people  who  are  most  strongly  disposed 
to  that  behavior  (129).  In  other  words,  if  85  percent 
of  high  school  seniors  and  10  percoit  of  seventh 
graders  consume  alcohol  on  a  regular  basis,  then  the 
fact  that  an  individual  consumes  alcohol  says  more 
about  a  person  who  is  a  seventh  grader  than  about  a 
person  who  is  a  high  school  senior. 

Several  analyses  have  found  that  the  earlier  the 
use  of  psychoactive  substances,  the  more  likely  it  is 
to  result  in  problem  use  (235,272).  These  smdies 
have  differed,  however,  in  what  they  mean  by 
**early**  use — for  example,  one  study  con^ders  use 
either  before  15  or  before  18  early  (235),  while 
another  study  considers  use  before  age  12  Mrly 
(272).  Furthermore,  it  may  be  important  to  view 
findings  about  early  use  in  terms  of  cohort  effects.  In 
recent  years,  substance  use  by  Americans  has  been 
occurring  earlier  in  life.  In  1975,  47  percent  of  the 
high  school  seniors  who  reported  smoking  cigarettes 
daily  reported  that  they  had  l^gur  smoking  before 
the  10th  grade,  but  by  1984,  the  figure  had  risen  to 


29Tbe  Naliona!  Youth  Survey  used  u  probability  sample  of  baosd»lds  in  the  continettiai  United  States.  Tbc  I V6  simple  included  a^J^^^^f 
1 1  to  17;  participants  were  foiuid  to  be  repit^lBtivc  of  the  total  1 1  -  to  17^ycar-old  population  in  the  United  States  at  that  time  as  established  by  the 
U.S.  Census  Bureau  (81.83) 

»Worldng  class  adolcscctiis  wcie  those  wtosc  parents  were  owners  of  small  businesses,  clerical  workers,  snd  persons  in  sales  or  skill^  manual 
occupations  with  high  school  or  some  college  completed;  middle  class  adolescents  were  those  whose  principal  wage^-arning  parent  was  m  a  P«»f  «o™ 
or  mScrial  occu^ionwitfi  a  college  education;  and  those  whose  parcms  were  in  scmisldlied  and  unskilled  manual  occupations  and  hadahigh  school 
Q    '  lowo"  level  of  education  were  designated  lower  class. 
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63  percent  (145).  What  was  **early  on$et''  in  one 
decade  may  become  the  norm  in  another.  Neverthe- 
less, the  age  of  an  adolescent  or  pie;ulolescent*s 
initial  use  of  alcohol  or  other  drugs  may  be  a 
predictor  of  future  problem  use. 

Recent  Trends  in  the  Use  of  Psychoactive 
Substances  by  U.S.  Aflolescents 

Few  data  are  available  on  trends  in  the  use  of 
psychoactive  substances  by  U.S.  adolescents.  As 
noted  earlier  in  this  chapter,  the  NIDA  Household 
Survey  on  Drug  Abuse  has  been  conducted  since 
1971  (303).^^  The  Monitoring  the  Future/High 
School  Seniors  Survey  has  been  conducted  by  the 
University  of  Michigan's  Institute  for  Social  Re- 
search every  year  since  1975  (288).  Other  survey s, 
including  the  National  Adolescent  School  Health 
Survey  and  the  National  PRIDE  Survey,  have  been 
conducted  on  a  one-time  only  basis  (5»206).  Re- 
cently»  CI>C  within  the  Public  Health  Service  of 
DHHS  has  begun  to  suppoit  the  regular  collection  of 
data  on  drug  use  and  other  behavioral  risk  factors 
from  students  (316)«  but  trend  data  are  not  yet 
available  firom  those  surveys. 

The  Monitoring  the  Future/High  School  Seniors 
Survey  shows  a  net  decline  since  1975  in  the 
lifetime,  annual,  and  current  use^^  by  U.S.  adoles- 
cents of  any  illicit  drug  (see  iigure  12-4,  table  12-8). 
Although  the  Monitoring  the  Future/High  School 
Seniors  Survey  found  that  the  lifetime,  annual,  and 
current  use  of  any  illicit  drug  reported  by  U.S.  high 
school  seniors  rose  somewhat  in  the  late  1970s,  these 
indicators  declined  quite  steadily  (except  for  an 
increase  in  1985)  throughout  the  1980s  to  rates 
lowCT  than  those  found  in  1975  (300).  The  Monitor- 
ing the  Futiue/High  School  Seniors  Survey  found 
that  lifetime,  annual,  and  current  cocaine  use  by  U.S. 
high  school  seniors  increased  between  1975  and 
1979,  then  again  between  1983  and  1985,  and  has 


FIgura  12-4—1^  of  Any  Illicit  Drug*  by 
High  School  Seniors,  1975-89 
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*tn  th#  Woftiiortf^  th«  Fu!un»/H*gh  School  Senior*  Survey,  XVm  t^rm  "any 
IRtoitdru0''!sd9fin«dasmar1Jt«ana«coca}n««h«roln,oranyus«%i4^ 
undor  a  <ioctor'8  ofx^s  <A  ofhor  o|^to«,  sfimutar^,  Mdat}v«s«  or 

SOURCE:  U.S.  Oopartmont  of  Hoalth  and  Human  SarvkM,  data  from  tlw 
1d89  **Monttortn9  tha  Survay**  of  drug  abusa  among  U.S. 
high  fichoc^  sartlors  (oondtictad  by  tha  iMtlttita  for  Sod^ 
Rasaarc^.  Unfvar afty  erf  Michigan,  and  ftrndad  tha  Katlional 
InstHuta  on  Dn^g  Abi^).  HHS  H»m,  FabL  ^%  t9d0. 

Steadily  declined  since  then  to  approximately  the 
1975  levels  (see  figure  12-5X 

The  Monitoring  the  FutureA^igh  School  Seniors 
Survey  found  that  U.S.  high  school  seniors'  dcdly 
use  of  marijuana,  alcohol  and  cigarettes  declined 
between  1975  and  1989  (see  table  12-8).  In  1975,  for 
example*  6  percent  of  the  high  school  senioi^ 
surveyed  reported  daily  use  of  marijuana^  and  the 
number  rose  until  1982.  Beginning  with  the  class  of 
1983t  daily  use  of  marijuana  fell  slightly,  until  a 
slight  (but  not  statistically  significant)  increase 
among  the  class  of  1989.  llie  only  statistically 
significant  difference  between  the  classes  of  1988 
and  1989  was  an  increase  of  0.2  percent  in  daily  use 
of  hallucinogens  to  03  percent  of  respondents 
(about  the  same  as  it  was  in  1985  and  1986).^^ 


'^According  to  the  OfHce  of  National  Drug  Control  Strategy  <ONIK^).  the  NIDA  Nationat  Household  Survey  on  Drug  Abuse  was  to  be  conducted 
annually  beginning  in  1990  (327). 

^^ument  use  in  this  context  n^ans  use  within  the  past  month. 

^RcsulU  of  (he  1990  High  School  Scnimis/Monilohiig  the  Bitvre  Survey  <2S9)  were  united  too  late  to  be  included  in  detail  in  this  Re{xift. 
Nonetheless,  the  findings  of  the  1990  survey,  like  ctu>se  of  the  1990  I^A  National  Housel»>ld  Survey  on  Drug  AbuM.  wcsr  encouraging.  The  1990 
surt^ey  of  h%h  school  s^ors  found  that  47.9  perceot  of  hi^  school  seniors  had  used  an  illicit  drug  at  least  once  in  their  lives  (289).  It  found  slatisticaUy 
stgnilicant  declines  between  rates  of  use  in  1^9  and  1990  in  lifetime  prevalence  (ever  used)  for  any  illicit  dnig,  any  itlici:  drug  other  than  marijuana, 
amyl  and  butyl  nitrites*  cmcK  stimulants,  and  sedatives;  annua!  prevalemre  (use  in  the  last  year}  for  any  illicit  drug*  any  illicil  drug  ottier  than  marijuana, 
marijuana/hashish,  inhalants.  PCP.  cocait^,  crack,  stimulants,  sedatives,  and  alcotol;  for  use  in  the  last  30  days  for  illicit  dn^»  any  Ulllcit  drag  other  than 
marijuana,  marijmuWhashish,  inhalaius,  PCP,  cocaine,  crack,  methaqualone,  and  alcohol;  and  fot  daily  use  of  marijuan^iashish,  cocaine,  and  cxack 
(289).  Of  20  types  of  dmgs  selecCed  for  analysb  by  NIDA,  only  one  (inhalants)  showed  a  statistically  significant  increase  in  use  in  the  last  year  (i.e., 
Q    e  of  inhalants  in  the  last  year  (before  adjustn^nt)  increased  I  percent). 
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Figure  12-5— Use  of  Cocaine  by  iiS.  High  School 
Seniors,  1975-89 
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SOURCE:  US.  Ospartrnwit  of  HwUth  and  Hutmn  Services,  (iata  frwn  xhm 
1  ei9  "Monitoring  \fm  Futura  &rvoy*  d  iiru$  obum  among  VS. 
high  8choo(  sanlors  {oon^ictvd  by  tha  rnstituta  for  Sodal 
Rasaarc^,  Univaf  sity  of  Wkshfgan,  and  Um(M  by  tha  National 
Instituta on  I>tig  Abusa),  HHSNmn^Fob.  13. 1990. 

Comjmrisons  of  NIDA  Household  Survey  on 
Drug  Abuse  results  over  the  most  recent  lO^year 
period  show  results  consistent  with  the  Monitoring 
the  Future/High  School  Seniors  Survey,  Average 
use  by  12-  to  17-year-olds  of  aliiu>st  all  drugs  at  least 
once  in  the  last  year  (so-called  annual  prevalence) 
declined  between  1979  and  1988  (303).^ 

Summaiy  of  Data  on  the  Use  of  Psychoactive 
Stihslances  by  U^.  Adolescents 

Self-report  data  indicate  that  most  contemporary 
U.S.  adolescents  are  likely  to  try  alcohol  at  least 
once  during  their  adolescence,  and  the  majority  are 
likely  to  try  tobacco.  A  significant  minority  of 
adolescents  are  likely  to  try  some  illicit  drug  (most 
commonly  marijuana).  Some  of  the  adolescents  who 
try  psychoactive  substances  go  on  to  use  them 
regularly  or  in  large  quantities.  Alcohol  and  tobacco 
are  the  psychoactive  substances  that  are  most  likely 
to  be  used  regularly  or  m  large  quantities  by  U,S, 
adolescents  (e.g,*  one-third  of  adolescent  respon- 
dents to  recent  student  surveys  say  they  have  had 
five  or  more  drinks  on  at  least  one  occasion  in  the 
previous  2  weeks).  In  recent  years,  the  use  of  most 
illicit  dmgs  has  declined  considerably  among  U.S. 


adolescents  (as  it  has  among  individuals  in  other  age 
groups)*  National  self-report  data  wggest  that  only 
a  small  percentage  (betwe^  03  and  3  percent)  of 
today's  U.S.  adolescents  use  some  illicit  drag  (e.g*f 
cocaine,  PCP,  or  marijuana)  on  a  daily  basis. 

In  general,  white  adolescents  and  adolesmits 
with  income  (to  ^om  sub^ances  are  available)  are 
most  likely  to  report  use  of  both  illicit  and  licit 
substances,  although  there  are  difforences  by  sub* 
stance.  OldCT  adolescents  are  more  likely  to  use 
psychoactive  substances  than  younger  ones,  but  a 
substantial  numb^  of  very  young  adolescents  do 
appear  to  be  using  substance  such  as  alccAol, 
cigarettes,  and  inhalants.  Unfwtunatelyt  few  data 
have  been  collated  on  adolescents  younger  than  12; 
even  the  numbers  of  adolescents  12  and  above  who 
are  surveyed  regularly  are  quite  small.  There  ^>pear 
to  be  substantial  regional  variations  in  drug  use  by 
adolescents. 

Factors  Assoclateii  With  Psychoactive 
Substance  Use  and  Abuse  by  Aitotescents 

As  discuss^  below,  many  Andean  adolescents 
use  alcohol,  tobacco,  or  some  other  psychoactive 
substance  at  least  once,  but  not  all  of  these  adoles- 
cents go  on  to  use  these  substances  heavily  or 
£requently.  Efforts  to  understand  the  psychological 
and  sochil  factors  that  lead  adolescents  to  use 
psychoactive  substances  are  fairly  recent.  UnfcHtu- 
nately ,  the  fniits  of  these  efforts  are  often  difficult  to 
interpret  because  of  methodological  limitations  and 
differences  among  studio. 

Methodological  Issues 

Studies  of  risk  and  protective  factors  in  adolescent 
drug  use  exhibit  methodological  limitations  and 
differences  such  as  the  lack  of  a  uniform  definition 
of  the  outcome  variable  (e-g.,  initiation  of  drug  use, 
occasional  use,  frequent  but  low-quantity  use,  and 
chronic,  heavy  use);  reliance  on  self-reprtrt  data 
without  biochemical  validation;  the  use  of  cross- 
sectional  surveys  that  cannot  establish  causality;  the 
use  of  questionnaires  that  have  not  been  validated  or 
standardize  for  use  with  adolescents;  and  little 


^In  i 990.  NIDA  conducted  aootto-  Nattonai  Housdbold  Survey  on  Dnig  Abuse  (306),  but  the  findings  of  the  1990  survey  were  not  fmblishod  in  ttmo 
to  be  inclttded  In  d^ail  in  tb^  Repeat.  DHHS  rtpom  dut  die  1990  HouseboUi  Survey  on  Drug  Abuse  geneiaUy  found  diat  woaa  dedbies  in  drag  use 
among  adolescents  continued  in  1990.  Tbeestim^ed  number  of  U.S.  adof csceots  ages  12  to  17  wbo  reported  ever  having  used  any  illicit  drugs  fell  13 
Q    csi  betwe^  1988  and  1990«  fnm  1.866  milttcm  to  1.622  million  (306). 
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Ibble  12-8~Trends  In  the  3D-Day  l^vtf  ence  of  Daily  Use  of  18  Types  of  Drugs  Among 

High  School  Seniors,  1975-89 

 Peroentatp  wte  used  d^ty  fti  last  30  <iay8  

Class     Class     Ctass     Ct^     Class     Ci^     Class     Class  Class 
ofofofofofofofofc- 
1975       1977      1979       1981       1983       1985      1987      1M8      1«*9  1988-89 
Dmgs  ApproK.rw  {9,400)  (17,100)  <15.S00)  (17,500)  (16,300)  (16.000)  (16,300)  (16,300)  (16.700)  %  change 

K^ai^uana/hashlsh   6.0  9.1  10.3  7.0  5,5  4.^  3.3  2,7  2-9  ^.2 

Inhatanis*   NA  0.0  0.0  0.1  0.1  0-2  0.1  0.2  0^  0.0 

bitalants  aflusterf*   NA  NA  0.1  02  02  0.4  0,4  0.3  0.3  0.0 

Amyl  and  butyi  nitrites*    NA  NA  0.0  C.I  0.2  0.3  0,3  0.1  0.3  ^.2 

HaDwSnoGOTS   0,1  0.1  0.1  0.1  0.1  0.1  0.1  0.0  0.1  O.tf 

Haikwlnoiens  adjusted*   NA  NA  0.2  0.1  0.2  0.3  0.2  0.0  0.3 

LSD   0.0  0,0  0.0  0.1  0,1  0.1  0.1  0.0  0.0  0.0 

PCF^   NA  NA  0.1  0.1  0.1  0.3  0.3  0.1  0.2  -fO.I 

Cocahie    0.1  0.1  0.2  0.3  0.2  0.4  0.3  0.2  0-3  4O.I 

Cm*  ocx:alna^   NA  NA  NA  NA  NA  NA  0.1  0.1  0.2  +0,1 

Ottw  cocaines   NA  NA  NA  NA  NA  NA  0.2  0.2  0.1  -0.1 

Hefotn   0.1  0.0  0.0  0.0  0.1  O.O  0.0  0.0  0«1  4O.I 

Other  opialeso   0.1  0.2  0.0  0,1  0.1  0.1  0.1  0.1  0.2  O.tf 

SthnutantSfi   0.5  0.5  0.6  1.2  1.1  NA  NA  NA  NA  NA 

Stimulants  ad)ustod»^......   NA  NA  NA  NA  0.8  0.4  0.3  0.3  0.3  0.0 

Sedatives^   0.3  0.2  0.1  0.2  0.2  0.1  0.1  0.1  0.1  ^.1» 

Bart^turates^...   0.1  0.2  0.0  0.1  0.1  0-1  0.1  0.0  O.t  O.tf 

Methaqualone^   0.0  0.0  0.0  0.1  0.0  0.0  0.0  0.1  0.0  O.tf 

TranqulHzefS^   0.1  0.3  0.1  0.1  0,1  0.0  0.1  0.0  0.1  O.tf 

Aioohoi 

Dally.....   5.7  6.1  6.9  6.0  5,5  5.0  4.8  4.2  4.2  0.0 

Rvo  or  more  drinks  In  a  row 

In  the  last  2  weeks   36.8  39.4  41.2  41.4  40.8  36.7  37.5  34.7  33.0  -1.7 

Cigarettes 

Dally   26.9  28.8  25.4  20.3  21.2  19.5  18.7  18.1  18.9  ♦O.S 

Half-p«:kor  more  per  day ....  17.9  19.4,  16.f  13.5  13.8  12.5  11.4  10,6  11.2  ♦Oe 

KEY:  NA«p  no!  availab*©. 
NOTE,' 

aOatfl  af«  bosod  on  four  quwUonnairQ  form»  in  1976-1988;  1h«  mmb^  of  f^epornJ^nte  to  thl»  item  (n)  is  four-fifth*  of  th*  totoi  »iinipte  aiz^  ir>d«3at«d  at  tha 
top  of  the  odumn  (N).  Data  ara  basod  on  11  va  quastksnna^  fonn»  in  1 989:  n  Is  f  Iva-sixths  of  N  iitdicatad 
^T^ras  ara  adjustad  for  undarraporlln^  of  amyl  and  t>utyf  nitrita. 

^Data  ara  tsaaad  on  a  sbrgto  quaattonna^  form;  rt    one^ftfth  of  N  indicatad  in  1979-1988  and  ona-siifth  of  N  indtcatad  in  1989. 
<k3uastion  taxt  ohangad  siigh^  in  1987. 
^tgum  ara  adSustad  for  underreporting  ol  PCP. 

fOaiQ  ara  baaad  on  two  (9ia$!N>nnajre  fonns;  n  is  two^flhs  of  N  indicatad  in  1 987-1 988  and  two-sixths  of  N  Indicated  isy  1 989. 
90nfy  dnig  use  wfiidi  was  not  under  a  doctor's  ordms  is  fndudad  hara. 

^iguras  ara  t»sad  on  the  data  from  the  ravisad  quastion,  which  att^pts  to  axduda  tha  inapf»x>pfteta  reporting  of  nonprascfiplion  stimulants. 
^Any  apparant  inoonsislancy  between  tha  change  astimata  and  tha  pravafanca  estimates  for  tha  two  most  racent  elassas  la  due  to  rounding  arror. 
Joiffarence  to  statlstksHy  significant  (p<<01). 

SOURCE:  U.S.  Department  of  Health  and  Human  Sarvksas.  data  from  the  1 989 "Moni tortng  the  Futura  Sufvay"  of  drug  abuse  among  U.S.  high  school  sanlor  s 
(oonductad  by  tha  Institute  for  Social  Research,  University  of  Michigan,  and  fundad  by  the  Natimal  Instituta  on  Dmg  Abuse),  HHS  Ntfw»,  Fab.  1 3. 
1990. 

attempt  to  correct  for  confounding  effects  (189).^^  approached  globally,  and  heavy  users  and  those  for 
Furthermore,  because  different  drugs  have  different  whom  drug  use  is  causing  a  problem  typically  are 
effects  on  the  body,  tt  is  important  to  understand  not  separated  from  those  who  use  substances  less 
whether  there  are  specific  risk  factors  for  individual  frequently.  Because  alcohol  is  the  most  fr^juently 
drugs.  Unfortunately,  much  of  the  research  that  has  used  drug,  analyses  that  combine  drug  use  of  all 
been  conducted  with  adolescents  does  not  allow  kinds  are  unlikely  to  be  informative  about  the  risk 
such  a  fme-grained  analysts.  Drug  use  is  often       factors  for  use  of  specific  drugs.  While  there  is 


35|n  additioix  psychoactive  stihstances  of  choice  among  users  may  change  over  time.  Wbcai  such  clumges  occur,  research  nonnally  lagF  behind  the 
new  use  paticms.  example,  the  body  of  existing  lesearch  bterature  is  relaiively  ridi  with  studies  of  drugs  that  have  been  in  use  in  Americaii  coiture 
for  a  considerable  period  of  lime  (e.g..  alcohol  tobacco,  marijuana),  while  studies  of  the  newer  psycboaclive  «ibstm;es  such  as  •'crack'*  or  "ke"  are 


^••"rommon. 
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considerable  evidence  that  adolescrats  who  use  one 
substance  are  also  likely  to  use  another,  use  of  any 
one  substance  does  not  inevitably  mean  that  other 
substances  are  being  used  (216).^ 

Several  factors  that  are  believed  to  lead  to  drug 
use  among  adolescents  have  been  investigated  more 
thoit>ughly  than  others.  The  more  heavily  researched 
factoid  include  having  a  substance-abusing  parrat 
(163),  otbo*  parental  behavior  as  discussed  wada 
^•family  factors*'  below  (25^6),  associating  with 
substance-using  peers  (189),  and  unconventionality 
(139,140).  Most  recently,  considerable  attention  has 
been  devoted  to  lesearch  on  possible  biological 
factors  in  addiction.  The  most  interesting  and 
valuable  studies  have  investigated  the  influence  of  a 
variety  of  factors  using  a  longitudinal  design  (e,g., 
208)*  However^  even  the  longitudinal  studies  are 
limited  because  they  have  relied  on  adolescents' 
self-reports  and  have  not  examined  biological  pro- 
pensities to  addiction.  Further,  even  the  most  ad- 
vanced statistical  methods  are  limited  in  the  number 
of  factt»*s  they  can  analyze  simultaneously. 

Much  less  research  has  been  conducted  on  the 
impact  of  specific  drugs  them^lves  and  on  the 
intact  of  school,  work,  and  other  broader  societal 
environments  on  adolescents'  use  of  psychoactive 
substances.  A  1990  report  by  OSAP  in  DHHS 
recently  Usted  65  **widely  identified"  risk  factors 
and  39  ^'widely  identified'*  protective  factors  for 
adolescent  drug  abuse  (312).  A  previous  OSAP 
report  summarized  many  of  the  most  widely  identi- 
fied risk  factors  in  a  figure  (see  figure  12-6).^^ 

This  section  reviews  evidence  on  the  following 
risk  and  factors  for  substance  use  in  general:  family 
factors;  factors  related  to  peers;  personal  characteris- 
tics of  adolescent  substance  users;  school,  work,  and 
societal  in^acts;  and  appetitive  drag  effects.  Then  it 
reviews  some  of  the  evidence  for  factors  associated 
with  adolescents'  use  of  the  specific  substances 
tobacco/cigarettes  and  alcohol.  Readers  are  advised 
that  research  into  risk  factors  for  adolescent  drug  use 
and  abuse  is  deservedly  a  rapidly  growing  field 


(312).  Good  evidence  on  risk  factors  is  i^eded  for 
the  design  of  effective  {preventive  intm'enticms. 

Family  Factors  Associated  With  Psychoactive 
Sutistance  Use  tiy  Adolescents 

Any  examination  of  the  influence  of  family  (cm^ 
any  other  social  variable)  on  adolescent  substance 
use  must  recognize  th^  the  factors  undn  considera- 
tion usually  are  not  determinative.  Adolescents  who, 
to  all  outward  s^jpearances*  are  at  *'high*risk''  of 
becoming  psychoactive  substance  users  may  ncva 
use  such  substances,  while  others  theoretically 
isolated  firom  significant  •^risks'*  may  indulge  heav- 
ily. Researchesis  are  examining  this  phmonKnon, 
which  has  been  variously  tOTWd  "invulnewbiHly*' 
or  ••resiliency/*  in  an  effort  to  identify  protective 
factors  which  l^p  to  ifntrmniy^^  an  individual  against 
the  risk  of  a  negative  life  outcome  ( 17 1 ,178^39333). 

Substance-Abusing  Parents — ^Most  of  the  re- 
search on  having  substance-abusing  parents  as  a  risk 
factor  for  adolescent  drug  use  has  focused  on 
children  of  alcoholic  parents  and  may  not  always  be 
generalizable  to  parents  who  use  other  drugs.  Still  it 
spears  that  children  of  substance-abusing  parents 
are  more  likely  than  other  chilcben  to  use  psychoac- 
tive substances  (163^85).  Whether  this  finding 
reflects  inherit^  biological  factors  or  factors  related 
to  living  with  substance-abusing  parents  is  an 
unresolved  issue  (100,163). 

In  a  recent  review  for  NIDA,  Kumpfer  drew  the 
following  conclusion: 

Biomedical  research  in  this  area  Ichildren  of 
substance  atmsers]  is  still  in  its  infancy,  and  the  few 
existing  studies  need  additional  replication;  but  a 
consistent  picture  is  beginning  to  cmeiigc  of  1) 
differences  in  metabolism  and  re^on  to  alcotol 
and  other  drugs,  2)  {predisposing  temperamoit  and 
psychological  characteristics,  3)  neurological  and 
biochemical  differences*  and  4)  psychological  and 
cognitive  differences  that  could  make  a  child  more 
vulnerable  to  substance  abuse  (163). 

The  strongest  evidence  of  biological  vulnerability 
has  come  from  research  on  alcoholic  fathers  and 


-''*!n  3  rcvicwof  ihc  literature  on  CQvari^iton  in  adolcsccnis*  use  of  various  substances.  Osgood  and  Wilson  found  comiadon  coefiEktents  rBngin^  from 
0.30  lo  0.68  (216). 

5^The  fcnns  used  io  tbe  1990  OSAP  report  (312)  war  somewhat  differem  from  those  in  ibe  earlier  OSAP  leport  (310).  alchougb  tbcy  can  be  made 
to  correspond.  The  1990  OSAP  report  used  &e  terms  ecological  envtrpoment  (e.g..  poverty,  living  in  an  eccmomically  depressed  area  with  high 
unonptoymeDt);  family  envtronn^nt;  coostituUonal  vulnerability/stiengfhs  of  the  lAiki  early  behavior  probtems/jpersonallty  of  the  child;  adolescent 
proltons  (e.g.»  school  failure  fiid  dropout);  ami  negative  adolescent  behavior  and  experiences  (e  g.,  resistance  to  authority,  strtmg  need  for  indqpcndcnce. 
lK)pelessness,  vulnerabUtty  to  peer  pressure)  (312). 

^   ^Kumpfer  nctes  there  is  some,  but  £H>t  much,  reseaicb  on  heroin-abusiqg  mothers  and  iheir  children  (163). 
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Figure  12-6~Factors  That  May  Influenca  Aioohol»  Tobacco,  and  Other  Drug  U$e 

by  Adolescents 


SOURCE:  U.S.  D»partm«nt  of  Hwtth and  Human  Servfc^.  Public  Hoilth  Swvk»,  AJcohot,  Dru9  Abusa.  and Mwital 
hteaff h  Admfnislratiwi,  Off  ic«  for  Substance  Abt/w  Prtvantlon,  Pr^m^tian  Ptus  II DHHS  Pub  No.  {ADM) 


their  sons.^^  Recent  research  on  the  effects  of 
serotonin  uptake  inhibitors  (fluoxetine  and  fluvoxam- 
ine)  and  norepinephrine  uptake  inhibitors  (desipram- 
ine)  on  alcohol  ami  food  intake  suggest  that  problem 
alcohol  users  (and  overeaters)  may  be  self- 
medicating  for  neurotransmitter  deficiencies  (163). 
Whether  these  neurotransmitter  deficiencies  are 
inherited  is  unknown. 

Existing  research  on  the  behavior  of  substance- 
using  parents  is  scanty  and  not  systematic  (163). 
Nevertheless,  the  work  that  has  been  done  suggests 
that  such  a  parent  is  typically  self-involvi^  and 
lacking  in  parenting  and  family  management  skills. 


The  lack  of  parental  supervision  and  training  in 
appropriate  behavior  often  results  in  poor  home  and 
school  behaviors  (temper  tantrums^  crying,  aggres- 
sion,  sadistic  behaviors,  lying,  screaming,  noncom- 
pliance, absence  from  schooL  lateness)  and  social 
isolation  (163).  Such  children  may  be  more  vulnm- 
ble  to  the  use  of  substances  to  self-medicate.  This 
chain  of  events  is  more  likely  to  occur  if  the  child  has 
special  needs  that  may  occur  as  a  result  of  substance 
use  during  pregnancy  or  inherited  biochemical 
deficiencies  (163),  In  addition  to  being  more  vulner- 
able to  deficits  that  may  lead  them  to  abuse 
substances,  children  of  substance  users  are  more 


'^A  complcie  review  of  the  evidence  for  biologicai  issues  io  psycboaciive  substaoee  use  and  abuse  amoog  adolcsccnu  is  beyond  Ibc  scope  of  tbis 
Report. 
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likely  to  be  directly  exposed  to  substances  and  even 
to  be  encouraged  or  permitted  by  their  parents  to  use 
substances  (25)- 

Other  Parental  Behavior  Associati-d  With  Sub* 
stance  Abuse  AnuHig  Adoli^cents — ^A  recently 
completed  longitudinal  study  of  children  and  their 
parent$  by  Baumrind  demonstrates  the  impact  of 
parents  on  psychoactive  substance  use  and  abuse 
(26),  Baumrind' s  study  is  in^^mssive  for  its  method 
and  intensiveness:  experienced  p^chologists  made 
comprehensive  ratings  of  both  child  and  parent  when 
the  children  were  ages  4,  9,  and  15.  In  addition, 
Baumrind  examined  different  levels  of  substance 
use  and  assessed  the  relationships  between  sub- 
stance use  and  other  adolescent  behaviors,  both 
desirable  and  undesirable*^ 

Baumrind  found  th^  a  variety  of  family  types 
protected  their  adolescents  ^m  problem  use  of 
substances,  but  in  different  ways  and  with  different 
consequences*  Her  findings  included  the  following: 

•  ''Authoritative''  (but  not  authoritarian)  fami- 
lies, in  which  parents  are  firm  and  committed 
but  also  embrace  some  nontraditional  beliefs, 
were  able  to  protect  their  adolescents  from 
problem  drug  use  and  generate  competesice.^^ 

•  Children  from  **democratic'*  homes,  in  which 
parents  value  freedom  highly,  were  as  compe- 
tent as  children  from  authoritative  families 
during  adolescence,  but  more  (not  ail)  of  the 
children  from  democratic  homes  were  heavy 
users  of  marijuana  or  alcohol. 

•  Children  from  directive  homes,  in  which  par- 
ents are  considerate  and  ^pportive  and  value 
control  highly,  avoided  drugs  altogether  but 
were  not  as  competent  as  the  adolescents  from 
democratic  and  authoritative  homes. 

Unlike  adolescents  who  experimented  with  psy- 
choactive substances,  Batmuind  found  that  adoles- 
cents whose  drug  use  indicate  dependence  had 
come  from  families  that  were  quite  dysfunctional 
(26).  Similarly,  a  study  by  Newcomb  and  Bentler 


suggest^  that  there  were  relationi^ps  betwoen 
family  disruption  in  year  1  (junior  high  school),  lack 
of  social  conformity  in  year  5  (high  school),  and 
problem  drug  use  in  year  9  (early  twenties)  (208)-^* 

Peer-Reiat6d  Factors  Associated  WItti 
Psychoactive  Sobstance  Use  liy  Adoiesronts 

Use  of  drags  by  peers  has  been  the  most  consistent 
factor  associated  with  adolescents'  use  of  substances 
(189)*  Robinson  and  his  colleagues  found,  for 
example/  that  perceptions  of  friends*  use  of  mari- 
juana (the  only  substance  chosen  for  inclusion  in  the 
analysis)  accounted  for  41  pere^t  of  the  total 
variam^  in  a  group  of  10th  grad^'  use  of  various 
substances  (including  tobacco*  alcohol,  marijuana, 
cocaine,  LSD,  and  heroin)  (237).  However,  findings 
of  peer  influence  are  typiadly  confcnmded  by 
researchers'  use  of  onoss-sectional  leseardi  deigns* 
In  other  vords,  at  least  some  of  the  adolescents  who 
use  drugs  may  be  choosing  peers  who  also  use  drugs. 

The  importance  of  a  longitudinal  research  design 
is  shown  in  Stein,  Newcomb,  and  Bentler*s  analysis 
of  data  collected  over  an  S-year  period  beginning 
when  respondents  were  in  junior  high  school  (261). 
Analyses  done  within  any  particular  year  supported 
the  findings  of  previous  research  on  the  importance 
of  peer  influences  on  adolescent  substance  use.  In 
analyses  of  substance  use  done  across  time^  how- 
ever, only  prior  drag  use  and  lack  of  social  confor- 
mity^^ were  found  to  be  significantly  related  to 
adolescente*  drag  use,  Anrwng  junior  high  school 
students,  for  example,  the  less  the  social  conformity 
of  the  young  adolescents,  the  more  likely  they  were 
to  think  that  their  pe^s  and  adults  they  knew  were 
using  drags  or  alcohol  and  that  the  community  they 
lived  in  approved  of  drag  use. 

Stein,  Newcomb,  and  Bentler,  in  contrast  to 
Robinson  and  colleagues,  examined  the  differratial 
impact  of  adolescrats'  perceptions  about  adult  and 
peer  use  of  different  drags  (261).  The  smdy  found 
that  adolescents'  perceptions  of  adult  drag  use 
generally  exerted  an  influence  on  their  own  alcohol 


^owver.BmunriiMl's  wofi  was  limited  to  an  css«itia»y  white  middk^iass  population  Mid  the  finditigs  may  not  apply  to  famUies  from  otb& ethnic, 
facial^  or  ocomnnic;  backgrounds. 

^^For  fimher  discussloQ  of  authoritative  parcmu^  and  otha  family  types,  sec  ch.  3.  "Parents  and  families*  Iirflttcaw  on  Adolescem  Health,* '  in  this 
volume. 

<2Thcpol«tialinq»ctoffan%  disruption  (measured  as  whether  to  to  each  odier)  was  not  measured  umil  )W  5  of  the  study . 

However^  in  their  model  the  irsc^hers  include  family  disruption  as  ffvmablc  present  in  year  I ,  apparecttly  because  they  asmne  thai  if  dre  parents  woe 
not  married  to  each  other  in  year  5,  disnipiicmwas  presc«l  in  year  1.  This  may  be  a  reasonable  assumplic^  Imt  itwasoot  tested  empirically  in  the  study. 

^^Sodal  conformity  was  measured  by  obedience  to  bw,  conservatism,  and  rcUgi<nis  commitmoit  (261). 
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use,  and  perceptions  of  peer  drug  use  exerted  an 
influence  on  their  marijuana  and  otha  drug  use. 
Unfortunately.  Stein.  Newcomb,  and  Bcntler  did  not 
take  into  account  the  difference  between  use  and 
problem  use  until  year  9  of  their  study,  when 
respondents  were  in  the  their  early  twenties.  Never- 
theless, they  did  find  a  statistically  significant 
relationship  between  diauptive  dmg  use  in  year  9 
(defined  as  drinking  or  using  drugs  at  school  or  at 
work)  and  any  drag  use  in  year  5.  Stein,  Newcomb, 
and  Bentler's  worit  is  limited  by  their  reliance  on 
respondent  self-reports,  but  the  study's  use  of  a 
l(nigitudinal  design  and  its  inierwjtionist  perspective 
make  it  a  model  for  future  research. 

Personal  Characteristics  of  Adolescent 
Substance  Users 

Is  there  a  type  of  adolescent  who  is  more  likely  to 
become  a  substance  user?  While  adolescent  sub- 
stance use  cuts  across  age,  gender,  racial,  ethnic,  and 
geogr(q)hic  lines,  some  intriguing  research  has 
explored  the  iwssibility  that  there  may  be  clusters  of 
personality  traits  and  ways  in  which  some  adoles- 
cents perceive  their  environments  that  indicate  a 
heightened  risk  of  problem  use  of  psychoactive 
substances,  as  well  as  other  "problem  behaviors." 

Starting  from  the  premise  that  certain  l^haviors 
(including  marijuana  use,  problem  drinking,  and 
cigarette  smoking)  are  problem  behaviors,  Jessor 
and  colleagues  have  developed  a  theory  to  account 
for  such  behaviors  among  adolescents  (139,140)."*^ 
In  their  model,  personality  factors  combine  with  an 
adolescent's  view  of  peers  and  adults  to  fHedict 
problem  behaviors.  The  personality  factors  may  be 
a  fimction  of  antecedent  or  background  variables 
(142).  In  testing  problem  behavior  theory,  Jessor  and 
his  colleagues  have  found  that  rJoIescents  who  are 
more  likely  to  use  marijuana  or  become  involved 
with  drinking  place  a  high  value  on  being  critical  of 
society,  a  low  value  on  academic  achievement,  and 
a  high  value  on  independence;  tolerate  deviant 
behavior,  and  have  lower  religiosity  (140). 


Using  both  longimdinal  and  cross-sectional  analy- 
ses, Jessor  and  colleagues  found  that  such  "psycbo- 
sdcial  unconventionality**  accounted  for  about  a 
quarts  of  the  variance  in  marijuana  use  (140). 
Another  set  of  factors— tower  perceived  controls  by 
Mends,  lower  compatibility  l)etween  what  fri^ids 
expect  and  what  parents  expect,  greater  influence 
from  friends  than  parmts,  and  (most  strongly) 
greater  pCTceived  approval  of  and  models  for  mari- 
juana use  and  other  problem  behaviors  among 
friends— accounted  for  about  a  third  of  the  variance 
in  marijuana  use  (140).  Jessor  found  that  problem 
drinking^  had  predictors  markedly  similar  to  those 
of  marijuana  use — an  expected  result  given  the  high 
correlation  betwwn  marijuana  use  and  jwoblem 
drinking  (139). 

Similar  associations  have  been  found  with  other 
behavioral  f«;tors.  Robinson  and  his  colleague 
found  that  the  use  of  unhealdifril  weight  control 
practices  (use  of  diet  pills,  laxatives,  and  diuretics 
for  twth  boys  and  girls  and  self-induced  vomiting  for 
weight  control  among  girls)  were  also  significantly 
(although  weakly)  associated  with  substance  use  for 
both  boys  and  girls  (237). 

Tliese  findings  derived  from  problem  behavior 
theory  have  been  instrumental  in  advancing  under- 
standing of  the  covariation  between  substance  use 
and  other  problems.  Nonetheless,  problem  behavior 
theory  suffers  from  several  limitations.  It  provides 
only  a  partial  accounting  of  problem  behaviors, 
leaving  many  such  behaviors  without  explanation.  It 
does  not  empirically  examine  the  restricted  ^t  of 
sociological  and  demographic  factors  that  are  its 
foundation.  But  most  importantly,  the  focus  on 
behaviors,  perceived  envu-onraent,  and  personality 
factors  may  result  in  victim  blaming  and  the 
channelling  of  interventions  too  narrowly  toward 
individuals  and  their  behavior,  to  the  exclusion  of 
other  possibilities.^ 

Generally.  Baumrind  found  that  adolescent  sub- 
stance use  was  better  predicted  by  parental  behavior 


**Also  sec  D.W.  Osgood  and  J.K.  Wilson,  "Covariation  of  Adolescent  Health  Prc*lcins."  1990  (216) 

45TWO  incasures  of  problem  drinking  were  used  lor  these  analyses:  frequency  of  drunkenness  in  the  past  year  and  drinking-rclaled  negative  social 

conse(]ueDccs.  .     j  n 

«taaddition.theienn-problcmbcbaviots"«iiksanttnfoi1unaleconno«ationM^ 
as  odmS^«rS«lt  concepd^  of  adolescent  proW«ns.  For  cample,  "acavis,  protest"  was  initially  '^^^f  ^T^'^Z^^'U^^ 
Sn«  M  bv  other  analyst^  student  apathy  mi^t  legitimately  be  considered  a  problem  behavior,  and  activism  an  Indicator  of  "social  health  (96^ 
Tfe  in^STo^e  LSs,  JST^  r^found  to  fit  the  e.plma««y  pmWc  for  problem  behavior  (142).  ^e«sor  sometim^  «s«.^  I«« 
••^S^SiS^"  TteSof-^S^em  behavior"  to  conn^^^ 

of^J^STSons  to  adult  b^nm.  s«cb  as  the  initiation  of  drinking  or  sexual  intercourse  (139).  Sometimes,  of  course,  they  are  tUegitimale 
or  problem  behaviors  for  aU  ages  (e.g..  marijuana  use.  problem  drinking). 
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than  by  the  personal  charactcdstics  and  early  behav- 
ior of  the  adolescents  (26).  Nevertheless,  Baumrind 
found  diat  some  personal  characteristics  were  asso- 
ciated with  sub^ce  use.  Characteristics  of  chil- 
dren that  Baumrind  found  to  be  associated  with  later 
substance  use  included  lack  of  social  conil(tence 
(shyness),  as  well  as  problem  behavior  at  age  9. 
Baumrind's  findings  concerning  shyness  are  con- 
sistent with  Kellam's  earlier  findings  (26.!57,158). 
Attributes  of  adolescents  that  Baumrind  found  to  be 
related  to  substance  use  included  low  cognitive 
cmnpetence,  concern  about  pew  approval,  and  lack 
of  concern  about  adult  ^jproval  (26). 

Relationship  Between  Mental  Health  Problems  and 
tJse  of  Psychoactive  Substances  by  Adolescents 

Do  adolescents  use  and  abuse  alcohol  and  other 
drugs  because  they  have  emotional  or  other  nwntal 
health  problems?  Little  research  has  addressed  this 
important  question,  and  the  results  are  inconclusive 
(26). 

Observers  of  clipical  populations  have  often 
reported  a  co-occurrence  of  drug  use  and  other 
mental  discwders  among  adolescents  (e.g.,  249).  A 
1979  review  by  Jessor  concluded  that  adolescents' 
marijuana  use  was  not  related  to  psychopathology  or 
maladjustment  (136),  but  some  siudies  have  shown 
that  substance  use  has  been  preceded  by  depressed 
mood  (153,209).  Data  from  the  National  Institute  of 
Mental  Health's  Epidemiologic  Catchment  Area 
study  suggest  that  individuals  who  had  a  depressive 
or  anxiety  disorder  before  age  20  were  twice  as 
likely  to  have  a  substance  use  disorder  in  young 
adulthood  (60,230).  Although  this  finding  does  not 
necessarily  mean  that  adolescents  who  use  sub- 
stances have  mental  health  problems,  another  analy- 
sis from  the  Epidemiological  Catchment  Area  study 
fouD'i  that  individuals  who  reported  having  used 
drugs  early  (before  age  15)  also  reported  a  number 
of  mental  health  problems  at  an  early  age  (237). 

School,  Work,  and  Societal  Impacts  on 
Psychoactive  Substance  Use  by  Adolescents 

In  comparison  to  the  amount  of  research  on 
families  and  personal  characteristics  of  adolescenis, 
there  has  been  little  empirical  research  to  test  the 
specific  impacts  of  schools,  work,  and  society  on 
psychoactive  substance  use.  However,  reasonable 
hypotheses  have  been  developed  based  on  observa- 


tions of  how  these  envircomients  affect  other  aspects 
of  adolescent  development,  behavior,  and  health. 

Schools — Schools  exert  both  direct  and  indirect 
influences  cm  patterns  of  drug  and  alcohol  use  (1^2). 
In  particular,  schools  are  influential  in  the  kind  of 
self-concept  an  adolescent  devclops.^^  Schools  in- 
fluence whom  adolescents  come  into  contact  with 
and  help  structure  the  activities  of  the  adolescent 
over  the  course  of  the  week  (262).  Adolescents 
Q^ically  make  at  least  two  school  transitions  that 
may  put  them  at  risk  for  substance  use  and  abuse:  the 
elementary  to  junior  or  middle  high  school  transi- 
tion, and  the  junior  or  middle  hi^  school  to  high 
school  transition.  Eadi  of  these  transitions  is  likely 
to  tak«  the  adolesmit  from  a  more  *o  a  less  personal 
and  protected  school  environmmt  (86,89,254).  In 
addition,  school  environments  differ  in  exposure  to 
and  acceptability  of  drugs  and  alcohol  Young 
adolescents  who  attend  school  with  older  teenagers 
are  more  likely  than  are  young  adolescents  who  arc 
more  segregated  from  older  teenagers  to  be  exposed 
at  an  early  age  to  substance  use  (262). 

Some  adolescents  (e.g.,  those  with  prior  academic 
difficulties,  prior  psychosocial  problems,  or  who 
lose  a  large  number  of  friends  during  the  school 
transition)  are  at  increased  risk  for  adaptational 
difficulties  (30,240). 

Work— Over  the  past  100  years,  adolescents' 
access  to  legitimate  adult  roles  has  been  increasingly 
constrained.  Some  substance  use  has  been  seen  as 
behavior  "engaged  in  out  of  frustration  or  alienation 
from  adult  values"  or  as  behavior  "that  affirms  in  a 
distinctively  adolescent  fashion,  teenagers'  desire  to 
be  adulOike"  (262).  Hence,  one  might  expect 
working  to  decrease  substance  abuse  by  adolescents 
because  it  would  help  them  feel  more  adultlike.  The 
research  evidence  suggests  that,  in  fact,  work  may 
increase  substance  abuse.  Several  shidies  indicate 
thai  teenagers  who  woric,  especially  those  who  work 
long  hours,  are  more  likely  than  are  their  counter- 
parts who  do  not  work  or  who  work  fewer  hours  to 
use  and  abuse  cigarettes,  alcohol,  and  iUicit  drugs 
(121).  No  studies  indicate  that  working  deters  drug 
and  alcohol  use  by  adolescents  (96). 

Steinberg  suggests  that  some  of  the  same  factors 
that  may  increase  adolescent  substance  use  at  school 
transitions — less  adult  supervision,  increased  expo- 
sure to  older  adolescents,  and  stress — may  also 


^  further  discussion  of  the  evidence  od  how  scbt«ls  affect  adolescent  health,  see  ch.  4.  "Schools  and  I>isarti««ary  Time,"  in  this  volume. 
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increase  working  adolescents'  use  of  psychoactive 
substances  (262).  In  addition,  paid  work  provides 
increasing  jfinancial  autonomy  and  income  to  buy 
alcohol  and  drugs,  and  it  may  diminish  sdiool 
involvement.  It  is  important  to  note,  however,  that 
the  number  of  hours  worked  may  be  more  predictive 
of  substance  use  than  whether  the  adoles(^t  works 
or  not.  According  to  Steinberg,  the  evid^ce  is  fairly 
consistent  in  indicating  that  working  in  excess  of  15 
hours  w^dy  for  high  school  fireshmen  and  sojAo- 
mores»  and  in  excess  of  20  hours  weekly  for  juniors 
and  seniors,  places  adolescents  at  greatest  risk  for 
work-related  problems  such  as  drug  abuse  (262). 

Society — It  is  ironic  that  at  the  same  time 
adolescents  are  exposed  to  public  service  announce- 
ments deploring  drug  use,  they  are  also  exposed  to 
advertisements  and  other  media  presentations  that 
glorify  the  use  of  alcohol  and  othCT  drugs  (107).  As 
Steinberg  notes,  **It  is  difficult  indeed  for  program 
developers  to  persuade  adolescents  that  using  drugs 
and  alcohol  is  undesirable  when  these  same  young 
people  are  bombarded  daily  with  messages  designed 
to  persuade  them  that  they  are  mood-  and  image- 
enhancing**  (262). 

Other  commentators  have  noted  an  overall  trend 
of  using  more  substances  as  society  becomes  more 
advanced  and  more  complex  (213). 

Appetitive  Eftei;ts  of  Drogs^^ 

Most  studies  of  risk  factors  for  adolescent  sub- 
stance use  have  addressed  the  initiation  of  drug  use* 
Studies  that  have  looked  at  what  makes  adolescents 
persist  after  first  using  drugs  have  tended  to  ignore 
the  effects  of  the  diUgs  themselves.  A  recent 
overview  of  research  on  models  of  addiction  noted 
that  theorists  were  beginning  to  lecognize  the 
appetitive  effects  of  drugs  as  important  motivators 
for  drug  use  (17).  This  recognition  departs  from 
earlier  models  of  drug  motivation  that  stressed  the 
reduction  of  aversive  withdrawal  symptoms  as  the 
core  motivation  for  addictive  dmg  use  ( 1 7),  Further- 
more, it  has  potential  implications  for  drug  abuse 
treatment  and  possibly  for  prevention: 

Conceivably,  the  person  currenily  experiencing 
pleasurable  drug  effects  may  be  relatively  immune  to 
concerns  about  pc^ential  untoward  consequCTces, 
may  be  especially  *  'primed*  *  to  redose  with  the  dmg. 


may  attribute  various  positive  events  to  the  dmg*  and 
so  on  (17). 

The  appetitive  effects  of  drugs  have  not  been  a 
particular  focus  of  explanation  for  adolescent  sub- 
stance use. 

Factors  Associated  With  Adolescents*  Use  of 
Alcohol  and  Cigarettes 

Factors  Associated  With  Use  of  Alcohol — 
Using  survey  data  collected  from  499  lOth,  1 1th,  and 
12th  graders  in  four  large  suburban  public  high 
schools,  KUne  and  his  colleagues  found  several 
variables  related  to  higher  levels  of  drinking  and  to 
problem  drinking  behavior: 

•  adolescents'  ratings  of  high  levels  of  family 
disengagement  and  pcor  intrafamily  communi- 
cations; 

•  adolescents*  ratings  of  peer  approval  of  alcohol 

use; 

•  parental  approval  of  alcohol  use; 

•  poor  social  skills; 

•  positive  expectancies  for  alcohol  umc  (161aX 

I>e$pite  the  sophisticated  model  for  statistical  analy- 
sis Kline  and  his  colleagues  used,  it  is  important  to 
keep  in  mind  that  their  data  were  collected  in  a 
cross-sectional  survey.  Thus,  some  or  all  of  the 
variables — {K)or  social  skills,  positive  expectancies 
for  alcohol  use,  peer  approval,  even  poor  family 
functioning  and  perceived  parental  approval — could 
have  been  efforts  of  greater  alcohol  use  rather  thau 
causes.  Furthermore,  the  data  were  collected  from  a 
student  population  that  was  96  percent  white  and 
may  aj^ly  only  to  this  population. 

Jessor's  research  on  initiation  of  drinking  sug- 
gests that  significant  psychosocial  risk  factors  (e.g., 
value  on  academic  achievement)  can  be  identified 
among  adolescents  who  have  not  yec  begun  to  drink 
(139). 

Factors  Associated  With  Use  of  Cigarettes — 
Miller  and  Slap  recently  reviewed  evidence  for  the 
factors  associated  with  cigarette  smoking  by  adoles- 
cents (1 89).  Although  htmdreds  of  associations  have 
been  re}K>rted  in  the  literature.  Miller  and  Slap's 
review  found  that  the  weight  of  the  literature 
supported  strong  and  consistent  associations  of 
smoking  with  only  three  variables: 


^Appcmve  effccn  is  the  term  far  usually  pIcasuiBbIc  sensations  or  feelings  such  as  euphoria — instill  a  craving  (or  appetiic)  for  cok^ued  use  of  a 
O  jbscance  in  order  to  prolong  or  recreate  the  desired  effects. 
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•  parental  smoking, 

•  peer  smoking,  and 

•  sibling  smoking  (189). 

Tte  variables  they  found  not  to  have  strong  and 
consistent  associations  with  smoking  by  adolescents 
weie  knowledge  and  attitudes  about  smoking,  demo- 
i  gni{diic  factOTS,  school  activities,  and  psychologic 
factors.  Miller  and  Slap  noted,  however,  tlmt  several 
flaws  in  the  research  methods  used  to  investigate 
risk  factors  for  smoking  limit  interpretation  of  all 
such  data,  and  they  concluded  that  the  research 
evidence  had  little  utility  for  the  design  of  interven- 
tions. 

Summaiy:  Factors  Associated  With  Psychoactive 
Substance  Use  and  Abuse  by  Adolescents 

The  epidemiological  evidence  on  the  prevalence 
of  psychoactive  substance  use  by  adolescents  md 
the  evidence  on  risk  factors  surest  that  the  use  of 
alcohol  or  other  drugs  by  adolescents  cannot  be 
considered  a  single  behavior  with  a  simple  cause.  To 
some  extent,  one-time  use  of  some  psychoactive 
substances  (especially  alcohol  and  tobacco,  but 
(perhaps  even  marijuana)  is  common  among  contem- 
porary U.S.  adolescents,  but  one-lime  use  does  not 
necessarily  suggest  the  presence  of  some  untoward 
risk  factor.  For  very  low  levels  of  use  of  some 
substances,  it  would  be  difficult  to  distinguish 
between  the  characteristics  and  social  circumstances 
of  users  and  nonusers. 

On  the  other  hand,  a  number  of  risk  factors  have 
been  associated  with  frequent  or  heavy  use  of 
psychoactive  substances  (with  such  use  defined 
differently  in  different  studies  for  different  sub- 
stances). These  risk  factors  for  frequent  or  heavy  use 
include  substance-abusing  parents,  dysfunctional 
families,  placing  a  low  value  on  academic  achieve- 
ment, having  low  cognitive  con^tence,  early 
problem  behaviors,  being  shy,  having  non-drug- 
related  mental  health  problems,  and  association  with 
dmg-using  peers. 

Much  of  what  is  known  about  risk  factors  for 
adolescents'  abuse  of  alcohol  and  other  drugs  and 
the  implications  for  the  prevention  of  such  abuse  is 


summed  up  by  Steinberg,  in  his  review  for  OS AP  in 
DHHS  (263).  In  that  review,  Steinb^g  concluded: 

...  the  young  pmm  who  ^^noacbes  adulthood 
with  a  sense  of  confid^ice  and  purpose  and  with 
well-developed  social  and  inslnimental  competov 
cies;  who  associate  with  peeis  who  value  achieve- 
ment and  r^xHisible  bdiavica*  and  who  devalue 
dmg  and  alccAol  use;  ami  vA^o  ^^emls  time  in 
settiiigs  which  are  adequately  supervised  by  shifts  is 
at  relatively  low  risk  lot  sub^ance  abuse.  In  contrast, 
the  ycHing  person  who  has  few  present  skills  and  little 
hope  for  the  future;  who  associates  with  peei^  who 
embrace  an  antisocial  or  a  pn>-dmg  lifc^le;  and 
who  spends  a  lazge  pait  of  his  or  her  day  isolated 
from  adults  nins  the  risk  of  developing  drug  and 
akdiol  pn^lems  (263). 

One  policy  dilenmia  may  lie  in  d^iding  how  to 
allocate  resources  among  diffinent  approaches  to  the 
problems  of  psychoactive  mbstance  use  by  adoles- 
cents. Alternatives  include  reducing  the  supply  of 
diugs,^^  reducing  the  demand  for  drugs  (e«g.,  by 
efforts  to  prevent  any  use  of  any  psychoactive 
substance  by  any  adolescent  or  to  ipmsm%  u^  that 
results  in  injuiy,  inc^>acity,  dysfUnctionality,  de- 
struction, or  damage  to  self  or  others),  and  treating 
adolescents  with  substance  use  problems  who  ap- 
pear to  be  in  die  most  trouble.  Unfortunately,  as  the 
preceding  discussion  on  risk  factors  and  the  discus* 
sion  below  on  consequences  of  adolescent  drag  use 
suggest,  available  research  provides  only  partial 
guidance  on  this  question* 

Consequences  of  Psychoactive  Substance  Use 
tty  Atlofescents 

Given  concerns  about  the  harmful  consequences 
of  psychoactive  substance  use,  it  is  surprising  that 
the  research  literature  on  the  short*tenn  and  longer 
term  effects  on  adolescents  is  so  sparse  (25452).  As 
Newcomb  and  Bentler  have  stated,  ''Following  the 
area  of  treatment,  consequences  of  t^n^e  drag  use 
are  the  second  least  understood  and  researched  area 
of  child  and  teenage  substance  use''  (208).  Tlie 
research  literature  on  adolescent  substance  use  is 
replete  with  studies  on  risk  factors,  age  of  onset,  and 
incidence  and  prevalence,  but  the  in^>Ucations  of  use 
for  the  mental,  physical,  and  social  development  of 


^^Suppty  side  prevcsti od  cSoiis  have  included  legislative  efforts  to  f^hibit  the  sak  and  constmiption  of  alcoholic  beverages  (e  .g.,  the  1  Sth  amendment 
to  the  U.S.  Constitutioii,  mmimtinf  drinking  age  Ism);  to  restrict  access  to  phann^ologic  agents  (e.g.«  interdiction,  neatto  on  psychotropic  drags,  the 
Uniform  CootroUed  Substances  Act  [Public  Law  91-513;  21  U.S.C.  800  et  seq.  and  21  U.S.C.  100  et  seqD:  and  to  regulate  the  availability  of  tobacco 
prodttcts  and  alcot^l  {e  g, ,  ad v^ising  codes*  laws  banoing  dgar^e  vendti^  atacfaioes).  Supply  skSe  pfeventi^  efforts  have  tmicd  to  be  (»ienfed  toward 
law  enforcement,  regulation,  and  punitive  measures  Imposed  on  violators  (195).  Demand  side  prevoitioo  has  sought  methods  of  deterring  use  through 
madon,  persuaaion,  development  of  ahemadves*  and  the  enhancement  of  tndividiial  and  family  resistance  to  potential  abuse. 
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adolescents  are  only  recently  reviving  the  attention 
of  serious  investigators.  Kandel  notes: 

Despite  the  initiation  of  a  relatively  laige  number 
of  k»igitudinal  studies  in  the  last  decade,  mm  is 
known  at  this  time  abcwt  die  antecedoits  of  mitiaiion 
of  drag  use  than  about  the  ccHisequem^s  of  use  either 
in  adolescence  or  in  young  adulthood  Very  little  is 
known  about  how  patterns  of  dnig  use  affect  health, 
psychological  well-being,  and  aduh  paiticij^cM)  in 
the  labor  force«  mairiage,  or  paienthood  (152). 

In  addition,  most  of  what  is  known  establishes  the 
coexistence  of  certain  adolescent  health  problems 
(e-g-,  delinquent  behavior,  drag  use,  pregnancy 
pl6]),  but  not  that  one  poblem  causes  another.^ 
This  section  will  examine  briefly  the  as^iation 
between  adolescent  substance  use  and  subsequmt 
physical  and  mental  health  problems,  educational 
achievement  and  employment,  adolescent  sexual 
activity  and  pregnancy,  maniage  and  divorce,  and 
delinquency. 

Physical  Health  Consequences 

The  pharmacologic^^  effects  of  various  psychoac- 
tive substances  on  the  human  body  have  been  widely 
shidied.  Box  I2-A,  presented  earlier  in  this  chapter, 
notes  some  of  the  phamiacologic  actions  of  major 
classes  of  psychoactive  substances.  Few  studies 
have  been  done  on  the  effects  of  psychoactive 
substances  on  adolescents. 

In  addition  to  the  properties  of  drugs  noted  in  box 
12-A,  the  mode  of  ingestion  clearly  has  health 
implications.  For  example,  the  ingestion  of  nicotine 
by  smoking  tobacco  has  different  effects  than  the 
chewing  of  smokeless  tobacco  does  (317,320). 
Similarly,  the  ingestion  of  cocaine  by  smoking 
freebase  has  effects  that  differ  from  the  effects  of 
snorting  powder  cocaine.  The  hazards  to  adolescents 
of  human  immunodeficiency  virus  (HIV)  infection 
associated  with  the  sharing  of  dirty  needles  or  other 


intravenous  drag  use  equq>mait  are  well-estab- 
lished.^^ Inhalation  of  solv^tts  or  aerosols  can  cause 
liver  damage,  cardiac  arrest,  or  neurological  damage 
(62,68).^^  Anoth^  mode  of  death  is  tfarou^  suffoca- 
tion due  to  inhalation  of  a  solvent  in  a  closed  space 
(i.e.,  a  plastic  gannrat  bag). 

As  noted  at^ve,  relatively  few  adolescents  die 
from  unintoitional  drag  ix)isoning.  In  1988,  die 
NIDA  DAWN  system  reported  diat  9  adolescents 
between  10  and  14  years  of  age  and  79  15-  to 
17-year-oIds  died  as  a  result  of  drag  toxicity  (302). 
Suicide  atten^)ts.  howevCT,  are  a  different  stoiy.  Of 
the  13,975  adolescents  between  10  and  17  years  of 
age  who  were  brought  to  emergency  medical  serv- 
ices responding  to  the  DAWN  survey  in  1988,  61.8 
percent  were  suicide-related  drag  cases  (302).  Thus, 
intentional  overdose  is  a  more  serious  threat  to  life 
than  unintentional  poisoning  from  a  lethal  dosage. 

While  alcohol  has  been  extensively  studied  in 
connecticm  with  accidental  injuries,^  other  drags 
have  not  (202).  No  systematic  epidemiological 
studies  have  been  conducted  to  identify  what  lole 
oth^  drags  may  play  in  various  injujy  events. 
Nonetheless,  it  is  likely  that  substances  oHxer  than 
alcohol  share  some  common  traits  which  increase 
risk  of  accidental  injuiy  or  death.  Thus,  it  may  be 
instroctive  for  future  research  to  examine  what  is 
known  atx)ut  the  cons^uences  of  illicit  and  other 
drag  use  on  adolescent  accidents  and  injuries. 

It  is  well  established  that  alcohol  use  contributes 
to  a  significant  number  of  adolescent  accidents  and 
injuries.  The  most  obvious  examples  of  alcohol's 
role  in  adolescent  injuries  are  automobile  accidents 
in  which  alcohol  is  a  factor.  Adolescents  are  at 
higher  risk  than  adults  of  becoming  involved  in  a 
motor  vehicle  accident  if  they  have  been  drinking 
(167).  In  1984,  for  example,  15-  to  24-year-olds 
constituted  20  percent  of  the  population  but  ac- 
counted for  35  percent  of  drinking  driver  deaths.  In 


^or  a  fiillcT  exploration  of  the  significaiKrc  of  covarimiofl  among  selected  health  compromising  behaviors,  sec  D.W.  Osgood  and  J  T.  WtboiL 
-Covariatioo  of  Adolescent  Health  Problems,"  1990  (216). 

^^Pharmacologic  means  p  ►let*  ^  the  natraie»  chcmistiy,  effects,  and  uses  of  drugs. 

^^For  furtlwr  infonnation  on  ^£»iianisston  of  the  HTV  virus,  acquifiod  immunodeficteocy  syndrome  (AIDS),  and  AIDS-related  comptex,  see  ch.  9, 
'*AS>S  and  Sexually  lYansmitted  Diseases:  Prevendon  and  Services/'  in  this  vohime. 

^According  to  Cot^n  (62),  some  of  the  volatile  solvents  arc  iotown  poisons,  hicludii]^  carbon  tetrachloride,  benzetK?.  hcxaitt,  and  leaded  gasoline. 
Hcxaoc  am!  leaded  gasoIii»  can  cause  polyneuritis,  and  the  latter  can  produce  eiKephalopathy.  Iblucne  has  bcw  linked  to  disonters  of  the  kidney, 
nervous  system,  and  bone  marrow.  Sudden  siiiflln^  death  osay  result  when  a  solvent  or  aearosol  propetla^ 

is  reduced.  Ventricular  nbrillation  ot  other  arrhythmia  occurs  and  the  person  dies  at^tly  (62).  Inhalants  tend  to  be  subject  to  "fad"  use.  Gasoline, 
vegetable  oU  spray,  transmission  fluid,  Ikpud  shoe  polish,  amyl  nitrite,  isolmtyl  nitrite,  gold  or  bronze  jmlni  sprays,  paint  thinners,  and  model  airplane 
glue  have  been  used  at  various  times. 

*^or  ftirthef  discussion,  see  ch.  5,  "Accidental  Injuries:  P^vention  and  Services,"  in  this  volume. 
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1988,  3,158  adolescents  ages  IS  to  19  died  in 
alcdiol-ielated  crashes  (324). 

Alcohol  is  al^  involved  in  nearly  40  percent  of 
adolescent  drownings  (132^15,217^9,335).  And, 
when  fatal  pedestrian  and  bicycle  accidents  are 
evaluated,  alcohol  again  assun^  a  majOT  role.  In 
1988,  nearly  a  third  of  the  victims  of  fatal  pedestrian 
or  bicycle  accidents  had  a  blood  alcdiol  content  of 
0.01  percent  or  more,  and  approumately  a  quarter  of 
those  victims  had  blood  alcohol  com^tn^ons  in 
excess  of  0.10  percent  (324).  Tims,  as  discussed 
elsewhere  in  this  Report  it  apprars  to  take  less 
alcf^ol  to  precipitate  accidents  among  young  people 
than  among  older  aduhs.^^ 

Mental  Health  Consequences 

Just  as  mental  health  problems  as  predictors  of 
adolescent  dmg  use  have  not  b^n  studied  exten- 
sively, the  mental  health  consequences  of  adolescent 
drug  use  have  received  Uttle  attention.  In  a  1986 
study  by  Kandel  and  her  colleagues,  adolescent 
smoking  predicted  elevated  depressive  hkhxI  scores 
aiiK>ng  female  young  adults  and  elevated  scores  on 
a  psychosomaticism  scale  among  male  young  adults 
(152).  Illicit  drug  use  also  predicted  greater  likeli* 
hood  of  consultation  with  a  mental  health  profes- 
sional (particularly  among  females).  '*Thus,**  the 
authors  conclude,  **  while  use  of  cigarettes  predicted 
dy^horic  mood»  only  illicit  drug  use  predict^ 
discomfort  severe  enough  to  seek  help  from  a 
professional''  (152). 

Newcomb  and  Bentler's  research  also  suggests 
that  specific  types  of  drugs  produce  diffwent  mental 
health  consequences  (208).  For  example,  frequent 
use  of  cocaine  among  the  adolescents  they  studied 
increased  loneliness,  suicidal  thinking,  and  psy- 
chotic behavior,  while  decreasing  the  user*s  social 
supports.  On  the  other  hand,  alcohol  (when  used  by 
itselO  reduced  loneliness,  increased  social  support, 
and  enhanced  the  drinker positive  self-feelings 
(208). 


Edurational  Consequences 

In  1988,  Moosch  and  Kandel  examine  the 
relationshq)  betweoi  drag  use  and  &e  likelihood  an 
^olescrat  would  drop  out  of  scbwA  (184).  Using 
event-history  analysis  (which  specifies  the  dynamic 
relationship  between  the  use  of  drugs  and  con^)le- 
tion  of  one*s  educf^n),  they  examined  data  from 
the  Naticmal  Longitudinal  Survey  of  Young  Adults, 
which  interviewed  over  12,000  subjects  aged  19  to 
27  in  1984,  5  years  after  the  initial  survey.  They 
found  that  prior  use  of  c^arettes,^  marijuana,^  or 
other  illicit  drags^  increased  the  propensity  of  both 
sexes  to  drop  out  of  school  Hie  earlio*  an  adolescent 
was  initiated  into  use  (of  alcohol,  marijuana,  or  other 
illicit  drugs  for  males  or  cigarettes  and  marijuana  for 
females),^^  the  more  likely  it  was  that  he  or  she 
would  not  have  graduate  from  school  by  die  time  of 
the  survey.  In  dKm*  multivariate  analysis,  Mensch 
and  Kandel  controlled  for  various  factors  (e.g., 
parental  education,  family  intactness,  self-^teem) 
that  could  influence  both  drag  use  and  dropping  out 
of  school,  leading  them  to  the  conclusion  &at 
dropping  out  is  a  partial  function  of  drug  use  itself. 
At  the  same  time,  however,  Mensch  and  Kandel 
found  that  early  intm:^urse  and  pregnancy  among 
females  were  both  very  highly  related  to  dropping 
out  of  school  and  w^  more  likely  to  lead  to 
dropping  out  than  was  early  drag  use  (184).^ 

In  an  earlier  analysis  based  on  d^  from  1,004 
men  and  women  interviewed  when  they  were  15  or 
16  and  then  reinterviewed  in  1980-1981  at  age  25, 
Kandel  and  her  colleagues  found  that  substance  use 
during  adolescence^^  had  very  little  effect  on  the 
level  of  education  attained  by  youag  adulthood 
(339).  The  most  predictive  factor  related  to  eventual 
educational  level  was  the  educational  aspiration  of 
the  adolescent. 

Employment-Related  Consequences 

Using  life  and  drug  histories  of  1,325  young 
adults  aged  24  and  25  in  1980-1981,  Kandel  and 
Yamaguchi  found  that  those  interviewed  who  were 


5*Sce  cb.  5,  •* Accidental  Injunes:  Pre/ention  and  Services*"  in  this  volume. 
^*Mcasnrcs  \>i  use:  Ever,  last  year,  or  100  or  more  times  ever. 
^Measures  of  use:  Ever,  last  year,  or  ooc  or  more  packs  per  day  in  the  last  30  days. 
^Measures  of  use:  Ever,  last  year,  or  40  or  more  times  ever. 

59jvicosch  and  Kaodel  attribafe  the  gaider  dtfferetices  to  dinereoccs  in  the  social  implications  of  these  substances  for  males  and  females  (184), 
^^Klh.  10.  **Pregnancy  and  Parcntiiig:  Invention  and  Services.'*  in  this  volume,  considers  risk  factors  for,  and  coosoqucnces  of,  adolescent  sexual 
activity  aiKj  pregnancy. 

*'Such  use  was  defined  as  use  of  any  of  12  cla«cs  of  dnigs  10  or  more  times  in  a  lifetime. 
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ever  illicit  drug  users  in  adolescence  tend^  to  have 
greater  difficulty  in  obtaining  and  holding  a  job 
(155).  These  young  adults  also  had  a  high»  rate  of 
unenq)loyment  and  had  experience  greater  turn- 
over dian  their  cohorts  who  had  not  used  drugs  in  the 
10th  and  1 1th  grades.  However,  Kandel  and  Yama- 
guchi  point  out  that  the  causal  order  between  job 
turnover  and  drug  use  is  far  £tom  clear  (152,155). 
There  may  be  preexisting  diff^nces  among  indi- 
viduals who  start  using  drugs,  and  the  relationships 
among  employment  problems  and  dmg  use  may  be 
attributable  to  these  underlying  variables  rather  than 
to  the  dmgs  themselves. 

Sexual  Af:tivity,  Pregnancy,  and 
Pregnancy  Outcomes 

The  use  of  dro^ — including  cigarettes  and  alcohol — 
by  adolescents  has  been  associated  with  early  sexual 
experimentation  and  permissive  attitudes  about 
sexual  behavior  (216,338).^  ^^ous  studies  have 
revealed  a  clustering  of  the  variables  of  early  sexual 
behavior  in  adolescents  and  early  onset  of  the  use  of 
alcohol  and  tobacco  (137,141^216).  The  Institute  of 
Medicine  cautions,  however,  that  a  causal  link 
between  alcohol  use  and  early  sexual  activity  has  not 
been  proven,  despite  the  disinhibitory  effects  of 
alcohol  (200). 

Studies  have  varied  as  to  whether  there  is  a 
relationship  between  the  use  of  illicit  drugs  and 
premarital  pregnancy  (2 16).  A  1980-8 1  study  of  706 
New  Yoilc  women  who  had  participated  in  an  earlier 
adolescent  survey  ^n  1971-72  indicated  that  women 
currently  or  formerly  using  illicit  drugs  other  than 
marijuana  were  about  twice  as  likely  as  other  women 
to  become  pregnant  before  marriage  (338).  Simi- 
larly, Elster  and  his  colleagues  found  that  male  and 
female  adolescents  who  used  marijuana  and  other 
dmgs  were  about  twice  as  likely  as  nonusers  to 
become  parents  during  adolescence  (84a).  In  re- 
viewing these  and  other  findings,  Osgood  and 
Wilson  noted  that  the  findings  relating  substance  use 
to  adolescent  parenthood  and  pregnancy  were  roughly 
evenly  divided  between  significant  positive  associa- 
tions  and  statistically  insignificant  relationships 


(216).  Tliose  relationships  that  were  found  (e.g., 
84a,338)  were  generally  weak  (216).  A  more  recent 
study  by  the  U.S.  General  Accounting  Office  (GAO) 
came  to  the  same  conclusions  (283)* 

Poor  pregnancy  outcomes  have  been  associated 
with  smoking  and  o<h&  drag  use  in  several  studies 
of  adult  mothers  (185,210,226328).  For  example, 
motifs  who  ^oke  risk  preterm  delivery,  prmia- 
ture  detachment  of  the  placenta  with  advise  conse- 
quences for  die  mother,  placenta  previa,^  bleeding 
during  pregna^icy,  and  prolcmged  premature  rupture 
of  membranes,  as  well  as  exposing  their  infants  to 
low  birthweight  and  in^aired  {Aysical  and  intellec- 
tual development  (185317),  The  use  of  alcohol 
(286)  and  crack  cocaine  (283a)  by  pregnant  women 
can  have  serious  consequences  for  their  infants. 

In  addition,  some  studies  have  found  a  relation- 
ship between  drug  use  and  the  presence  of  a  sexually 
transnittcd  disease  (216). 

Marriage  and  Divorce 

Young  adults  aged  24  to  25  who  used  drugs  as 
10th  and  1 1th  graders  were  found,  in  two  smdies,  to 
be  more  likely  than  nonusers  to  become  separated  or 
divorced  from  their  spouses  (152,339).  Newcomb 
and  Bentler  ascribe  these  consequences  to  stimted 
matiuation: 

Childhood  and  a(k>I^::ence  are  critical  periods  for 
the  development  of  both  personal  and  inteiperscmal 
competoice.  coping  skills,  and  responsible  decision- 
making. Ehug  use  is  a  manner  of  coping  that  can 
interfere  with  or  preclude  the  nec^sary  development 
of  these  other  critical  skills  if  it  is  engaged  in 
regularly  at  a  young  age.  For  instance,  if  a  young 
teenager  learns  to  use  alcohol  as  a  way  to  reduce 
distress,  he  or  she  may  nev^  learn  other  coping  skills 
to  amelioiate  distress.  Thus,  teenage  dmg  use  may 
truncate,  interfere  with,  or  circumvent  essmti^ 
maturational  pnxesses  and  development  that  typi- 
cally occur  during  adolescence.  As  ont  result, 
twnage  dmg  users  alter  adult  roles  of  maniage  and 
woric  prematurely  and  without  adequate  socioemo 
ttcHiai  growth  and  often  experience  greater  failure  in 
these  aduh  roles  (208). 


^Scc  ch.  9.  *'AIDS  and  Other  Sexoally  Transmitted  Diseases:  Pteventioo  and  Services,*'  and  ch.  10«  **PregDaocy  and  Panenting:  PreventioD  aiKi 
Services,**  both  In  this  voltune.  for  a  dsscossioa  of  U.S.  adolescents'  sexual  behavior  and  issues  related  to  pttgaancy  and  parenting  amox^  U.S. 
adolescents. 

^Ftacenta  previa  is  a  conditscm  in  which  the  placenta  develops  in  the  lower  uterine  segment,  in  the  zone  of  dilatatton«  so  that  it  covets  or  adjoins  the 
intenia]  os.  Painless  hemorrhage  may  result. 
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Delinquency 

The  link  between  drug  use  and  other  forms  of 
adolescent  delinquent  behavior^  is  well  esti^lish^ 
(82*84, 143^78),  althcnigh  far  from  every  drug-using 
a(fa>Iescent  engages  in  other  forms  of  delinquent 
bdiavior  (216).^  For  example,  in  1970,  Robins  and 
coUeagiies  found  that  men  who  were  marijuana  usors 
in  adolescence  were  more  likely  as  young  adults  to 
be  violent^  have  police  records,  and  to  fail  to 
graduate  from  high  school  (234).  But  the  nature  of 
that  association  is  more  elusive,  despite  the  {K)pular 
notion  of  the  individual  led  into  a  Ufe  of  crin:^  by 
drugs.  A  basic  question  is  whether  drug  use  and 
delinquency  are  part  of  a  single  syndrome  or  whether 
developmental  stages  can  be  identified  when  each  of 
these  p'oblems  emerge  (146,236)*  Examining  a 
national  san:^)le  of  adolescents,  Elliott  and  Huizinga 
found  that  delinquent  activities  preceded  experi- 
mentation with  illicit  drugs  in  about  half  of  the 
subjects  involved  with  both  substance  use  and 
delinquency  (82).  The  question  of  a  common  etiol- 
ogy remained  unresolved, 

Kandel,  Davies,  and  others  looked  into  this  issue 
in  1986  and  found  that  there  was  a  predictive 
association  between  adolescent  involvement  with 
illicit  dmgs  and  subsequent  engagement  in  theft 
among  both  males  and  females  (339)-  They  did  not 
find  a  similar  correlation  between  drug  use  and 
interpersonal  aggression  (fighting).  Yamaguchi  and 
Kandel  found  tiiat  any  marijuana  use  in  the  period 
from  adolescence  to  early  adulthood  predicts  inter* 
personal  aggression  (for  women)  and  use  of  other 
illicit  drugs  predicts  participation  in  theft  (339). 


What  Level  of  Psycboatilve  Substance  Use  Is 
Harmfel  to  Adolescents? 

While  the  p^ieceding  review  of  research  on  psy* 
choactive  substance  use  suggests  that  there  are 
potentially  harmfrii  consequences  associated  with 
adolescent  use  of  alcohol  and  other  dmgs,  some 
investigators  have  challenged  the  notion  that  any 
substance  use,  however  limited,  will  typic^y  pro- 
duce  negative  effects,  l^se  reseaichm  sug^st  that 
experimental  use  of  psychoactive  sub^ances^  by 
adolescents  is  not  ne€€Ssanlyh»iwf^{75^Q%^2).^^ 
hi  fact,  Newcomb  and  Rentier  argue,  ''Infrequent, 
intermittent,  or  occasional  use  of  drugs  by  a  basi- 
cally healthy  teena^r  probably  has  few  short-temi 
and  no  long-term  negative  0£  adverse  cx>iisequences  * ' 
{25).  Baumrind  echoes  a  similar  sentiment,  seeing 
adolescent  experimentation  of  various  kinds  as 
being  more  **bealth^nhancing*'  than  are  risk- 
avoidant  behaviors  that  are  phobic  or  sedentary  (25). 

For  example,  Baumrind  cautions, 

We  have  yet  to  subject  to  rigorous  empirical  tests 
the  various  hypotheses  proposing  that  adolescent 
experimentation  witfi  psychoactive  dmgs  has  dys- 
functicmal  c<msequences.  Thus»  in  my  opinion,  we 
still  cannot  show  that  regular  marijuana  use  is 
implicated  in  a  causal  nexus  which  produces  dmg 
dependence  or  a  dmpout  mentality,  or  lack  of 
motivation  to  achieve  and  develop,  or  cognitive 
decrements  relative  to  a  previous  level  ot  function- 
ing (?5). 

As  evidence  for  this  perspecrive*  Baumrind  points  to 
studies  that  show  that  experimental  or  li^t  mari- 
juana use  in  nondelinquent  populations  is  associated 
with  such  positive  attributes  as  independence,  iriend- 
lincss,  self-confidence,  and  intelligence  (25).^  New- 


^See  ch.  13*  "Pdinquaicy:  Prevcotioo  and  Services."  far  a  (ietAiled  discu<ssion  of  ddinquent  behavior  duhog  adolescence. 

*5ln  iheir  review  for  OTA,  Osgood  £iid  WilsOT  found  conclalioo  cocsfTicicms  fa-  the  reiaik)nship  between  odolescea!  delinqwacy  and  ihe  use  of 
various  »ibstaoces repgiiig from 02?  (tobacco  and  ddmqueiicy,  males)  to033  <alcobol  and  deliogcieticy*  ma^)  (216).  While  ail  corrdatton  coefBcie&ts 
iqxntcd  in  the  litoBture  were  statisticaUy  signtficant  (ttet  \%.  f  hey  we*r  mt^c  likely  to  rctlwt  a  *  •real*'  rclatiat^hip  than  to  renect  a  cbaoice  occuncncc) 
and  positive  (that  is.  the  moit:  likely  flip^c  was  to  be  use  of  alcohol  other  drugs,  or  tobacco.  Uic  more  f  rather  than  \tss\  likely  there  was  to  be  involvement 
tn  detioquent  activities),  the  corrcladons  were  noi  perfect.  A  perfect  coneUtioii  is  rrBocted  by  a  cocfT&icnt  of  1 .0.  Correlation  coefficients  can  be  amative 
or  positive. 

^Exptrimtntal  me  refers  to  the  act  of  using  a  psychoactive  sul^tance  aod  ««periencing  its  ejects  as  a  novelty  prompted  t>y  curiosity. 

^^However.  moit  researchers  believe  that  there  is  a  clear  sequential  onier  of  pragrcsston  from  childhood  or  adolescent  involvcatotl  with  su t»tanoes 
that  are  legal  for  adults  (e.g.,  alcohol,  ic^^acco)  to  Illegal  drags  f  1 55).  In  their  view,  use  of  one  substance  opens  the '  *gate*  *  to  another.  As  Newcomb  and 
Bentt^  explained 

'  'Past  behavior  isofien  the  best  predictor  of  future  behavior,  and  in  drag  use  this  cons  tstoicy  ejttcods  to  variants  of  die  behavt<H'  in  which  similar 
but  less  serious  types  of  drug  use  are  good  predicK^  of  subsequent  use  of  more  serious  drugs.  A  typical  progression  may  bt  starting  with  CQ06e 
and  tea,  tieer  or  wine,  or  cigarettes,  moving  to  tiard  bquw  and  marijuana,  and  subsequently  nK>ving  on  to  other  illicit  drugs  s^tch  as  tm^hetamiiKs. 
cocaine*  or  heroin"  (153). 

However,  Newcomb  and  Beotler  caution  that  the  gateway       dieory  should  vgyi  be  ovcrtmerpn^cd: ' '  Invotvcmeni  ai  one  stage  does  not  nece^isarity 
lead  to  Involvcfncni  at  the  next  stage;  r^her,  involvemcm  at  the  toxi  stage  is  unlikely  without  prior  involvement  in  the  previous  st«gc"  (208). 

^  ^TlKse  snidies  demonstrate  covaiiar^e  tmt  not  causation. 

ERIC  5f;t; 
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comb  and  Bentler  found  that  in  the  quantities 
typically  used  by  normal  adolescents,  cigarettes 
WCTe  more  harmful  to  adolescent  health  than  alco- 
hol, marijuana,  or  nwst  other  drags  over  a  4-year 
period  (208). 

OthCT  researchers  suggest  that  alcohol  or  other 
drug  use  during  adolescence  does  not  necessarily 
mean  that  dnig  use  will  be  continued  later  in  life 
(e.g.,  139,208).  For  exan^le,  among  the  adolescents 
studied  by  Jessor,  half  (5 1  percent)  of  the  males  who 
were  probl^  drinkers  in  1972  were  also  problem 
drinkers  in  1979  to  1981,  while  half  (49  percent) 
were  nonproblem  drinkers  (74,1 39).  For  females,  the 
decline  in  problem  drinking  was  more  pronounced — 
26  percent  of  the  problem  drinkers  in  1972  were 
problem  drinkers  in  1979  to  1981. 

Similarly,  the  "sniffing"  of  psychoactive  sol- 
vents (many  of  which  are  extremely  toxic)  is  an 
abusive  behavior  that  also  seems  to  be  abandoned  by 
most  users  as  they  grow  older.  Research  suggests 
that  users  often  "mature  out"  of  solvent  inhalation 
(62,68). 

The  seeming  contradiction  between  research  show- 
ing that  drug  use  can  have  hannfiil  effects  during 
adolescence  and  afterward  and  studies  sbov^g  no 
harmful  (and  even  some  positive)  effects  may 
reflect,  at  least  in  part,  the  differential  consequences 
of  using  different  study  populations,  different  levels 
of  drug  use,  and  different  research  designs  in  the 
available  studies  (216).  For  example,  Baumiind 
generally  uses  a  higher  level  of  drug  involvement 
than  the  "any  use"  standard  employed  by  Kandel 
and  her  colleagues  to  define  drug  users  (26). 
SimUarly,  Baumrind  would  remove  such  "heavy 
users"  from  the  pool  of  research  subjects  when 
analyzing  the  effects  of  "experimental  use"  on 
adolescents.  Thus,  design  distinctions  can  pro- 
foundly alier  the  database  and  permit  or  prevent 
discrete  analysis  of  selected  categories— thereby 
giving  rise  to  results  which  appear  to  be  in  conflict 
with  related  data  developed  through  a  different 


approach.  The  lack  of  uniform  definitions  and 
consistent  controlled  variables,  differences  in  pqni- 
lalions  (e.g.,  by  age,  geograiAic  region,  racial  and 
ethnic  composition),  the  inclusicm  or  exclusion  of 
particular  substances — all  ccnnbine  to  make  analy- 
ses across  studies  exceedingly  difficult  and  cloud 
efforts  to  measure  the  consequences  of  adolescent 
drug  use. 

Economic  Costs  of  Drug  Abuse  by  Adolescents 

The  economic  costs  to  society  of  use  and  abuse  of 
alcohol,  tobacco,  and  drugs  by  U.S.  adolescents  ages 
1 0  to  1 8  have  not  been  estimated.  The  closest  current 
estimates  of  some  of  the  economic  costs  to  society 
come  firom  a  report  by  Rice  and  her  colleagues  to 
ADAMHA's  CMRficc  of  Financing  and  Coverage 
PoUcy  in  DHHS  (233). 

In  their  report,  Riae  and  her  colleagues  were  able 
to  estimate  1985  core  cost^i.R.,  *  'all  costs  directly 
related  to  the  treatment  and  support  of  persons  mth 
[alcohol  and  <bug  abuse]  disorders  as  well  as  the 
indirect  costs  associated  with  these  disoiders" — ^for 
alcohol  and  drag  abuse  problems  for  individuals 
under  age  15  and  ages  15  to  44  (233).«*  ^  1^^^ 
her  colleagues  did  not  include  the  costs  of  smoking 
or  other  tobacco  use  in  this  study. 

Rice  and  her  colleagues  estimated  core  costs 
related  to  alcohol  abuse  to  be  $58. 1  billion,  of  which 
$796  million  (1  percent)  could  be  allocated  to 
individuals  under  15  and  $34.9  billion  (60  percent) 
to  individuals  ages  15  to  44  (233).  Core  costs  related 
to  illicit  drug  abuse  were  estimated  to  be  $10.6 
billion,  of  which  $98  million  (1  percent)  could  be 
allocated  to  individuals  under  15  and  $7.2  billion  (68 
percent)  to  individuals  ages  15  to  44  (233).  In 
addition  to  estimating  core  costs  related  to  alcohol 
and  drug  abuse,  Rice  and  her  colleagues  estimated 
other  related  costs.  Other  related  costs  included 
direct  [related]  costs  of  crime,  motor  vehicle  crashes, 
social  welfare  program  administrative  costs,  and 
costs  associated  with  the  destraction  of  property  by 


^hJ^^^JJt^'  ■ncludol  by  Rjce  and  coUeapies  wpre  the  aniouiMs  spent  in  1985  for  personal  health  care  for  pmons  spaing  twm  alcobol  amf  drag 
«bused«o.dm.  including  hospital  and  nufsing  home  care,  physician  and  other  professional  services,  and  prescripto,n  drags.  A^incteded  tndirertS 
wa^«r^,lL-ostsrelatediothetre^tn«^,ofulcoholanddru^ 

program  admrnistniuoi^  and  net  cost  of  private  insurance,  indirea  com  w«r  the  value  of  lost  output  resultiqg  from  wLed pitHJoctivity.  lost  w^kaS 

J^fn^^^      ^""""^JV  P'*"'*^  ^""^  P~  ^      '°8<^-      cosk  accounted  for  83  percent 

of  loiaJ  alcohol  abiwc  costs  and  24  percent  of  drug  abuse  cosu  (233).  «»  «  ,«i,cmi 

J^enoi^  Aatthetinderage  1 5  group  includes  costs  for  15-  lo  H-ycar-olds  for  several  cost  categories  (tachidiiw  alcohol,  drng  abuse,  and  specialty 
J'Tbtal  economic  costs  (including  core  and  noncore  costs)  were  estimated  at  $70.3  billion  for  alcohol  abuse  and  $44. 1  billion  for  drug  abuse  (233). 
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fire.  They  also  included  indirect  [related]  costs  of 
productivity  losses  for  victims  of  crin»,  incarcera- 
tion, crime  careers,  and  time  spent  to  care  for  family 
members  because  of  their, .  .illness"  (233).  Other 
related  costs  of  alcohol  and  illicit  drug  abuse  could 
not  be  estimated  separately  for  individuals  under  15 
(233), 

Prevention  of  Alcohol,  Tobacco,  and 
Drug  Use  and  Abuse  by  Adolescents 

Drawing  from  the  comxnon  view  that  "an  ounce 
of  prevention  is  worth  a  pound  of  cure/'  numerous 
strategies  have  been  devised  to  prev«it  psychoactive 
substance  abuse  within  American  society.^ 

Primary  and  swondary  prevention  efErarts  have 
included  both  efforts  to  reduce  the  supply  of  drugs 
(e.g.,  minimum  drinking  a^e  laws,  drug  interdiction 
efforts,  laws  banning  cigarette  vending  machines) 
and  efforts  to  curb  demand  for  drugs  (e.g.,  educa- 
tional efforts,  alternatives  programs,  resistance 
skills  training).  The  discussion  that  follows  focuses 
primarily  on  demand  side  prevention  £^proache$  but 
also  considers  some  supply  side  approaches. 

Damand  Side  Prevention  Efforts 

Historical  Perspectives 

Some  of  the  first  demand  side  prevention  efforts 
emphasized  the  harmful  effects  of  substances  of 
different  kinds  (197a).  At  the  mm  of  the  century, 
Carrie  Nation  popularized  the  "home-wrecking" 
potential  of  *  'Demon  Rum.' '  An  anticigarette  league 
was  active  in  the  1920s,  and  films  like  "Reefer 
Madness"  in  the  1930s  associated  marijuana  use 
with  depravity.  Scare  tactics  are  still  employed 
today,  despite  the  fact  that  a  considerable  body  of 
research  has  demonstrated  they  are  ineffective  and 
can  sometimes  stimulate  experimentation 
(20,36,116,125.160.228, 241,266). 

In  large  part,  confidence  in  the  fear-based  appeals 
of  the  nascent  prevention  movement  yielded  to 
reliance  on  knowledge-based  programs  designed  to 
disseminate  factual  information  about  drugs  and 
flaeir  adverse  cc  -^^uences  and  "affective  educa- 
tion" intended  to  clarify  values  and  improve  self- 


esteem  and  interpersonal  social  skills.  As  public 
ccmcem  about  adolescrat  substance  use  grew  in  tiic 
1970s,  combinations  of  infonnatioai  and  affective 
education  programs  were  increasingly  employed  as 
prevention  measures  ( 19). 

More  rec«itly.  approaches  to  invention  vari- 
ously termed  social  influence  (227),  psychosocial 
(36),  or  risk  factor  (53a)  models  have  been  devised 
to  counteract  «ivironn^taI  messages  and  peer 
behaviors  which  {nomote  adolescent  substance  use. 
These  {^)proaches  seek  to  "inoculate"  a  pcfson 
against  Uie  social  pressures  whidi  lead  to  undesira- 
ble substance  use.  They  stress  techniques  for  "say- 
ing no"  to  inducements  to  use  a  substance  ("resis- 
tance skills")  (113)  and  may  also  include  more 
general  life  skills  and  social  assertiveness  training 
(36,40,128,220,221). 

At  the  same  time  these  individually  targeted, 
psychosocial  ^proaches  are  being  developed  and 
tested,  informational  approaches,  such  as  those 
using  mass  tasdk,  have  continued  (e.g.,  2433,34). 
Most  recently,  so-called  systemic,  broad-based,  or 
comprehensive  ^^proaches  to  prevent  adolescent 
drug  use  have  been  implemented  (e.g.,  220,221,223, 
31 1).  In  these  approaches,  multiple  members  of  local 
communities  (e.g.,  business,  political,  and  other 
community  leaders,  parents,  teachers)  and  multiple 
channels  (e.g.,  media,  school  curricula)  are  used  in 
the  prevention  effort  (1 13,313). 

Categorizing  Contemporary  Demand  Side 
Prevention  Programs 

Substance  use  prevention  programs  for  adoles- 
cents can  be  categorized  in  a  number  of  different 
ways,  and  the  absence  of  a  uniform  typology  can  be 
confusing.  One  way  of  categorizing  demand  side 
jffevention  programs  is  to  examine  what  strategies 
are  used  to  produce  a  deshied  outcome — the  "how" 
of  the  programs.  Another  way  is  to  distinguish 
among  the  kinds  of  sites  where  activities  occur — the 
"where"  of  program  delivery.  A  third  way  is  to 
examine  what  groups  are  their  intended  participants — 
the  "who"  of  the  programs. 

Prevention  Strategies— Using  the  first  approach- 
categorizing  prevention  programs  by  examining 
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^Primary  preveniion  straiegiea  axe  efforts  to  stop  or  modify  the  initial  use  of  substances  like  alcohol,  tobacco,  drugs.  ^jf'^JfTff^ 
prevertHon  stfategics  anr  efforts  to  shorten  the  coiiisc  of  an  Utocss  or  condition,  or  end  a  behavior  afta  it  has  ban  ioitjat«l,ttStiaIly  by  early  «J^»WB«f «» 
andnipid  inicwention.  In  the  ffcld of  dn«g  abitteineveotion.  prim^ 

taiBrtgronps  (e.g..  groups  of  adolescot  students,  coaimnnitics)  nry  include  some  dn«  users.  Early  intcrvcoUon  efforts,  such  as  student  assistance 
programs,  arc  discussed  in  the  treatment  section,  below. 
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what  strategies  are  used  to  pnxiuce  a  desired 
outccmie — one  finds  son^  of  the  major  models  of 
demand  side  prevention  prograi^is  identified  in  the 
literature  to  be  the  following: 

•  KnowkdgelattitudeS'based  model — This  assumes 
that  increased  knowledge  about  the  conse- 
quences of  substance  use  will  increase  negative 
attitudes  and  thereby  reduce  the  likelihocxi  of 
use  (195). 

•  Normative  education — This  aims  to  corr^t 
misperceptions  about  high  levels  of  drug  use  by 
others  (119). 

•  Affective  education  model  (sometimes  called  a 
* '  values/decisionmaking' '  model) — ^This  focuses 
on  the  individual  and  teaches  self-examination 
and  responsible  decisionmaking  consistent  with 
one*s  values  (195). 

•  Resistance  skills  model — ^This  helps  adoles- 
cents identify  sources  of  pressure  to  conform 
and  teaches  methods  of  countering  negative 
influences  (113,195^27). 

•  Life  skills  training  model — ^This  combines  drug- 
specific  resistance  skills  training  with  training 
in  more  generic  personal  and  social  skills 
(36,37). 

•  Alternative  program  model — ^This  is  designed 
to  provide  adolescents  with  constructive  com- 
munity activities  and  Of^rtunities  for  recogni- 
tion or  to  offer  high-risk  adolescents  special 
opportunities  to  compensate  for  the  environ- 
mental deficits  in  their  lives  (274). 

Sites — Using  the  second  q)proach — categorizing 
prevention  programs  by  the  kinds  of  sites  where 
activities  occur — one  finds  that  ^hools  frequently 
have  served  as  delivery  sites.  Schools  have  been  the 
most  popular  location  of  programs  in  part  because 
they  offer  a  *  *captive'*  audience  and  convenience  of 
administration. 

One  of  the  factors  that  may  influence  site  location 
outside  of  a  school  setting  is  the  target  population. 
For  example,  if  a  program  is  intended  to  reach  school 
dropouts,  a  school-based  initiative  may  not  be  the 
most  conducive  to  encour  aging  purtioip  cion. 

Family,  peer,  and  community-based  efforts  have 
been  less  common  than  traditional  school-based 
programs  led  by  a  teacher  or  primary  prevention 
staff,  although  they  are  growing  in  acceptance 
(1 13,195).  Family  educational  efforts  may  be  pro- 
vided in  the  school,  home,  or  in  a  community 
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facility.  Thew  programs  typically  provide  parent 
education  and  training*  Similarly^  peer-bai^  pro- 
grams  (Le.,  jn'ograms  which  en^hasize  peer  interac- 
tion and  are  sometimes  led  by  adolescent  p^  role 
models) — while  often  implement^  in  the  school 
setting — can  be  based  in  adolescent  reoeationa} 
programs  or  other  plm:es  where  young  people  gather. 
Churches,  mental  health  centers,- social  clubs,  hospi- 
tals, and  work  sites  are  also  used  on  occasion  as 
community-based  sites  for  adolescent  primary  pre- 
vention activities.  On  occasion^  site  selection  also 
may  be  based  on  facilities  used  by  ethnic  social 
networks. 

M^ia  campaigns  have  been  a  popular  means  of 
disseminating  information  through  television,  radio, 
posters,  and  newspapers  and  magazines.  While  they 
are  not  site-specific  in  the  same  maimer  as  school  or 
community-based  programs,  media  campaign  ma- 
terials may  emphasi^^  certain  distribution  channels 
over  oth^  available  alternatives  (e.g.,  posters  on 
buses,  pamphlets  in  certain  locations  frequented  by 
adolescents,  advertisements  placed  in  selected  pub- 
lications or  television  time  slots). 

Target  Populations — Using  the  third  way — 
categorizing  prevention  programs  through  an  exami- 
nation of  the  groups  who  are  their  intended  partici- 
pants— one  fmds  that  some  programs  target  all 
adolescents — either  with  or  without  q)ecific  age 
groupings.  Others  focus  on  adolescents  they  con- 
sider to  be  at  '*high  risk**  for  substance  use 
(frequently  school  dropouts,  youth  firom  disadvan- 
taged homes,  or  minorities)  or  a  particular  peer 
group.  Parents  or  families  of  adolescents  may  also 
become  the  focal  points  of  prevention  programs. 
And,  finally,  broad-based  prevention  programs  may 
target  an  entire  community  for  environmental  or 
attitudinal  change. 

Summary — While  these  various  methods  of  con- 
ceptualizing demand  side  prevention  programs  all 
provide  some  insights,  the  reality  is  that  many 
programs,  even  those  cited  in  the  nesearch  literature, 
'*mix-and-match**  components  in  permutations  that 
defy  categorization.  One  seldom  finds  a  ''pure** 
model.  Analyziag  the  types  of  preventive  interven- 
tions being  used  in  schools  and  communities  across 
the  country  is  even  more  difficult,  because  of  the 
variety  of  approaches  being  used.  A  review  of  recent 
innovative  projects  (see  below)  illustrates  this  point. 
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Effectiveness  of  Demand  Side  Substance  Use 
Prevention  Efforts 

As  noted  above  and  in  table  12-9,  current  demand 
side  prevention  programs  targeting  (for  the  most 
part)  individual  adolescents  can  be  categorized  as 
infonnation*based  approaches,  programs  with  a 
resistance  skills  onphasis,  life  skills  training  pro- 
gramst  comprehensive  community  programming 
with  an  initial  focus  on  school-ha^  resistance 
skills  training,  con^nehensive  health  education  and 
alteraaiives  appxemrhes.  In  addition  to  programs 
targeting  adolescents,  noncoercive  prevention  pro- 
grams have  targeted  parents  of  adolescents. 

Mass  IVIedia  Prevention  Programs — Mass  media 
has  been  one  of  the  Nation's  most  predominant 
channels  for  antidrug  messages  in  the  late  1980s  and 
early  1990s.  Programs  of  this  type  are  among  the 
most  difficult  to  evaluate  systematically  because 
there  are  few  ways  to  control  exposure  to  the 
message.  Further,  at  the  same  time  individuals  are 
exposed  to  antidrug  media  campaigns,  they  may  be 
receiving  numerous  other  messages,  both  consistent 
and  conflicting  with  antidrug  themes.  I^haps  for 
this  reason,  the  evidence  on  the  effectiveness  of 
mass  media  campaigns  in  reducing  or  preventing 
drug  use  and  abuse  is — and  v,  ill  probably  remain — 
inconclusive. 

One  example  of  a  national  mass  media  approach 
to  prevention  is  the  Partnership  for  a  E>rug-Free 
America  (33,34).  The  Parmership  has  saturated  the 
electronic  and  print  media  with  negative  messages 
about  drugs  in  ordCT  to  create  an  environment  that  is 
hostile  to  substance-abusing  behavior  by  influenc- 
ing community  attitudes  (33,34).  Partnership  ads  are 
designed  to  reverse  positive  perceptions  about 
marijuana,  cocaine,  and  crack  and  to  dispel  the 
notion  that  drug  users  are  popular.  Many  of  the  ads 
appear  on  prime  time  television,  and  many  use  scare 
tactics.  According  to  Black,  the  Partnership  for  a 
Drug-Free  America  is  the  largest  advertising  effort 
ever  undertaken  in  the  United  States  (34), 

There  have  been  no  rigorous  tests  of  the  effective- 
ness of  the  Partnership  for  a  Drug-Free  America 
campaign.  An  evaluation  of  the  Pannei^hip  for  a 
Dmg-Free  America  campaign  repented  by  Black 
attempted  to  distinguish  between  "high  exposure** 
and  other  media  markets,  but  there  ^pear  to  have 


been  problems  making  this  distinction  (34).  In 
addition,  no  tests  of  statistical  significance  were 
reported  (34).  Black  did  include,  however,  tibat 
13-  to  17-year--oIds  surveyed  as  part  of  the  evalua- 
tion were  the  age  group  least  likely  to  af^^ear  to  have 
been  influenced  by  Partnership  ads  (34). 

Bauman  and  colleagues  recently  found  that  radio 
and  television  antismoking  campaigns  targeted  to* 
wards  adolescrats  in  the  Southeast  United  States 
were  not  successful  in  reducing  smdung  (24). 

On  the  other  hand,  analyses  by  Bachman  and  his 
colleagues  of  trends  in  behaviond  change  (i.e., 
reported  drug  use)  and  perceptions  related  to  dmg 
use  (i.e.,  perceiv^  health  risks,  {^rceived  social 
disapproval,  availability  of  drugs)  suggest  that 
fear-based  campaigns  such  as  the  Partoerdiq)*s 
(which  saturated  many  n^ia  from  spring  1987  on) 
may  be  at  least  scmiewhat  influential  in  reducing 
drug  use  (1 1,12).  Bachman  and  his  colleagues  have 
found  that  as  high  school  seniors'  perceptions  of 
risks  associated  with  marijuana  and  cocaine  use 
increased,  their  use  of  these  drugs  declined  (1 1,12). 

Adolescent  Alcohol  Prevention  Trial  (A APT) — 
In  addition  to  information  delivered  through  the 
mass  media,  information-based  a{^roaches  to  pre- 
vention are  delivered  as  part  of  classroom-based 
prevention  strategies'^  One  example  is  AAPT, 
which  was  designed  in  part  to  test  the  effectiveness 
of  an  alcohol  abuse  prevention  cuniculum  based  on 
normative  education  (119),  The  AAPT  cuniculum  is 
based  on  research  indicating  that  adolescents  over- 
estimate the  prevalence  of  substance  use,  and  it 
consists  of  eight  sessions  devoted  to  correcting 
misperceptions  about  adolescents*  use  of  alcohol 
and  other  drugs  (with  an  emphasis  on  alcohol)  and 
about  the  acceptability  of  drug  use  by  adolescents. 

Graham  and  colleagues  performed  a  1-year  fol- 
iowup  study  designed  to  test  AAPT*s  effectiveness 
with  respect  to  seventh  graders'  use  of  alcohol, 
cigarettes,  and  marijuana.  Defining  success  in  terms 
of  participants'  probability  of  remaining  in  **no 
use"  status,  as  compared  to  a  comparison  group, 
Graham  and  his  colleagues  found  that  the  program 
was  most  successful  with  students  who  had  not  tried 
any  of  the  study  drugs  at  the  beginning  of  seventh 
grade.  It  was  least  successful  with  students  who  had 
tried  tobacco  by  the  beginning  of  the  seventh  grade 


^As  Doted  by  Coodstadt  and  Mifct^U.  tl^  provision  of  some  Idod  of  dnig-zrlated  information  is  part  of  every  school- based  drug  education  program 
(113). 
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Tabid  12-*-Ov0iv»ew  of  Selected  Substance  Abuse  Prevention  Programs 


nrogram* 


Target 
population 


Tarj^t 
substances 


setting 


Ref^i^ntatfve 
studies^ 


Inf onmrtion-l»8etf  approaches 
1 .  Mass  media  Community  at 

farge 


2,AAPT 


7th  grade 


Resistance  skills  emphasis 
Pro|act  SMART         ^h  grade 


DARE  Program 
Prelect  ALERT 

Life  sMite  training 


5th  &  6th 
grades 

7lh  grade 


7th  to  tOth  grades 


Marijuana 

Oxame 

Toi>»xx> 

Alcohol 

TobiKCO 


Aloohd 
Ibba^o 
Marijuana 
Drugs 

TobaExx) 
Totocoo 
Afoohol 
Marijuana 

Marijuana 
AlcohoJ 


Information/fear 


Normative  education. 


ReslstarYce  sWtIs,  affective  ed- 
ucatkm. 

Peer  pressure  resistance  train- 
ing delivered  in  classrooms 
t^  police  officers* 

Information,  rwmaHve  educa- 
tlw,  resl^ance  skills  in  a 
school  setting. 

Persona!  and  soda!  skins  (e.g.. 
resistance  skills,  assertive' 
ness,  self-control,  cognitive 
sWIte)  taught  throu^  aconv 
bInatkMi  ol  lr^mctk>n.  dem< 
on^iton,  feedtmcfc,  rein< 
fc^oement,  t)eha\doral  re- 
hearsal {prwtice  during 
class),  and  extended 
practice. 


Comprehensive  community  programming  with  an  Initial  focus 
on  school-based  resistance  skills  training 
Project  STAR  6th  Of  7\h  grade  (grade  Tobacco 

of  transition  to  middle  or  Marijuana 
junior  high  school)  Cocaine 


Comprehensive  health  education 

Kindergarten  through 
12th  grade 


Ail  unhealthfut 
ilfe-styles  Indud- 
ing  substance 
abuse 


Psychologica!  consequences, 
normative  education*  resis- 
tance skins  training  for  ado- 
lescents, pli^  parent  Involve- 
ment in  homewori(<  plus 
media  coverage. 


Inforrratlon/affectlve 
education. 


BIs^  1991;  Bauman.  1991 


Graham,  CoU^s,  WUgalter,  et 
al^  1991 


Hansen,  Matotte,  and  FMdbig, 
1^;  Qraham,  eialM  1990 

DeJong,  1987:  Aniskiewkzand 
Wysong.  1990;  Oayton.  Cat- 
tar^,  D^,  1991 

Eliickson,  Ben,  Thomas,  et  al.» 
1988:  Eflick^  and  Ben, 
1990 


Botvin  and  Eng,  1980;  Botvtn, 
Eng,  and  Winiams,  1980; 
Botvln  and  Eng,  1982; 
BotvlnandDusanbuRy,  1989; 
Botvln,  Batson,  Witt-Vltele, 
etal..  1989;  Botvln,  Du- 
$enbi^,  B^oer,  et  1989; 
Botvln,  Baker,  Dusertbury, 
et  ai.,  1990;  Botvtn, 
Schirto.Oriandi,etai..  1989; 
Botvln.  Baker.  Rlazzoia.  et 
at.,  1990 


PentA  Dwyar,  MacKinnon,  et 
al..  19^;  Pentr.  MacKin- 
non. Dwyer.  et  al.,  1989; 
Pentz,  MacKinnon,  Flay,  et 
aK,  1989;  Johnson,  Pentt, 
VWber,  etaL.  1990;  Pentr, 
Trebow.  Hansen,  et  al..  1990 


Connell.  TUrner,  and  Mason, 
1985;Christensoa  Qokl  Katz, 
et  al.,  1985 


Parent  education 


Parents 


Varied 


Varied 


Shain,  Suurvall,  and  Kilty.  1980; 
Grady,  Qersk^k,  and  Stein- 
berg,  1985 

%EY:  AAPT  •  AdDl«$coot  Akx^\  Prsvantbn  Trial;  ALERT  -  AdoJasc^t  Experiences  tn  Resi$tanoe  Tfatning;  DARE  •  Omg  Abuse  Resistance  EoucatloD: 

SI  AR  -  Sludents  Taught  Awareness  and  Resistance:  SMART  -  Solf  Managemem  and  Resistance  Training. 
^uB  dlations  are  listed  at  the  end  of  this  chaf^ef . 
SOURCE:  Office  of  Techndogy  Assessment,  1 99 1 . 


(119).  Graham  and  his  colleagues  suggested  that 
adolescents  who  begin  smoking  in  the  seventh  grade 
may  be  most  rejecting  of  adult  values  and  thus  most 
resistant  to  drug  prevention  education  (119). 

Project  SMART— Project  SMART  (Self-Man^ 
agement  and  Resistance  Training)  is  a  school-based 
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program  that  takes  a  resistance  skills  approach  to 
drug  abuse  prevention.  Project  SMART  includes  a 
I2-session  program  intended  primarily  to  give 
students  social  skills  for  resisting  offers  of  alcohol, 
cigarettes*  and  marijuana  (120).  Social  skills  ses- 
sions include  teaching  smdents  about  the  various 


571 


BEST  COPY  AVAIIABIF 


11-538  •  Adolescent  Health— Vblum0  II:  Background  and  the  Effmniveness  of  Selected  Prevention  and  Treatment  Services 


sources  of  social  pressure  to  use  drugs,  techniques 
for  resisting  them,  and  role-play  opportunities  for 
practicing  the  resistance  techniques.  Affective  edu- 
cation sessions  focus  more  generically  on  personal 
decisionmaking,  values  clarificjuion,  and  stress  man- 
agement techniques.  Seventh  graders  have  been  the 
target  population  for  Project  SMART. 

In  a  1988  evaluaUon  of  Project  SMART,  Hansen, 
Johnson,  Flay,  Graham,  and  Sobel  found  that  the 
social  skills  portion  of  the  {n-ogram — but  not  die 
affective  part — ^was  effective  in  reducing  the  onset 
of  cigarette,  alcohol,  and  marijuana  use  (123a).  A 
subsequent  evaluation  by  Graham  and  his  col- 
leagues investigated  differential  effects'*  of  Project 
SMART  by  type  of  drug,  gender,  and  racial/ethnic 
group  (as  compared  to  the  usual  school  cuniculimi 
on  drugs  and  alcohol)  (120),  Overall,  the  program 
was  found  to  be  effective  for  females,  but  not  for 
males,  and  for  Asians,  but  not  for  blacks,  whites,  or 
Hispamcs  {120)7^  As  did  Botvin*s  Life  Skills 
Training  programs  and  other  prevention  programs 
(see  below).  Project  SMART  had  its  strongest 
effects  on  cigarette  use.  It  Fhowed  some  statistically 
significant  effects  for  alcohol  use,  but  no  effects  on 
marijuana  use. 

Drug  Abuse  Resistance  Education  (DARK) 
Program— TTie  DARE  program  is  different  from 
school-based  interactive  education  programs  such  as 
Project  SMART  in  that  it  uses  specially  trained 
police  officers  to  teach  fifth  and  sixth  grade  students 
about  drug  use  (61).  Police  officers  are  believed  to 
be  an  especially  credible  source  of  information  for 
young  adolescents.  In  addition,  the  training  the 
police  officers  receive  (80  hours)  is  more  extensive 
than  that  given  to  many  others  who  deliver  preven- 
tion programs,  such  as  peers  or  teachers  (61).  In  16 
or  17  sessions,  the  DARE  program  teaches  students 
self-management  and  refusal  skills  and  instructs 
them  in  personal  safety  techniques.  Graduates  take 
an  antidrug  pledge  during  a  formal  graduation 
ceremony. 


Evaluations  of  DARE  have  shown  mixed  results. 
According  to  DeJong,  the  program  has  some  impact 
on  boys,  but  not  on  girls,  wad  only  on  the  use  of  hard 
liquor  and  cigarettes  (70).  Claytcm  and  colleagues 
found  DeJong's  evaluation  to  be  seriously  flawed* 
but  one  ofter  evaluation  reported  in  Clayton  and  his 
colleagues  found  no  reducticais  in  self-rqported  drag 
use  or  intentions  to  use  dru/'s  after  the  DARE 
program  was  implemented  in  1  ^  randomly  chosen 
North  Carolina  schools  (233a).  ClayUm  et  al.'s  own 
evaluation  of  DARE  among  Kentucky  sixth  graders 
was  also  noteworthy  for  using  random  assignment  to 
conditions  (61).  However,  consistent  witfi  previous 
eval'-ations,  Clayton  and  colleagues  found  no  differ- 
ences in  self-report«l  cigarette,  alcohol,  or  mari- 
juana use  shortly  after  completion  of  the  DARE 
program,  although  DARE  did  achieve  some  small 
changes  in  students'  attitudes  towards  drug  use 
(61) A  fourth  evaluation  of  a  DARE  program  in 
Kokomo,  Indiana,  found  reason  to  be  "cautiously 
optimistic,"  but  the  Kokomo  evaluation  did  not 
measure  actual  drug  use  (7). 

Project  ALERT— Project  ALERT  (Adolescent 
Experiences  in  Resistance  Training)  was  a  7-year 
longitudinal  resistance  skills  training  study  involv- 
ing 30  Oregon  and  CaUforoia  schools  (78,79). 
Tfeachers  in  Project  ALERT  led  eight  once-a-weck 
sessions  with  seventh  graders — including  minori- 
ties, economically  disadvantaged  children,  and  chil- 
dren from  dismpted  families — with  the  intention  of 
preventing  alcohol,  tobacco,  and  drug  use.  Three 
booster  sessions  were  provided  in  the  eighth  grade. 

In  an  evaluation  of  Project  ALERT  published  in 
1990,  Ellickson  and  Bell  reported  that  the  outcome 
of  the  program  differed  scnnewhat  depending  on  the 
drug  evaluated  (78).  For  example,  Ellickson  and  Bell 
found  modest  short-term  effects,  but  no  effects  at  a 
15 -month  folio wup,  for  alcohol  use  (78).  Students 
who  were  experimenting  with  cigarette  smoking  at 
the  begiiming  uf  die  seventh  grade  intervention  were 
more  affected  by  the  program  (in  a  health-enhancing 
direction)  than  were  nonsmokers  or  heavier  users. 
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^*As  in  man)  other  evalumions.  methodological  considerations  make  it  impossible  lo  discern  the  f^oportion  of  smdenis  who  resisted  drag  use  enircly 
as  a  result  of  Project  SMART  Effectiveness  in  Graham  ct  al.  "s  1990  study  was  measured  in  tcnns  of  differences  between  pixjgram  and  control  students 
on  an  index  of  average  drug  use. 

7iGfaham  et  al  suggested  several  possible  reasons  thai  Project  SMART  may  have  been  more  effective  with  females,  including:  1)  seventh  grade 
females  may  be  more  receptive  to  antidrug  messages:  2)  seventh  grade  females  may  find  social  skills  training  more  relevant  to  them;  3)  the  jwojea  Ivatlh 
educators  were  all  female;  and  4)  females  bad  lower  pretest  drug  use  to  begin  with  (120).  Ethnic  minority  students  also  bad  lower  pretest  drug  use  (120). 

'^TTk  evaJuators  hypothesized  that  the  finding  of  ik>  differences  could  be  due  to  an  iniliaDy  low  base  rate  of  dnig  use  among  tiie  students,  but  it  could 
also  be  a  result  of  Ok  comparison  group  also  receiving  some  drug  education  as  part  of  the  existing  science  curricnlBm,  The  evaluation  reportwl  Clayton 
and  his  coDeagues  was  the  first  phase  of  a  5-year  evaluation,  so  the  oppottun^y  exists  to  test  for  long-term  effects  on  drug  use  behavior  (61 ). 
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But  students  who  were  not  users  of  mai'juana  or 
cigarettes  at  the  begiiming  of  the  project  were  most 
affected  in  terms  of  subsequent  marijuana  use.  TTiere 
were  no  consistent  differences  in  effectiveness  of 
programs  led  by  older  adolescents  v.  adult  health 
^ucators.  There  also  were  no  consistent  differences 
in  effectiveness  of  programs  for  racial  and  ethnic 
minorities  v.  whites. 

Ellickson  and  Bellas  evaluation  report  is  particu- 
larly useful  because  it  permits  detection  of  the  fact 
that,  despite  the  program,  substance  use  in  both  the 
experimental  and  control  groups  did  increase  on 
average;  reported  * 'reductions**  or  '^effects''  were 
relative  to  the  substance  use  experience  of  students 
in  the  control  group  (78),  For  exan^le,  by  month  15 
(after  the  three  booster  sessions  in  eighth  grade), 
about  57  percent  of  experimental  group  students  had 
**ever'*  drunk  alcohol,  30  percent  had  at  least  tried 
cigarettes,  and  8  percent  had  used  marijuana  at  least 
once  (78).  In  addition,  some  potentially  important 
changes  (such  as  the  percent  of  **alcohol  experi- 
menters'' who  had  used  alcohol  in  the  past  month) 
were  not  in  the  desired  direction.  For  example,  the 
benefits  of  changes  in  the  desired  directions  (e.g.,  the 
greater  proportion  in  ihe  experimental  condition  of 
moderate  cigarette  smokers  who  had  apparently 
**quii'*  smoking)  would  have  to  be  weighed  against 
apparent  ''boomerang*'  effects  to  obtain  a  net 
benefit  (92).  The  differences  between  experimental 
and  control  group  students  that  were  statistically 
significant  were  small,  and  their  practical  signifi- 
cance would  require  additional  analysis. 

Life  Skills  Training  Programs— The  programs 
known  widely  as  life  skills  training  have  also  been 
referred  to  by  Bolvin  as  * 'personal  and  social  skills 
training"  (36)  and  * 'generic  cognitive-behavioral 
drag  abuse  prevention"  (37).  According  to  Botvin, 
the  programs'  distinguishing  feaniie  is  their  empha- 
sis on  the  acquisition  of  generic  personal  and  social 
skills."^  These  generic  skUls  are  applied  specifically 
to  drug-related  situation^;  the  skills  are  generally 
taught  using  a  combination  of  instruction^  demon- 
stration, feedback,  reinforcement,  behavioral  re- 
hearsal (practice  during  class),  and  extended  prac- 


tice through  behavioral  homework  assigrunents 

(36). 

Life  skills  training  programs  have  differed  in  the 
age  group  targeted  (mostly  7th  graders,  but  some 
6th,  8th,  9th,  and  10th  graders),  program  loigth 
(from  as  few  as  7  to  as  many  as  20  sessions), 
frequency  of  sessions  (from  1  to  2  class  sessions  per 
week),  providers  (mostly  adults,  but  some  peers), 
and  the  inclusion  or  not  of  booster  sessions. 

Early  smdies  of  the  life  skills  training  apf»x)ach 
focused  on  prevention  of  smoking  among  young 
(e.g.,  seventh  grade)  white  adolescents  and  generally 
found  statistically  significant — but  generally  small — 
reductions,  particularly  when  booster  sessions  were 
employed  (37,39,40,41,42,43,44,45).  Someobserv-- 
ers,  however,  questioned  whether  the  results  of  this 
early  research  were  generalizable  to  other  sub- 
stances, to  nonwhite  students,  and  in  noruesearch 
settings  (37).  Further,  life  skills  training  (and  other 
prevention  research)  had  been  criticized  on  method- 
ological grounds,  includmg  the  exclusive  use  of 
self-report  data*  inappropriate  research  designs, 
inappropriate  statistical  analysis,  lack  of  demon- 
strated pretest  equivalence  in  experimental  and 
comparison  groups,  failure  to  examine  attrition 
effects,  failure  to  examine  the  extent  of  faithful 
implementation  of  the  program  model,  and  failure  to 
examine  changes  in  theoretically  important  mediat- 
ing variables  (19,37,97,113,241,274). 

In  a  recent  study  designed  to  overcome  methodo- 
logical and  other  criticisms,  Botvin  and  his  col- 
leagues implemented  their  approach  among  ahnost 
5,000  junior  high  school  students  in  56  schools 
across  New  York  State  (37,38).  Fidelity  to  program 
criteria  was  assessed,  and  only  students  who  re- 
ceived at  least  60  percent  of  the  prevention  program 
were  included  in  the  3-year  evaluation  (37),  A  major 
focus  of  the  evaluation  was  a  comparison  between  an 
intervention  providing  formal  provide  training  (more 
costly)  and  an  implementation  with  videotaped 
provider  training  and  no  feedback  (Jess  costly);  a  no 
treatment  group  was  also  included  (37). 


►  or  more 


^According  to  Botvia,     primary  disttoguishing  featuir  of  ihc  life  skills  tJHimug  a{>proacbcis  ts  thai  they  typically  attempt  to  develop  two  c  ^ 

of  the  foUowing  skills:  t)  gcoeral  problcmsofving  and  declstontnaking  skills  (e  g..  Imiosfonnlng,  syslenmtkr  dcctsloimiflking  icclmiqucs);  2)  goKf^ 
cognitive  skills  for  resistb^  itrtcrpcreonal  or  media  ioHucDces  (e  g  ,  identifying  perwasive  advertising  appeals,  formnlaiing  countewgumcnts);  3)  skills 
for  locredsing  self-control  and  setf-esteem  (e.g..  self-instniclion.  self  reinf<Hvcroeat  goal  scttinsg.  principles  of  self-ehange>;  4)  adaptive  coping  strotegies 
for  relieving  stress  and  anxiety  throu^  the  use  of  cognitive  coping  skills  or  behavioral  relaxation  techniqwcs;  5)  get^  intcrpeisonal  skills  (e  g., 
initiatipg  social  interactions,  coo^limcnttng.  conversaliooal  skills);  6)  general  assertive  skills  (e  g,,  making  requests,  saying  no,  expressing  feelings  and 
opmions  (36).  Tbe  theoretical  bases  of  tbe  life  skills  tiainti^  approach  include  social  leaniing  theory  (18)  aisd  proWon  behavior  theory  (139.142*224). 
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Over  a  3-year  pericxl  (1  year  of  full  program 
implementation  and  booster  sessions  in  2  succeed- 
ing  school  years),  statistically  si^iificant  effects  for 
smoking  and  marijuana  use  were  found  for  both 
training  conditions,  compared  with  the  comparison 
condition  (37).  Effects  were  measured  in  terms  of 
comparison  and  experimental  group  differences  in 
average  drug  use  scores  on  a  post-test  (37).  No 
differences  between  experimental  and  control 
groups  were  found  in  overall  drinking  frequency  or 
drinking  amounts  in  any  group,  although  Uiere  was 
a  reduction  in  the  frequency  of  getting  drunk  in  the 
group  with  videotape-trained  teachers  (37).  When  a 
more  conservative  school-level  analysis  of  the  data 
was  performed,  significant  effects  for  reductions  in 
cigarette  smoking  (only)  were  retained. 

This  study's  measures  for  testing  the  development 
of  theoretically  predicted  skills  were  limited  to 
self-reports  by  students  of  their  confidence  in  th^ir 
ability  to  use  specific  personal  and  social  skills,  aiid 
their  knowledge  of  communication  and  general 
social  skills  (37).  Only  communication  and  interper- 
sonal skills  showed  improvement  (37).  According  to 
Botvin  and  his  colleagues,  this  evaluation  provided 
further  evidence  that  life  skills  training  is  effective 
in  at  least  delaying  the  use  of  substances  other  than 
tobacco  and  demonstrated  for  the  first  time  the 
feasibility  and  effectiveness  of  the  life  skills  training 
approach  in  typical  classroom  situations  (37).  How- 
ever, the  broad  test  of  the  life  skills  training  approach 
reported  in  1990  by  Botvin  and  his  colleagues  was 
somewhat  limited  by  having  a  sample  that  was  91 
percent  white  and  mostly  suburban  and  rural. 
Previous  research  by  Botvin  and  his  colleagues  with 
urban  black  (39)  and  Hispanic  (41)  students  pro- 
vided only  tentative  support  for  the  effectiveness  of 
life  skills  training  with  nonwhite  adolescents  (37). 

Project  STAR— Project  STAR  (Students  Taught 
Awareness  and  Resistance) — ^part  of  the  Midwest 
Prevention  Project — is  widely  known  as  a  broad- 
based,  comprehensive  community-based  drug  pre- 
vention intervention  (220,221).  The  target  group 
includes  the  entire  adolescent  p)opulalion  in  50 
schools  of  tlie  15  community  comprising  the 
Kansas  City  (Kansas  and  Missouri)  metropolitan 
area.  Begun  in  1984,  Project  STAR  sequentially 
attempted  to  involve  the  media,  community  organi- 
zations, and  families  in  drug  prevention  in  the 
Kansas  City  area,  but  the  cornerstone  of  the  program 
is  a  school-based  education  curriculum  with  an 
^  emphasis  on  resistance  skills. 
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Project  STAR  Is  an  example  of  a  contemporary  school- 
based  drug  atnjse  prevents  pmgrmn  that  attempts  to 

teach  young  ack>toscOTt8  the  kincte  of  sklUs  that  wiU 
help  them  resist  pressiffes  to  use  drugs.  These  Kansas 
City  students  are  part  letting  In  part  of  the 
Project  STAR  cunlculum. 

The  Project  STAR  driig  use  pn^venlion  model 
builds  upon  earlier  efforts  to  reduce  adolescent 
prepiancy  and  cigarette  smoking  and  to  prevent 
heart  disease.  Its  agenda  covers  tobacco,  alcohoU 
and  marijuana  and  the  program  focuses  on  sixth  and 
seventh  graders.  In  the  first  2  years  of  the  project^ 
22^00  sixth  and  seventh  grade  students  participated 
in  the  school-based  educational  component.  Other 
components  (i.e.,  parent  education,  community  or- 
ganization, and  health  policy  changes  at  the  commu- 
nity level)  have  been  added  to  the  project  sequen- 
tially— ^approximately  one  each  year.  Boosters  arc 
provided  on  a  yearly  basis  through  the  12th  ^wle. 
Annual  assessments  are  made  of  adolescent  drug  use 
in  schools  assigned  to  immediate  intervention  or 
delayed  intervention  control  conditions. 

Evaluation  of  broad-based  community  programs 
and  mass  media  campaigns  is  exceedingly  difficult 
and  subject  to  numerous  methodological  problems 
(77),  and  reported  results  for  Project  STAR  have 
varied  somewhat.  In  a  report  on  a  1-year  followup, 
Pentz  and  her  colleagues  reported  modestly,  but 
statistically  significantly,  reduced  rates  of  increase 
in  cigarette,  alcohol*  and  marijuana  use  by  experi- 
mental V.  control  students  in  the  week  and  month 
prior  to  the  followup  survey  (220).  In  another 
an«ilysis  of  I -year  foUowup  data  that  used  a  smaller 
sample  and  different  statistical  methods,  Dwyer, 
MacKinnon,  Pentz,  and  their  colleagues  reported 
reduced  rates  of  increase  for  cigarette  smoking. 
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mixed  evidence  for  effects  on  marijuana  use  (de- 
pending on  whether  schools  or  students  were  us^  as 
the  unit  of  analysis),  and  no  evidence  of  an  effect  on 
alcohol  use  (77). 

Another  study  compared  the  effects  on  high-  v. 
low-risk  adolescents^  of  3  years  of  Project  STAR 
(144).  By  3  years  into  the  i^oject,  experimental 
schools  had  been  exposed  to  a  parent  organization 
]m)gram«  parent-child  communication  skiiis  train- 
ing, in^ial  training  of  community  leaders  in  the 
organization  of  a  drug  abuse  preventicm  task  force, 
and  mass  media  coverage,  as  well  as  the  1-year, 
10-session,  resistance  skills  curriculum  for  ^denti». 
The  con^arison  groups  were  exposed  only  to  the 
initial  training  of  community  lead^s  in  the  organiza- 
tion of  a  dmg  abuse  prevention  task  force  and  the 
media  elements  of  Project  STAR  (144).  Overall,  this 
analysis  found  generally  lower  rates  of  increase  for 
tobacco  and  marijuana  use,  but  not  for  alcohol  use, 
in  program  schools  than  in  control  schools.  The  only 
difference  between  high  and  low  risk  groups  of 
students  was  a  greater  reduction  in  the  rate  of 
increase  in  cigarette  smoking  in  those  students 
ex[K3»sed  to  the  program  during  a  6th  rather  than  7th 
grade  school  transition. 

Other  studies  by  Pentz  and  her  colleagues  suggest 
reasons  for  variations  in  results  across  schools  other 
than  method  of  statistical  analysis  (77),  Pentz, 
Trebow,  Hansen  and  colleagues  found,  for  example, 
that  the  greater  the  amount  of  the  school-based 
portion  of  the  program  actually  delivered  to  students 
in  Project  STAR  schools,  the  less  was  the  in^ease 
in  dmg  use  after  a  year  (223).  In  one  of  six 
comparisons,  there  was  an  actual  decrease  in  drug 
use  among  project  students  with  mure  extensive 
exposure  to  the  curriculum  (223). 

The  Project  STAR  effort  in  Kansas  City  was 
evaluated  with  a  quasi-experimental  design,  A 
replication  in  Indianapolis,  Indiana  (Project  1- 
STAR),  is  being  evaluated  with  a  true  experimental 
design. 

Comprehensive  Health  Education — ^As  preven- 
tion programs,  comprehensive  health  education 
efforts  are  premised  on  the  belief  that  children  and 
adolescents  can  benefit  from  instruction  in  all  phases 
of  healthy  living.  Thus,  sequential  curricula  have 


been  developed  for  prekindergaiten  through  the  12th 
grade,  fcKusing  on  develofsnentally  aj^nopriate 
subjects.  The  prevention  of  psychoactive  substance 
use  can  be  either  a  separate  segment  within  the 
instroctional  sequence  or  integrated  throughout  the 
health  curricula  (247), 

In  a  1985  ev^uation  of  four  comprehensive  health 
education  curricula  for  grades  4  through  7,  based  on 
a  survey  of  1,000  classroom  pnograms  in  20  States, 
the  School  Health  Curriculum  Ptoject  was  identified 
as  the  most  effective  health  education  program  (66). 
The  School  Health  Curriculum  Project  is  highly 
structured  and  emphasizes  * 'hands-on"  activities 
but  requires  significant  te^^cher  in-service  training 
and  student  classroom  tin  lie  program  appears  to 
have  been  successful  in  deterring  sixth  and  seventh 
^ders  from  srm)king,  but  its  impact  on  other 
substance  u^  has  not  been  assessed  (59,65), 

Parent  Education  Programs — ^Parent  education 
programs  attempt  to  influence  adolescent  behavior 
by  altering  the  interactions  that  occur  within  a 
family.  Parents  attend  seminars  or  courses  designed 
to  help  them  encourage  and  support  aj^priate 
behavior  in  their  adolescent  family  men*cr.  Typi- 
cally, a  program  will  provide  factual  infonnation 
and  training  in  discipline,  communication,  and  other 
parenting  skills.  Sometimes,  parent  education  pro- 
grams are  held  in  conj^inction  with  programs  for 
adolescents. 

Parent  education  programs  specifically  geared 
toward  substance  use  concerns  have  not  been  widely 
tested.  Sch^s  and  his  colleagues  found  that  only  4 
percent  of  127  drug  education  programs  included  in 
their  review  used  a  family  involvement  strategy 
(24 1 ).  Nearly  a  decade  later,  Moskowitz  found  very 
few  family-oriented  educational  programs  targeted 
toward  adolescent  alcohol  or  drug  problems  in  his 
review  of  the  literature  (195),  Of  those  adolescent 
substance  use/parent  involvement  programs  that  do 
exist,  only  two  have  been  evaluated.  The  fu^t,  a 
20-hour  Parent  Effectiveness  Training  program, 
which  en^hasized  commuiucations  and  problemsolv- 
ing  skills  for  parents,  was  examined  in  a  4-year, 
quasi-experimental  study  that  showed  short-term 
improvements  in  parenting  skills  but  also  revealed 
an  increase  in  alcohol  use  among  the  children  of 
participants  (251). 


T^HighriiOt students  wcredefiocd  as  those  siiKto 
paimt(8)  used  tobacco,  alcohol  or  marijuana;  3)  with  higher  numbers  of  fticnds  perceived  as  having  used  tobacco,  alcohol,  or  manjuana  (cutoff  not 
O    iven):  and  4)  of  higher  age  (measured  as  crmJc  level).  Gender  was  aJso  used  as  an  indicator  of  relaHve  nsk. 
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The  second  study  looked  ai  a  program  that 
combined  drag  education  for  students  and  12  hours 
of  parent  training  on  drugs,  adolescent  development, 
decisionmaking,  and  ccmimunication  (118).  Prelimi- 
nary results  showed  some  improvement  in  parent- 
ing, but  recruitment  and  attrition  problems  limit 
inferences  about  the  validity  of  the  findings. 

Other  studies  of  parent  education  programs  which 
were  not  targeted  towaid  substance  use  issues  have 
tended  to  suj^xwt  the  conclusion  that  these  programs 
can  improve  parents'  attitudes  and  skills,  but  that 
Ihey  have  limited  impact  on  an  adolescent's  behavior- 
including  substance  use  (72). 

Alternatives  Programs— The  provision  of  alter- 
natives to  alcohol  and  other  drug  use  have  had  a  long 
history  in  prevention  efforts  (113).  According  to 
Botvin.  the  original  model  for  alternatives  programs 
took  the  form  of  establishing  youth  centers  in  the 
community  to  provide  a  particular  activity  or  set  of 
activities: 

The  underlying  assumption  of  this  approach  was 
that  -dolescents  could  be  provided  with  real-life 
experiences  that  would  be  as  a  ipealing  as  substance 
use  and.  therefore,  involvement  in  these  activities 
would  acmally  take  the  place  of  involvement  wiih 
substance  abuse  (36). 

Examples  of  this  approach,  which  provided  a 
predetermined  single  set  of  activities  for  all  partici- 
pants, include  Outward  Bound  (36).  A  second  type 
of  alternatives  approach  involves  attempting  to 
match  specific  alternatives  with  an  individual's 
unfulfilled  needs  (36).  For  example,  interpersonal 
needs,  such  as  gaining  peer  acceptance,  might  be 
iatisfied  through  participation  in  sensitivity  training 
or  encounter  groups  (36,274),  Another  way  to 
categorize  alternatives  approaches  is  as  1)  efforts  to 
provide  positive  activities  more  appealing  than  drug 
use;  and  2)  efforts  aimed  at  developing  competence 
to  ovenome  individual  deficits  in  basic  life  skills, 
low  self- worth,  and  limited  experiences  that  place 
them  at  risk  (1 13,274). 

The  provision  of  alternatives  to  psychoactive 
substance  use  is  inmitively  appealing  and  has  been 
one  of  the  approaches  used  in  the  contemporary 
'*War  on  Drugs'*  (see  below).  As  noted  above,  at 


least  some  the  predomiiumt  risk  factors  for  substance 
abuse  (e.g.,  dysfimctional  families,  association  with 
drug-using  peers,  school  transitions)  appear  to  be 
those  that  could  be  amenable  to  the  alternatives 
approach.  Unfortunately,  however,  there  is  little 
systematic  research  that  can  be  used  to  evaluate 
whether  alternatives  work  in  preventing  drug  use 
and  abuse  by  adolescents  (36,1 13,241,242,274).  For 
example,  in  a  1986  quantitative  review  of  shidies 
covering  the  period  1972  through  1984,  Tbbler 
found  only  1 1  alternatives  programs  that  had  ade- 
quate evaluation  data,  and  not  all  of  the  evaluations 
measured  drug  use  by  adolescents  (274).  In  a 
subsequent  meta-analysis  of  the  same  studies, 
Tobler  limited  her  review  to  studies  using  dmg  use 
outcomes  (274a).^  In  both  meta-analyses,  Tbbler 
found  that  alternatives  programs  had  the  second 
greatest  effects  on  drug  use  (274a)  and  related 
outcomes  (274),  after  resistance  skilb  and  life  skills 
training  programs  that  involved  peer  interaction 
(274,274a).80  Tbbler  concluded  that  alternatives 
programs  were  especially  effective  with  "high- 
risk"  adolescents  such  as  drug  abusers,  juvenile 
delinquents,  or  students  having  school  problems 
(274). 

Further  examination  of  the  components  of  suc- 
cessful alternatives  programs  seems  to  be  in  order. 
For  example,  Swisher  and  Hu  noted  that  some  types 
of  activities  have  been  associated  with  substance 
abuse  (e.g.,  entertainment,  vocational,  and  social 
activities),  while  others  (e.g.,  religious  activities) 
have  not  (269a).  Consequently,  it  is  conceivable  that 
some  alternatives  programs  could  1^  counterproduc- 
tive if  the  wrong  type  of  activities  were  selected  (36). 
Feldman  notes  that  it  may  be  important  to  mix  both 
troubled  and  nontroubled  adolescents  in  alternative 
activities  (88a)  and  both  Feldman  and  Tobler  note 
the  importance  of  well-trained  group  leaders  (88a, 
274a). 

Sefected  Supply  Side  Substance  Use 
Prevention  Efforts 

Health  protection  is  an  aspect  of  prevention  that 
acts  through  tlie  passage  of  laws  and  regulations 
limiting  access  to  substances  believed  harmful  to 
health.  Many  of  the  psychoactive  substances  dis- 


'^n  a  $u^scqucnt  review,  Boivin  found  only  «w„  studies  of  aifcmati vcs  (jx-cr  iuf  onng  and  wof king  in  a  school  store),  ncilbet  of  whicu 


measured  drug 


use  (36) 

^  TbWefs  articles  rt-«siancc  skills  and  life  skills  training  programs  are  .aU^l  -peer  programs'-  because  p<x-r  mteracfion  (not  peer  leadership) 
!De  Kcy  coraponent  (274.274a).  ^  ^ 
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cussed  in  this  chapter  are  illegal  fw  use  by  people  of 
all  ages.  As  noted  earlier,  howevca-,  the  psychoactive 
substances  used  the  nwst  by  U.S.  adolescents — 
alcohol  and  tobacco — are  legally  available  for  use 
by  oMct  people.  Some  public  health  measures  have 
been  taken  to  limit  accew  to  and  use  of  these 
substances  by  adolescents.  Othei^  are  undo:  consid- 
eration. Sui^ly  side  substance  use  prevention  efforts 
discussed  here  are  laws  related  to  access  by  minors 
(e.g.,  minimum  drinking  and  smoking  ages)  and 
some  actions  under  consideration  that  would  affect 
not  only  adolescents  but  all  individuals  (e.g.,  addi- 
tional limits  on  advertising,  increase  excise  taxes 
on  cigarettes  and  alcohol).  Relatively  little  research 
has  been  done  on  the  effecis  of  health  protection 
efforts  specifically  on  adolescents. 

Minimum  Ages  for  Drinking  and  Smoking— 
Between  1970  and  1975.  29  States  lowered  their 
drinking  age  to  conform  with  a  Federal  shift  in  the 
voting  age  from  21  to  18  in  1970  (123).  By  1984, 
however,  28  States  had  increased  their  legal  drinking 
age.  to  1984,  the  U.S.  Congress  passed  the  Unifomi 
Minimum  Drinking  Age  Act  (Public  Law  98-363). 
Under  this  law,  increasing  percentages  of  Federal 
highway  fimds  would  be  withheld  from  States  that 
did  not  make  the  drinking  age  21.  Currently,  all  50 
States  and  the  District  of  Columbia  have  a  drinking 
age  of  21,  although  there  are  some  exceptions  to  the 
general  rule  (e.g.,  for  employment,  with  parenial 
guidance,  under  medical  supervision,  and  posses- 
sion for  purposes  other  than  consumption)  ( 1 23,2W). 

Age  limits  on  possession  of  tobacco  products  are 
more  lenient  than  those  on  alcohol  (317).  Clianges 
are  occurring,  but  the  minimum  age  in  most  States 
is  18  rather  than  21  (315). 

Limits  on  Advertising — Recognizing  that  anti- 
drug education  messages  compete  with  advertising 
that  makes  alcohol  use  appealing  to  adolescents 
(180),  there  has  been  congressional  interest  in 
limiting  the  advertising  of  alcohol  and  cigarettes 
(169).  Cigarettes  and  hard  liquor  are  not  advertised 
on  television  or  radio  but  can  be  advertised  in 
magazines^'  and  on  billboards.  Wine  and  be^can  be 
advertised  in  any  medium. 

Further  passage  of  restrictive  adverti.sing  laws  is 
problematic  because  of  concerns  about  pos.sible 


infringements  on  advertisers'  constituticmal  rights. 
On  the  one  hand,  there  is  i»ecedent  for  such  action. 
The  Public  Health  Cigarette  Smddng  Act  of  1970 
(Public  Law  9 1 -222),  for  example,  banned  prosmok- 
ing  cigarette  advertising  on  radio  and  television 
beginning  in  197 1 .  Chi  the  oth»  hand.  Goodstadt  and 
Miller  concluded  that  studies  of  the  impact  of 
alcdiol  advertising  have  demonstrated  little  to  no 
effect  on  alcohol  consun^tion  (113).  These  studies 
have  not  been  specific  to  adolescents. 

Excise  Taxes — Economists  suggest  that  adoles- 
cents' use  of  alcohol  and  tobacco  may  be  more 
sensitive  to  increases  in  price  than  adult's  use  of 
alcohol  and  tobacco  (123).  One  way  to  increase  the 
jMice  of  alcohol  and  tobacco  is  to  increase  excise 
taxes.  As  of  spring  1990,  Federal  excise  taxes  had 
not  been  raised  in  real  terms  since  195 1  (123).  Beer, 
a  preferred  alcoholic  beverage  of  adolescents,  is 
taxed  at  one-third  the  rate  of  hquor. 

In  a  simulation  for  ADAMHA's  National  Institute 
on  Alcoholism  and  Alcohol  Abuse  (NIAAA),  Gross- 
man found  that  the  raising  of  excise  taxes  on  beer  to 
the  same  level  as  taxes  on  liquor  would  reduce  motor 
vehicle  fatahties  among  18-  to  20-year-olds  by  21 
percent  (123).  Grossman  found  that  an  increased 
excise  tax  would  have  a  greater  effect  on  reducing 
fatalities  than  could  be  expected  from  increases  in 
the  minimimi  drinking  age  because  the  minimum 
drinking  age  can  be  evaded,  at  least  in  part. 
Grossman  notes,  however,  that  these  simulations 
have  not  been  tested  empirically. 

Simulations  of  the  effects  of  excise  taxes  on 
cigarette  smoking  have  focused  on  reductions  in 
premamre  mortality  as  an  outcome.  Cigarette  smok- 
ing generally  does  not  result  in  fatalities  until  later 
in  life  (although  there  are  short-term  health  effects  of 
smoking  for  adolescents).  Grossman's  analysis  of  an 
increase  in  excise  taxes  on  cigarettes  found  that  over 
800,000  premamre  deaths  in  the  cohort  of  Ameri- 
cans 12  and  over  in  1984  would  oc  averted. 
Coincidentally,  an  earlier  analysis  by  Warner  sug- 
gested that  raising  the  excise  tax  would  discourage 
approximately  800,000  adolescents  from  starting  to 
smoke  (331). 


check  by  OTA  siaff  ol  severaJ  lecn  magazines  suggested  that  such  magazines  do  noi  fend  to  adveitisc  cigarettes  or  alcohol. 
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Conclusions  About  the  Effectivaiwss  of 
PfBVontWn  of  PsyctioactivB  Suttstance  Use 

From  the  foregoing  review  of  the  research  find- 
ings from  elected  contOTiporary  efTom  lo  prevent 
or  delay  the  onset  of  psychoactive  substance  use  by 
adolescents,  and  from  the  reviews  summarize  in 
table  12-10,  it  is  clear  thai  most  demand  side 
jn^venticm  jn'ograms  targeted  at  individuals  have  yet 
to  make  a  compelling  case  for  their  effectiveness. 
Some  models  show  some  positive  effects  in  delaying 
increases  in  drug  use.  but  the  effects  are  generally 
small.  Whether  these  models  are  of  much  practical 
significance  in  reducing  dmg  use  among  adolescents 
is  debatable.  However,  some  programs  may  turn  out 
to  be  effective  in  other  important  respects,  such  as 
enhancing  adolescents*  general  life  skills  (e.g., 
social  competence,  decisionmaking). 

Recognizing  the  limited  evidence  for  the  effec- 
tiveness of  traditional  school-based  drug  prevention 
efforts,  as  well  as  the  wide  variety  of  risk  and 
protective  factors  apparently  involved  in  drug  use 
and  abuse  (see  figure  12-6)»  some  observers  have 
urged  that  drug  abuse  prevention  efforts  not  be 
limited  to  small-scale,  time-limited,  educational 
interventions,  although  these  interventions  have 
their  place  (36,1 13J72,273).  Neither,  say  many 
observers,  should  prevention  be  limited  to  coercive 
supply  side  strategies  such  as  minimum  drinking 
ages,  limits  on  advertising,  or  excise  taxes  (113,1 72). 

Goodstadt  and  Mitchell,  for  example,  recommend 
that  the  Nation  take  a  health  promotion  approach  to 
preventing  alcohol  and  other  drug  use  and  abuse  by 
adolescents.  The  health  promotion  perspective  per- 
mits greater  acknowledgement  of  the  fact  that 
psychoactive  substance  use  problems  may  result 
from:  a)  what  the  user/drinker  does,  b)  the  properties 
of  the  drug,  and  c)  the  impact  of  social  and  physical 
environments  (113).  According  to  Goodstadt  and 
Mitchell,  **this  appreciation  for  the  diverse  etiology 
of  problems  should  increase  the  range,  appropriate- 
ness, and  effectiveness  of  prevention  measures'* 
because  **problems  with  complex  etiologies  usually 
require  diverse  or  complex  solutions*'  (113).  Fur- 
ther, ''addressing  the  three  elements  would  reduce 
scapegoating  of  any  single  factor'*: 


Currentraoommendalions  on  preventing  aSoohol  and  other 
drug  abuse  ^nongadotesoef^sug^stttiatprevrntlon 
efforts  no!  be  limited  to  efforts  targeted  at  Imllvkbml 
potential  users— altfiougfi  these  may  be  U8ehj}--4)ut 
that  they  also  focus    adolesowtts'  envlronTOnts. 

It  would  no  I(»iger  be  aR)ropriate  to  **blame  the 
victim*'  by  attributing  the  abuse  exchisively  to  the 
abuser's  personal  defici«icy;  nor  would  it  be  aiffi* 
cient  to  condemn  drugs  as  the  cause  of  problems,  or 
strive  for  prohibition  as  the  sole  solution  for  abuse; 
nor  would  individuals  and  communities  l>e  tolerant 
of  environmental  conditions  or  social  practices  that 
contribute  to  drug  abuse  (113). 

The  fact  that  these  recommendations  (and  other 
similar  thoughts)  were  published  by  OSAP  suggest 
that  a  more  comprehensive  approach  to  psychoac- 
tive substance  abuse  prevention  is  possible  (76.1 13, 
313).  Unfortunately,  however,  implementing  sys- 
temic apprt)aches  may  prove  to  be  quite  difficult 
(172). 

Substance  Abuse  Treatment  Services 
for  Adolescents^^ 

For  some  adolescents,  the  use  of  or  experimenta- 
tion with  alcohol  or  other  psychoactive  substances 
may  progress  to  a  point  where  the  adolescents 
develop  physical,  emotional,  or  social  problems. 
When  substance  use  becomes  functionally  incapaci- 
tating, health-threatening,  or  |M-esents  a  danger  to 
self  or  others,  professional  services  may  be  neces- 
sary  to  treat  the  condition.  The  broad  goals  of 
substance  abuse  treatment  can  be  defined  as  the 
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^^This  scctioD  is  based  on  the  paper  by  iames  Emsbof  f  and  Romii  Mar golin-Mankoff  entitled '  Trcatn^nt  of  Adolescent  Substance  At>ttse:  A  National 
Revieu'  and  Critique,  *  ^  which  was  prepiircd  under  contract  *.o  Camegje  Corponition  of  New  York  and  the  Carnegie  Council  on  Adolescent  Dcvelt^mienl 
for  OTA's  adolescent  health  report  (85). 

0  t  b 


Chapter  12--Alcohoh  Tobacco,  and  Drug  Abuse:  Prevention  and  Services  ♦  Ih545 


Table  12*10— Summary  of  Reviews  of  Evaluation  Literature  on  Ctomand  Side  Substance  Use  Prevention  Programs 

for  Adolescents 


Eya]tiath>nt 


Method  of 
tb9  study 


r«oommmiatkm» 


Schapt.  DiBartolo. 
P&n^.rtal.  1978. 
1^1 


75 

(127  programs) 


Toblar.  1906 


143 

(9fi  studios) 


Bang^-Dfowns, 
1988 


33 


Moskowltr,  1989 


Goodstadt  and 
Mltctwll,  1990 


MA 


Cn^abufar  and  oorraUitkmti  anayysas  prknary 
drug  abusa  f^avantton  pip^am,  «Mlf^  7D  di- 
mansior^;  inc&idad  ^  psydioacttva  drugs.  Stud- 
ias  had  to  assaas  a  plannad  Intorvamion  and  usa 
driig-spadtic  maasur^  of  affacttvanass  In  tarms 
of  usa,  tntantlon  to  usa,  or  attttude  toward  tm. 
looludad  unpulriiahad  manust^tpta.  par- 
cant  of  programs  sarvsd  targat  pofHilatbns  of 
ooRaga  aga  w  youngar:  56  paroattt  sarvad  Mgti 
nchooi  aga  adotocants.  Comparison  grouy^ 
wara  raquirad. 

Mata-an^ysls:  rav)awadsubst»Ka  atHM  avaluat  tons 
of  varlaty  of  program  t)^>a8;  oo^fotlad  for  affact 
siza:  hdudad  ur^MJUfshad  studfas.  Umttad  to 
young  adolasoants.  F1v«  moc^Jas  wara  ax* 
aminad:  know$adgae  attHudas,  uaa,  ^Ha,  and 
b^iavtor;  dn^s.  akaohol.  tot)«)Co.  tndudad. 
Control  group  am  not  raquirad  for  soma  studiaa. 

Mata-anatysis;  oontrollad  for  affact  s]xa;  only  school- 
basad  dn^  adboatton  programs  wara  indudad. 
Cc^arad  atamarrtary  tNough  ooilaga  laval;  fbnltad 
to  pubtldy  availabia  studiM ;  antismokhig  studlas 
wara  onty  U.SyCanada  stud^s  W9T9 

raviawad.  Control  group  was  raquirad. 


Utaratura  raviaw/focus  on  aloohot  rssuss.  Fourtypas 
of  intarvantfons  wara  axamJnad,  tncHidJng  pri- 
mary prevantlon  Ho\  odantad  toward  adoias- 
cants^anaraf  alcohol  abusa  rav^aw. 


Narratfva  literatura  raviaw  of  avldanoa  cm  nonoo^VB 
(drug  aducatlon.  mass  madta,  and  attamottvas^) 
and  ooardva  (fagal  d9i0rr^nc0)  stratagfas,  end 
corH:>aptual  analyses  of  hoalth  promotloo  (oonoapt 
of  tifastyta.  communlty4>asad  haatth  promotion, 
oonmunlty  rasponstbility  and  ampow^rnant)  strat- 
egies. 


KEY:  NA  -  not  availabia, 

^uQ  dtatlons  ara  Ustad  at  tha  and  of  this  chaptar 

^is  raviaw's  avaluation  of  tha  altat-nativas  approach  summarized  Tohler's  findings  (274). 
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Most  avahiatlons  wans  pocNiy  dor>a:  most  Studlas 
^lorad  radcd  and  altvito  charaotadstios;  on)y  5 
paroant  of  pTDgrams  wara  fMar4ad  Inforralion- 
ordy  progranw  wsra  tM  ^facth^a;  oc^t^natlon 
pragrams  hoM  pmmtea,  but  data  are  tmral^ila. 
Mora  raaaaicti  Is  naacM.  partioulafiy  with  ragard 
tomtnoift^  graatarusaofpaaraandparants 
shouki  ba  axfjimd;  B  repository  for  avafuatlon 
raports  should  t>a  creatad;  aviation  must  ba 
more  fif^irous  and  battar  dooumantad. 

Paar  progran^  showad  d^inlto  s^miorttv  m  out- 
ocHna  «rosfi  wbstanca;  aftamattva  programs 
suocas^  for  •l^lgh-rWr  adoKwcarits;  *tor  kno^ 
adga-onfy  and  affactlva-onfy  prof^ams  solid  avi- 
danoa  aidsts  for  disoontinuinQ  thair  uw.** 


Most  studlas  wara  of  poor  i^iallty.  Sutxstanoa  abusa 
ac&icatkm  may  alter  furowtadga  and  attltudas  but 
tsur^uooassfut  Incliangbig  di^slng  b^iaviors 
of  Sudanis;  paar-tod  and  gnoup  disousdtm  mod- 
^  ware  mora  affacthw  In  change  attitudas; 
studMits  who  voiuntaarad  for  p*ogramB  raportad 
lowar  df\ig  usa  than  compulsory  participants. 
Moia  r^orous  rasaarch  (s  naadad  but  iTOt  on 
affact  of  aducatlon  on  knowted^a;  substanoa  usa 
aduoatlon  has  not  baan  affoctiWy  usad  ki 
schools  to  data. 

Thara  Is  littia  avkianoa  that  primary  prevantkm  pro- 
^Bms  are  affactlva;  addltfona!  rasaanph  Is  rt99(M 
on  affflctiva  aducatton  and  soda)  tnfkianca  mod- 
ste;  bahavkr  to  urdlkaty  to  ba  Infhianoad  by 
sducatkan  Of  mac&iafforts;  parer^  attltuda  ohangas 
«ira  not  ivflartad  }n  adot^oant  bahaWor;  sodai 
norms  must  changa;  wrn»  prevantion  programs 
may  actually  incraasa  pmbtsms;  raconmvxfo 
larga-scala  sodal  axpaHnwils  comt^lng  control 
and  pravantion  stretaglas. 

Could  not  oondudo  with  oonfktenos  that  ckvg  aduca- 
thn  (Inckiding  school-basad  aducaUon  and  non* 
sd>o^-basadparantfng  sldlfsac&catlon)  fsalthar 
affadhworlnaffactlva.  Ciftafiaforaffisctiva  sohoof- 
bfitfad  drug  adi«satk>n  appaar  to  bduda:  tafgat- 
f ng  subpopulatfons  with  a  uniform  taval  of  usa,  or 
Inoc^poratlng  alamants  and  prooassas  that  rac- 
ogniza  tha  naac^  of  varying  subgroups;  attanding 
to  tha  me^or  parsonal  and  sodal  dotarmlnants  of 
H\man  bahovfon  implsmantlr^  programs  with 
adaquata  Intanslty  of  tima  and  affort  staff  train- 
ing, and  adaquata  administrattva  andcommunlty 
support;  Integrating  schod-bssad  progfomo  Into 
tha  targar  oomnnjnity.  StiMflas  of  mass  rr^ad^ 
arrtJdmg  campaigns  do  not  anoouraga  optimism 
about  affactlvanasa.  LamandrBguiatkinsptofa. 
slgr^tcant  rda  In  oOTtrdling  avaraga  lava!  of 
aloohd  usa  and  at)usa  in  a  population,  but 
avkianca fortha affactlvanasa  of  laoisfatlon  (lagaJ 
c^aranoa)  In  controlling  indKMian'drug  usa  Is 
nalths^  an^n^a^rrg  nc^  oonsistant. 

Racommands  a  h^Mj  pfxmiation  pmpactfvo,  wtilch 
would  davdop  pofldas  to  address  tha  fmpOoa- 
tlons  of  tha  d^w^^  cattsas  of  drug  usa  probiams 
(La.,  bahavlor,  propartias  of  tha  drugs,  and  tha 
Impact  of  tha  sodal  and  physlcat  anvtionmant). 


ConUnued  on  next  page 
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Table  12-10— Summary  of  Reviews  of  Evaluation  Literature  on  Demand  Side  Sut>stance  Use  F^evention  Programs 

for  Adolescents— Continued 


Study* 


Evahiations 
rovkiwod 


Mvthodof 


Botvin,  1990  35  tmonwrtpng         Narmtlv9  mimt  of  th«or«tfca»  and  ovaluatton  1tt«ra- 

tur«  on  4  approach;  Irrtormationaf.  aff«ctfv», 
a!t9matlva,  psychosocial. 


Kay  findings  and 
racxiOinrNMidat^s 


Exc^  tor  tha  worn  fw»ntJy  Imptemantad  psychoso- 
cial approadiM  (resifilanoa  sldOs  olona  w  In 
oombtnatlon  wfth  Itfv  sidds  trBdn^Q).  f^^iy  pra- 
vantkKi  appfioachas  tafg^ing  adoia^anlB  hava 
nd  baan  suooa^lln  radup^  actual  auManca 
usa  bacatM  thay  hava  no!  foouiad  on  docu- 
niantad     factors.  Soma  miAhodc^loal  and 
dlasamlnatiorVlmptonfMntation  ptobtamaiMth  tha 
psyt^iosocial  fl^^woachas  lam^i  but  thasa  ps)^ 
chosodal  approachas  should  ba  fiAlhar  dtoami- 
natad  bacausa  th^  can  raduos  Aisooptlbfllty  or 
vutnamblllty  to  anvlnmmsiTtal  factors  and  raduoa 
potar^ial  intrapsycMc  motivations  to  dnigs. 
Thay  can  ba  usad  as  aubstttutas  for  wteMy- 
irtlflzod  artioohbasad  pravantbn  pn^^^ams  that 
raly  on  intarvantion  strertsglas  that  hava  atthar 
baan  fMmd  to  ba  fnoffactfva  or  hava  no  sdantlf  1^ 
caify  dslansH^  ba^,  Savarnf  addltf'^nal  UMis  of 
Intarvantion  naad  to  ba  ad^ad:  at  tha  iyoadast 
sodatal  laval,  affmlnata  w  rac&foa  anv<ronmantar 
^fh^no^  pnmotl^  orfadfltatif^  smol^.  drink- 
ing, and  drug  usa;  at  tha  tntarparsonal  lava},  go 
bayond  stratBglas  that  r«(y  ^tMf  on  school- 
basad  intarvantion^;  and.  at  tha  intnipsychic 
favaf.  raduca  potantiat  mothratk>ns  to  ang^  In 
substanca  usa. 


SOURCE:  Offioa  of  TachnoJogy  Assassmen!.  1991. 


elimination  of  chemical  dependency  and  related 
undesirable  behaviors  and  the  restoration  of  the 
individual  under  treatment  to  a  healthy  and  function- 
ally appropriate  status  (201). 

But  despite  a  general  consensus  about  the  broad 
goals  of  substance  abuse  treatment,  substance  abuse 
treatment  for  adolescents  is  often  fraught  with 
controversy.  It  is  not  always  clear  when — or  if — an 
adolescent  requires  treatment  for  substance  use.  In 
addition,  there  remains  disa^eement  about  the 
respective  virtues  of  abstinence  and  responsible  use 
of  psychoactive  substances  as  treatment  outcomes. 
Nor  is  there  agreement  within  the  treatment  commu- 
nity or  its  critics  regarding  the  efficacy  or  effective- 
ness of  various  kinds  of  treatment,  desirable  length 
of  treatment,  or  criteria  for  matching  individual 
clients  to  particular  treatment  settings.  In  a  compre- 
hensive 1990  study  on  drug  treatment,  a  committee 
of  the  Institute  of  Medicine  concluded  that  the  state 
of  knowledge  on  drug  treatment  effectiveness  was 
worst  with  respect  to  treatment  for  adolescents,  and 
this  committee  recommended  that  drug  treatment  of 
adolescents  be  studied  intensively  (201).  Exploring 
the  variety  of  substance  abuse  treatment  services 
could  illustrate  the  needs  for  additional  research, 
highlight  some  of  these  points  of  contention,  and 
^'^vide  a  conceptual  framework  for  future  policy 
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deliberations  on  substance  abuse  treatment  services 
for  adolescents. 

The  importance  of  such  exploration  bircomes 
clear  when  one  considers  the  number  of  adolescents 
whose  lives  are  affected  by  treatment  and  how  many 
others  might  benefit  if  additional  services  were 
available.  However,  assessing  the  number  of  U.S* 
adolescents  in  substance  abuse  treatment  is  difficult 
because  of  limitations  in  data  sources.  Several  data 
sources  were  used  to  gather  the  information  pre- 
sented below — die  National  Drug  and  Alcohol 
Treatment  Unit  Survey  (NDATUS)  (308,309);  the 
Chemical  Abuse  T^eatmmt  OutDOTne  Research  (C^^ 
network,  which  provides  outcome  data  for  private 
treatment  centers  (126);  and  the  Treatment  Outcome 
Prospective  Study  (TOPS)  at  the  Research  Triangle 
Institute  (134),  Information  was  not  always  avail- 
able regarding  specific  issues,  in  particular  interac- 
tions between  race  and  age. 

The  NDATUS  census  of  private  and  public  drug 
abuse  treatment  provides  a  cross-sectional  snapshot 
of  treatment  on  (October  30, 1987*  and  not  a  count  of 
clients  served  in  an  entire  year.  Among  other 
problems  with  NDATUS  is  its  low  response  rate:  a 
total  of  22.5  percent  of  the  surveyed  treatment  imits 
did  not  respond  to  the  NlDA-sponsored  survey. 
Thus,  OTA  multiplied  totals  by  1.29  to  reflect  an 
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estimate  of  the  numbers  served  by  nonresponding 
programs.  This  extraiK)lation  seems  to  be  a  closer 
representation  of  the  total  population  served  than  the 
number  calculated  by  including  only  the  77.5 
percent. 

A  second  correction  factor  can  be  estimated  in 
order  to  convert  the  point  prevalence  data  to  yearly 
totals  served.  Dividing  the  number  of  drug  abuse 
clients  served  in  12  months  by  the  number  in 
treatment  on  October  31,  1987,  one  finds  that  3.21 
people  were  served  in  the  12-mcmth  period  ending 
on  that  date.  The  ratio  of  annual  total  served  to  the 
total  served  in  the  point  prevalence  data  for  alcohol- 
irni  treatment  is  4.23.  Applying  these  ratios  to 
subtotals  based  on  age  and  setting  yields  the  only 
available  estimate  for  total  clients  served  by  drug 
and  alcohol  treatment  programs  in  a  12-month 
period. 

Using  these  adjusted  figures^  an  interesting  pic- 
ture emerges.  Api^^oximately  76,000  children  and 
adolescents  under  age  18  were  in  drug  and  alcohol 
treatment  programs  on  the  day  the  most  recent 
NDATUS  was  taken  in  1987  (308,309).  An  esti- 
mated 49,000  of  these  minors  were  in  drug  abuse 
treatment  (15  percent  of  the  total  population  of  all 
ages  in  dmg  abuse  treatment),  and  the  other  27,000 
were  being  treated  for  alcoholism  (6  percent  of  the 
alcohol  treatment  population  of  all  ages).  Over  the 
course  of  a  year,  it  is  estimated  that  nearly  272,0(X) 
adolescents  are  treated  for  substance  use — 157,000 
for  drugs  and  1 15,000  for  alcohoL  Adolescent  males 
made  up  55  percent  of  die  adolescent  drug  treatment 
population  and  67  percent  of  the  adolescent  alcohol 
treatment  populations. 

Substance  abuse  treatment  services  for  adoles- 
cents, provided  to  adolescents  after  assessment  and 
referral,  fall  broadly  into  five  sometimes  overlap- 
ping categories  (see  table  12/11)?^ 

•  self-help  groups, 

•  outpatient  treatment  (including  day  treatment), 

•  residential  treatment, 

•  inpatient  treatment  or  hospitalization,  and 

•  other. 

Treamient  is  usually,  but  not  always  (e.g.,  self-help), 
preceded  by  assessment  and  diagnosis. 

In  addition  to  there  being  overlap  within  these  five 
categories  of  substance  abuse  treatment  services, 
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there  may  be  some  overlap  between  prevention 
strategies  and  treatment.  TTius,  for  exan^le,  j»even- 
tion  and  treatment  strategies  may  both  use  similar 
techniques  such  as  asserrlveness,  coping,  and  life 
skills  training;  efforts  to  build  self-esteem  and 
refusal  skills;  and  group  therapy. 

Nonetheless,  prevention  and  treatment  efforts  axe 
targeted  toward  different  populations  and  also  may 
be  distingmshed  by  the  focus  of  prevention  on 
deterrence  of  use  and  the  focus  of  treatment  on 
recovery  from  abuse  and  its  consequences.  In 
contrast  to  prevention  programs,  substance  abuse 
treatment  programs  are  aimed  at  adolescents  for 
whom  psychoactive  substance  use  has  progressed 
past  the  stage  of  experimentation.  Substance  abuse 
treatment  {n-ograms  are  usually  geared  toward  oUer 
adolescents  and  include  a  variety  of  interventions 
designed  to  restore  an  individual  to  physical  and 
mental  health  (267), 

Adolescents  seldom  receive  substance  abuse  treat- 
ment in  age-specific  settings.  As  likely  as  not,  they 
can  be  found  mixed  into  programs  designed  for 
adults  or  programs  intended  for  children.  There  are 
few  drug  treatment  programs  specifically  for  adoles- 
cents, and  the  adolescent-^>ecific  drug  treatment 
programs  that  do  exist  tend  to  serve  a  diqmjportion- 
ate  share  of  the  adolescents  in  treatment.  Currently, 
only  18  percem  of  all  drug  treatment  programs  are 
adolescent-specific  but  nearly  half  of  the  adoles- 
cents in  drug  treatment  are  served  by  these  {m>grams 
(308,309).  Adolescents  in  treatment  for  alcohol  use 
problems  are  less  likely  to  receive  treatment  in 
special  adolescent  programs;  about  15  percent  of 
adolescents  being  treated  for  alcohol  use  problems 
are  treated  in  special  adolescent  programs.  Almost 
one-fourth  of  adolescent  alcohol  treatment  clients 
were  in  programs  in  which  less  than  10  percent  of  the 
client  population  were  adolescents  (211). 

Self -Help  Groups  for  Substance  Abusers 

Self-help  groups  for  substance  abusers  often  serve 
as  alternatives  or  adjuncts  to  professional  treatment, 
and  many  include  programs  not  only  for  substance 
abusers  but  for  family  members  as  well.  Self-help 
groups  are  widely  used  as  a  tresument  of  choice  by 
many  professionals  and  nonprofessionals  and  are 
frequently  incorporated  into  professional  substance 
abuse  treatment  programs  (267).  In  this  context, 
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Table  12-11— Ov^tow  of  Substance  Abuse  Treatment  Services  for  Adolescents 


Service 


Setting 


Tai^  p(^)ulatton 


^ratagfes 


Assessment/referral 


Treatment: 

Seff-hefp  groups 


Conm^t)r  agerrcies:  schools, 
madicat  settings,  youth  sarv* 
ices  fancies,  Juvenlto  justfod. 
mental  h^th  settings 

Community  settings 


Outpatient  treatment       Mental  health  fadlittes,  drug/ 

alcohol  treatment  centers 


Residential  treatment 


Inpatient  treatment 


Other 


Group  homes,  drug^aloohol  treat- 
ment centers 


Hosf^tals  (general,  psychiatric,  or 
specialized} 


Schools,  juvenile  justice  system 


Sutetanoe  users,  to  de^^rmine  level 
of  use/^buse  amJ  refer  for  treat* 
ment 


Substance  atx^er  »itetarM»  de- 
pend^ {espedafly  highly  motl- 
vatedy  suooesAjf  treatment  con> 
pleters) 

Sutistanoe  abi^ers,  siA»stanoe  de- 
pmOefi^  (espedalty  Nj^y  moti- 
vated, earty  abusers,  yfAXh  no 
prior  treatmmt  history) 

Substance  atji^«^  sub^anoede- 
penitent  (espedaDy  less  mo* 
tlvated,  prior  treamient  faikires, 
limited  suf^rt  system) 

Substance  depmdent  (e&pedally 
lefs  motivated,  prior  treatment 
failures,  poor  si^p^wt  system, 
medical  r^sk,  duaRy  diagnosed) 

Students;  adotesoents  arrested  for 
delinquency  offenses 


Interviews,  starKiardlzedt^ts 


Education,  group  support 


Counseling,  social  Mils  devet* 
opment  psychotherapy  group 
th^apy,  family  thwapy  self- 
h^ 

Miileu  therapy.  e(Aicatlon,  group 
tfierapy,  da)^i%9)ervteton,  ooun- 
sellng,famltythefapy,  self-help 

Medical  sen^s*  milieu  therapy, 
psychotherapy,  counseling, 
group  therapy,  family  therapy, 
ecbication,  daily  supervtelons, 
sett-he^ 

Sti^tont  assistance  programs,  di- 
version 


SOURCE*  Oflioa  ot  T«chnoiogy  Ass«wrn«n1.  1991 . 


self-help  groups  may  serve  as  group  therapy  and/or 
aftercare.^-' 

TTie  oldest,  largest,  and  best-known  self-help 
group  is  Alcoholics  Anonymous  (AA),  which  was 
forn^  to  help  recovering  alcoholics  maintain  their 
sobriety-  As  of  1986,  AA  included  approximately 
1.5  million  participants  (1).  About  3  percent,  or 
47,000,  were  under  the  age  of  20.  In  recent  years, 
participation  in  AA  by  adolescents  has  been  increas- 
ing, at  least  in  part  because  of  the  inclusion  of  AA 
groups  in  formal  treatment  programs.  Adolescents  in 
their  mid-to-late  l^ns  are  likely  to  attend  two  or 
three  meetings  per  wp.ek,  slightly  fewer  than  adults. 
Adolescent  alcoholics  are  far  more  likely  than  adult 
alcoholics  to  also  consider  themselves  addicted  to 
other  drugs  (80  percent  of  AA  members  in  their  late 
teens,  as  compared  with  30  percent  age  40  or  over). 

Narcotics  Anonymous — ^modeled  after  AA  as  a 
self-help  group  for  narcotics  abusers — indicates  that 
its  **fellowship**  of  participants  is  generally  younger 
than  that  of  AA,  with  most  between  the  ages  of  16 
and  40  and  approximately  10  percent  under  the  age 
of  20.  Informal  estimates  indicate  that  about  18,000 
adolescents  participate  in  Narcotics  Anonymous 
meetings  annually  (199). 


Although  there  are  numerous  formal  and  inforntal 
self-help  groups  in  the  substance  abuse  field,  most 
use  the  12-step  model  popularized  by  A  A  or  some 
variation  on  it.  This  model  regards  substance  de- 
pendence as  a  chronic  illness  from  which  recovery 
is  an  ongoing,  lifetime  process  maintained  solely  by 
total  abstinence.  The  program  involves  acceptance 
of  the  illness  and  otc*s  powerlessness  in  relation  to 
it;  acknowledgement  of  the  damage  done  by  sub- 
stance abuse;  and  commitments  to  niake  amends, 
continue  the  recovery  effort,  and  help  others.  A 
strong  spiritual,  but  nonsectarian,  component  is 
essential  in  the  12-step  program.  Whereas  12-step 
programs  for  adults  have  traditionally  been  volim- 
tary,  adolescents  are  often  required  to  attend  12-step 
groups. 

Peer  support  is  a  primary  aspect  of  the  self-help 
group  approach.  Most  AA  and  Narcotics  Anony- 
mous groups  include  a  **siX)nsor'*  system.  Each 
recovering  addict  is  paired  with  a  more  experienced 
parttner  (who,  in  the  case  of  an  adolescent,  can  be 
either  a  peer  or  an  adult)  available  for  crisis 
intervention  and  emotional  support.  The  meeting 
format  usually  involves  first-person  accotmts  of 
drug  and  alcohol  problems  and  recovery  from  them. 
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^liospitai  or  foncud  trcatmcat  program,  mcluding  such  things  as  pec^support  and  counseling*  crisis  services,  job  rcfcmil  or  drop-in  centers. 


Chapter  12— Alcohol.  Tobacco,  and  Drug  Abuse:  Prmntion  ami  Services  •  n-549 


These  inspiraUonal  testimonials  help  participants 
feel  less  alone  in  their  recovery  struggles. 

AA  and  Narcotics  Anonymous  have  traditionally 
been  resismnt  to  rigorous  research  studies,  primarily 
as  a  means  of  protecting  the  confidentialiiy  and 
anonymity  of  their  membership.  AA's  own  survey  of 
its  membership  indicated  that  67  percent  of  its 
members  report  having  been  sober  for  more  than  1 
year  (1).  Specific  information  regarding  adolescent 
members  is  not  available.  Problems  noted  with  the 
AA  model  include  high  attrition  rates,  apparently 
due  to  resistance  to  the  spiritual  component  of  AA 
(47).  Althou^  clinical  descriptions  of  the  use  of  the 
12-step  model  with  adolescents  are  available  (e.g., 
28),  it  is  notable  that  outcome  research  is  not 
available,  despite  the  almost  universal  inclusion  of 
these  groups  in  formal  adolescent  treatment  pro- 
grams. 

Outpatient  Sulistance  Atuss  Treatment 
Programs  for  Adolescents 

Outpatient  substance  abuse  treatment  programs 
are  oriented  around  counseling  rather  than  medical 
intervention.  If  a  person  needs  medically  managed 
detoxification,  that  is  handled  in  another  setting 
prior  to  the  person's  entry  in  the  outpatient  drug-free 
program.  Outpatient  substance  abuse  treatment  pro- 
grams seldom  use  medications  on  their  clients,** 
Some  outpatient  substance  abuse  treatment  pro- 
grams ore  integrated  into  comprehensive  youth 
service  centers,  family-planning  services,  or  nutri- 
tion counseling  (27). 

The  most  intensive  outpatient  treamient  programs 
are  day  treatment  programs,  in  which  the  participant 
arrives  early  in  the  day  and  returns  home  only  in  the 
evening.  Parental  involven^nt  is  considered  "man- 
datory" when  available,  in  order  to  provide  family 
support  for  continued  participation  by  the  adoles- 
cent. Day  treatment  programs  function  much  like 
inpatient  programs,  with  structured  activities,  onsite 
education,  and  a  variety  of  therapeutic  programs  for 
adolescents  and  their  families  (131). 

Outpatient  substance  abuse  treatment  programs 
often  serve  as  early  aftercare  services  for  inpatients 


(lo).  Although  some  of  these  programs  are  available 
to  low-income  adolescents,  they  are  frequently 
associated  with  private  for-profit  organizations,  and 
can  be  quite  costly — as  mudi  as  $2,000  to  $5,000  for 
ou^)atient  day  caie  (337).  Community  mental  health 
centers  also  offer  outpatient  treatment  as  an  alterna- 
tive for  low-income  clients.*'  Ctoe  estimate  sug- 
gested that  about  30  percent  of  such  programs  are 
associated  with  community  mental  health  centers 
(134). 

Residential  Substance  Abuse  Treatment 
Programs  for  Adolescents 

Residential  substance  abuse  treatmeni  programs 
for  Mlolescents  offer  24-hour  supervision  by  trains 
adults  and  recovering  peers,  providing  immediate 
confrontation  of  substance-abusing  or  odier  self- 
defeating  behavior.  Residential  iwograms  may  have 
locked  units,  employ  nursing  and  counseling  staff 
very  much  like  those  in  psychiafiic  hospitals,  and 
include  stnictured  daily  routines,  including  a  variety 
of  educational  and  therapeutic  groups.  They  fre- 
quently operate  on  the  28-day  modtl,  with  a  high 
level  of  stiTCturc  in  the  initial  stages  and  diminished 
strucmrc  as  the  client  earns  pivileges  through 
program  participation  and  responsibility. 

Residential  treatment  programs  remove  partici- 
pating adolescents  from  peer  or  family  environments 
that  may  have  encouraged  or  failed  to  prevent  then- 
substance  abuse.  Some  observers  argue  that  such 
removal  not  only  limits  the  adolescent^s  access  to 
drugs  but  also  offers  a  positive  environment  in 
which  the  adolescent  can  deal  with  his  or  her 
substance  abuse  (207).  Other  observers,  however, 
dispute  this  view,  suggesting  that  adolescents  in 
residential  treatment  arc  exposed  adversely  to  more 
peers  with  problems  (95).  Unfortunately,  research 
on  the  relative  effectiveness  of  residential  programs 
in  comparison  with  other  treatment  options  is  not 
available  to  settle  this  issue. 

Ideally,  the  half^'oy  house  model  of  residential 
treatment  offers  adolescent  participants  supervision 
coupled  with  participation  in  pubUc  school  and 
extracurticular  activities.  Located  in  neighborhoods 
where  residents  can  attend  regular  public  schools. 


"Less  ibm  8  peiccnt  of  adolewcni  cliems  in  outpaticni  substance  abase  ptoranis  arc  on  nrnnicnam:*  mcdicaticm.  a«J  less  than  3  percent  are  in 
detoxification  programs  (308.309). 

isr„m««„irv  m^nuU  health  Centers  are  public  or  piivatc  nonprofit  rnentnl  loalth  clinics  iniended  to  scfvc  the  local  rcshJous  ot  m 
c«n^l~«cSry1n^trpS^^ 
^  '^Dtracts,  and  Federal  alcotwl.  dntg  abuse,  aod  rocntel  lieallli  blo^k  grants. 
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halfway  houses  are  often  staffed  by  a  live-in  couple 
who  serve  as  "teaching  parents."  They  usually 
include  regularly  scheduled  group  meetings  focused 
on  intetperscmal  relations  and  individual  goals. 
Some  are  developed  specifically  as  substance-abuse 
treatment  settings,  and  others  are  simply  homes  for 
adolescents  with  any  of  a  variety  of  jsroblems— e.g., 
delinquency,  emotional  disturbance,  homelessness. 

In  the  therapeutic  community  model,  residents 
maintain  the  administrative  and  therapeutic  func- 
tioning of  the  facility.  Less  emphasis  is  placed  on 
^>ecific  forms  of  therapy  and  more  on  global 
changes  in  conduct,  feelings,  values,  and  attitudes 
(71).  In  therapeutic  community  settings,  household 
responsibilities  and  privileges  are  often  assigned 
based  on  seniority  and  success  in  the  program, 
thereby  providing  motivation  for  individuals  to 
continue  their  participation.  Although  this  model 
has  been  used  extensively  with  adult  substance 
abusers,  it  is  less  commonly  available  for  adoles- 
cents. Hierapeutic  communities  can  be  highly  con- 
fi^ontational  and  may  be  difficult  environments  for 
adolescents. 

In  wilderness-challenge  programs,  a  group  of 
adolescent  clients  and  counselors  live  together  in  a 
"primitive"  camp  environment  (274).  Personal 
challenges  include  mastering  unfamiliar  environ- 
mental conditions  and  learning  survival  skills. 
Wilderness  camps  often  operate  on  the  therapeutic 
community  model.  Although  information  regaiding 
the  effectiveness  of  these  models  for  treatment  of 
adolescent  substance  abuse  is  quite  limited,  Tobler. 
in  her  meta-analysis  of  143  adolescent  drug  preven- 
tion programs  found  alternative  programs  to  be 
highly  successful  among  disadvantaged  and  high 
risk  adolescents  (105,267.274). 

^  A  more  recent  type  of  residential  program  is  the 
^'biwt  camp' '  or  ' 'shock  incarceration*'  concept  for 
young  offenders  (adolescent  delinquents).  Accord- 
ing to  the  histiniie  of  Medicine,  boot  camps  vary  in 
nature:  *  'Some  are  entirely  militaristic  environments 
with  few  if  any  therapeutic  staff  or  procedures; 
others  incorporate  many  drug  treatment  elements 
that  the  more  successful  prison  treatment  efforts 
display  but  lack  still  other  requirements— 
particularly  continuity  of  care  when  the  individual 
returns  to  the  community"  (201).  There  have  been 


no  rigorous  evaluations  of  the  effectiveness  of  boot 
camps  for  drug-using  offenders. 


Inpatient  Substance  Abuse  Treatment 
Programs  for  Adolescents 

Hospital  inpatient  programs  offing  treatment  f(x 
substance  abuse  include  programs  in  independent 
facilities  specializing  in  addiction,  psychiatric  hos- 
pitals, and  general  hospitals  (85,201).  Only  a  few 
States  fund  inpatient  substance  abuse  {nograms 
(especially  for  alcohol  abuse)  specifically  for  ado- 
lescents (85).  More  than  one-half  of  all  adolescents 
treated  for  alcoholism  are  treated  in  settings  serving 
primarily  adults  (308,309). 

Adolescents  in  inpatient  treatment  settings  often 
do  not  have  ths  option  of  leaving.  In  32  States, 
adolescents  can  be  admitted  for  substance  abuse 
treatment  through  "voluntary"  commitment  by 
their  parents,  with  varying  degrees  of  legal  safe- 
guards against  inappropriate  hospitalization.*"  Most 
inpatient  facilities  include  locked-door  units. 

Hospitals  generally  include  medically  managed 
services,  such  as  detoxification,  as  a  part  of  treat- 
ment (131,203).  In  addition  to  medical  services, 
hospitals  generally  o  Ter  therapy  groups,  individual 
therapy,  and  on-site  »lucationaI  facilities.  These 
services  are  typically  provided  by  an  interdiscipli- 
nary staff.  Family  information  and  therapy  programs 
are  often  available. 

According  to  NDATUS,  rehabOitation  and  recov- 
ery accounted  for  the  largest  percentage  of  inpatient 
adolescent  care  for  alcoholism  (89  percent)  in  1989 
(308,309).  Five  percent  were  in  medical  detoxifica- 
tion, 2  percent  received  social  detoxification,  and  4 
percent  were  custodial  care.  An  adolescent 
receiving  inpatient  t^,;aiment  for  alcoholism  had  a 
70-percent  chance  of  being  placed  in  a  hospital, 
while  an  adolescent  requiring  inpatient  drug  abuse 
treatment  was  much  more  likely  to  be  placed  in  a 
residential  treatment  facility  (308,309).  The;  stand- 
ard length  of  stay  for  inpatient  facilities  has  been  28 
days  for  adults  and  slightly  longer  for  adolescents. 
Adolescents  are  often  assumed  to  need  an  even 
longer  separation  from  their  previous  environment 
(19337). 


»*F«,r  a  further  discuss.on  of  this  topic,  see  ch  17.  -ConscDt  ami  Conf.dcDtiaJiiy  in  Adolcscenl  HcaJth  Cair  Decisionmaking.-  in  Vol.  HI. 
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Issues  Reiated  to  Substance  Abuse  Treatment 
for  Adolescents 

MethodDlogicai  Issues  in  Evaluation 

Interpretation  of  research  in  tim  field  of  substance 
abuse  treatment  for  adolescents  has  been  han:^>ered 
by  a  number  of  factors.  Several  investigators  have 
reviewed  relevant  research  literature  between  1975 
and  1988,  resulting  in  the  following  conclusions: 

•  Evaluations  too  often  fail  to  distinguish  among 
age  groups  within  adolescence  or  specify  sub- 
stances for  which  treatment  is  sought. 

•  Reliable  measures  of  abuse*  depend'jnce  or 
treatment  success  are  not  often  us^. 

•  Outcome  research  is  limited,  with  poorly  de- 
fined variables. 

•  FoUowup  is  rare  and  too  brief. 

•  Research  is  often  poorly  designed,  with  insuffi- 
cient attention  to  controls  and  comparison 
groups  and  factors  associated  with  effective- 
ness. 

•  Definitions  of  terms  need  to  be  standardized 
(57,336)- 

Many  programs  report  success  rates  only  for  those 
who  complete  treatment.  Yet  the  attrition  rate  of 
clients  (often  as  high  as  50  percent,  and  sometimes 
as  much  as  90  percent)  in  a  particular  treatment 
pogram  is  in  itself  considered  to  be  a  valid  practical 
criterion  of  program  success  (126).  Methods  and 
statistical  procedures  for  dealing  with  clients  lost  to 
followup  also  vary,  creating  opportimities  for  signif- 
icant bias. 

Thus,  despite  the  conclusion  of  some  evaluators 
that  adolescents  who  participate  in  treatment  fare 
better  than  those  who  do  not,  these  groups  have  not 
been  systematically  compared  in  long-term  studies 
(134).  Further  research,  utilizing  clearer  measures, 
stronger  resea^^h  designs,  and  a  broader  variety  of 
adolescent  patients,  is  badly  needed.  There  is  a 
significant  gap  in  knowledge  of  treatment  effecHve- 
ness  in  relation  to  adolescents,  seriously  hampering 
the  development  of  appropriate  public  policy  (201). 

Some  of  the  characteristics  of  clients  and  pro- 
grams which  have  been  examined  with  varying 
degrees  of  scientific  rigor  are  presented  below  to 
illustrate  the  paucity  of  substantive  data  available  in 


this  area  as  well  as  to  suggest  directions  for  further 
research  development. 

Client  Characteristics  Related  to  the  Effectiveness 
of  Substance  Abuse  Treatment 

Agc^Laundei^an,  r^>orting  on  clients  under  age 
25  hi  a  private  inpatient  setting,  foimd  that  younger 
clients  were  less  likely  to  consider  themselves 
'^chemically  dependent**  and  more  likely  to  use 
drugs  and  alcohol  at  followup  (164).  This  finding 
may  be  important  when  coupled  with  another 
finding  fbsa  acceptance  of  chemical  dependency  is  a 
significant  predictor  of  adolescent  treatment  success 
(126). 

In  considering  only  residential  clients,  research 
has  been  contradictoiy  regarding  the  effect  of  age  on 
completion  of  a  treatment  program*  One  study  found 
that  adolescents  ovmge  15  were  more  likely  to 
complete  treatment  (94).  One  recent  study  found, 
however,  that  ''relatively  younger'*  clients  were 
more  likely  to  remain  in  treatment  (103). 

Ethnic  Factors — Using  race  as  an  independent 
variable,  some  studies  indicate  higher  rates  of 
completion  of  treatment  and  reducticm  of  drug  use 
for  white  adolescents  compared  with  nonwhit^ 
(238,248).  Whites  have  also  been  found  to  be  more 
likely  than  nonwhites  to  reduce  posttreatment  drug 
usage  (103).  Similarly,  Jewish  adolescents  are  more 
likely  than  others  tc  complete  a  day-treatment 
program  (94). 

Pretreatmenl  Behavior — ^Adolescents  who  initi- 
ate substance  abuse  early  tend  to  experience  more 
family  discord  and  other  problems,  including  resis- 
tance to  authority,^  and  are  less  likely  to  complete 
treatment  (94,126,238),  Adolescents  who  have  a 
history  of  educational  failure  or  use  multiple  drugs 
are  more  likely  to  drop  out  of  treatment  (126). 

Mental  Health  Problems— Although  adoles- 
cents who  are  depressed  are  more  likely  to  drop  out 
of  treatment,  those  with  relatively  severe  psychopa- 
thology  who  do  complete  treatment  seem  to  be  more 
successful  at  reducing  subsequent  drog  use  (102. 1 26). 
This  interesting  finding  may  reflect  positive  re- 
sponse to  adjunctive  treatment  such  as  individual  or 
group  therapy- 
Substance  Abuse  History — Specific  substances 
used  may  be  predictive  of  later  treatment  success. 


cattsc-and-effcct  relationship  has  oof  been  defenotuned. 
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One  fairly  consistent  finding  is  that  the  two  sub- 
stances most  commonly  used  by  adolescents,  alco- 
hol and  marijuana,  are  the  most  resistant  to  treatment 
(103  J3532),  Findings  are  less  definitive  regarding 
other  substances  (57). 

Program  Characteristics  Related  to  the 
Effectiveness  of  Sulidance  Abuse  Treatment 

Setting — Comparisons  of  inpatient  v.  outpatient 
treatment  offer  no  conclusive  evidence  that  either 
setting  is  clearly  more  effective  in  reducing  sub- 
stance  use.  In  the  two  largest  national  studies — the 
Drug  Abuse  Reporting  Program  (DARP)  and  the 
previously  mentioned  Treatment  Outcome  Pirospec- 
tive  Study  (TOPS) — comparisons  of  inpatient  v. 
outpatient  treatment  resulted  in  contradictory  re- 
sults. Residential  clients  fared  better  in  TOPS  ( 1 35). 
while  outpatients  fared  slightly  better  in  the  DARP 
smdy  (248).  These  studies  were  both  conducted  with 
adult  patients,  A  study  using  random  assignnient 
compared  inpatient  and  outpatient  services  for 
juveniles  characterized  as  delinquent  and  substance 
abusing  and  found  improvement  m  both  groups  but 
no  differences  between  groups  (6).  These  research- 
ers suggest  that  maturation^  and  not  treatment*  was 
responsible  for  change. 

Time  in  Treatment — According  to  some  studies, 
time  in  outpatient  treaunem  for  adolescents  is 
negatively  correlated  with  certain  outcome  meas- 
ures, such  as  posttreatment  productivity  and  fre- 
quent marijuana  use  (135,238).  Hubbard  looked  at 
clients  ages  17  and  under  and  found  that  residential 
treatment  was  nKwre  successful  for  longer  stays*  but 
adolescents  in  outpatient  treatment  were  more  sue 
cessful  if  their  course  of  treatment  was  shorter  ( 135). 
These  findings  were  not  true  of  18-  and  19-year-old 
adolescent  clients.  However,  another  smdy  suggests 
that  time  in  treatment  positively  correlates  with 
posttreatinent  reductions  in  drug  use  (103), 

Types  of  Services— Despite  the  emphasis  in  most 
programs  on  the  addiction  model,  the  services  most 
clearly  associated  with  positive  treatment  outcome 
are  those  often  considered  **adjunctive**  to  sub- 
stance abuse  treatment,  such  as  educational^  recrea- 
tional, and  family  therapy  services  and  social  skills 
and  assertiveness  training.  For  example*  a  nimiber  of 
researchers  suggest  that  recreational  programs  such 
as  challenge -adventure  courses  are  especially  im- 
portani  because  they  teach  adolescents  alternative 
discretionary  time  activities  a^i  well  as  enhance 
Q  ?elf-esteem  (102,103,126).  Friedman  and  Glickman 
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found  that  provision  of  educational  services,  man- 
dated in  residential  programs,  are  an  effective 
intervention  in  outpatient  treatment  as  well  (102), 

Family  involvement  is  also  consistently  found  to 
be  a  positive  inflticnce  upon  program  cooperation 
and  treatment  effectiveness — even  more  effective 
than  individual  therapy  (22^3,94,102^60).  One 
research  team  reports  success  in  changing  family 
relationships  by  intervening  with  only  one  family 
member  (270).  These  findings  may  be  particularly 
helpful,  given  that  mothers  were  much  more  likely 
to  be  involved  in  their  adolescents'  treatment  than 
fathers  (126), 

Program  Climate— While  counselors  appcBi  to 
be  poor  judges  of  their  own  success  according  to  one 
smdy,  their  ra^gs  of  how  explicitly  they  addressed 
clients'  personal  problems  and  feelings  correlated 
with  reduction  in  drug  use  (103).  Other  important 
correlates  identified  in  this  smdy  were  a  j^actical 
orientation  towards  preparation  for  release  from  the 
program,  measures  of  organization  and  order  within 
the  program,  and  adolescent  client  ratings  of  pro- 
gram flexibility- 
Voluntary  Participation — ^Mandated  treatment 
is  usually  followed  to  completion,  fwssibly  because 
of  legal  sanctions,  but  voluntary  treatment  is  more 
likely  to  be  considered  successful  (71^3).  An 
adolescent's  perception  of  choice  in  treatment  deci- 
sions is  an  effective  predictor  of  treatment  success. 

The  Economics  of  Substance  Abuse  Treatment 

Substance  abuse  treatment  for  adolescents  is 
generally  expensive,  though  the  range  is  substantial. 
Wright  estimates  the  cost  of  a  continuum  of  sub- 
stance abuse  care  ranging  from  a  primary  prevention 
alcohol  education  program  through  medically  inten- 
sive  rehabilitation  (337).  According  to  Sunshine  and 
Wright,  a  1 -month  stay  in  a  private  hospital  costs  at 
least  $4,(X)0  to  $5,{XX),  may  average  around  $10,000, 
and  can  be  as  high  as  $20,000  (267). 

Publicly  funded  services  are  uniformly  less  ex- 
pensive, with  public  hospitals  costing  between 
$1 ,000  and  $6,000  per  month  (267),  Day  treatment 
is  considerably  less  expensive  than  hospitalization — 
around  $3,000  per  month  for  a  private  for-profit 
program.  Conununity  mental  health  centers  often 
provide  outpatient  services  which  cost  clients  only 
a  few  dollars,  while  the  State  reimburses  the  colters 
approximately  $30  per  hour  of  client  services.  There 
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is  no  conclusive  relationship  between  the  cost  and 
effectiveness  of  services  (267). 

Costs  for  most  substance  use  treatment  services 
can  represent  a  considerable  burden  to  adolescents, 
their  families,  and  to  those  health  insurance  plans 
that  cover  such  treatment.  MoUcaid  coverage  for 
substance  abuse  treauront  sCTvices  is  limited,  and*^ 
less  than  20  percent  of  all  treatment  units  saving 
priniarily  adolescents  accept  Medicaid  coverage 
(308309).  Uninsured  adolescents  may  seek  treat- 
ment through  commimity  mental  health  centers  or 
jnvate  nonprofit  agencies,  which  often  operate  on  a 
sliding-scale  basis.  Unfortunately,  these  agencies 
often  report  long  waiting  lists  and  limited  staffing. 

State  expenditures  for  alcohol  and  drug  treatment 
for  persons  of  all  ages  exceeded  $1*6  billion  in  1988 
(55)-  This  represents  a  61  percent  increase  over 
1985.  States  provided  ftinds  to  6,926  treatment  units 
in  1988.  Wliile  ahnost  one-half  of  adolescent  alcohol 
clients  received  treatment  in  settings  receiving  some 
public  suj^KHt,  adolescent  drug  abuse  clients  are 
served  primarily  in  settings  receiving  no  public 
support  (308309). 

Utilization  of  Substance  Abuse  Treatment 
iiy  Adolescents 

According  to  data  from  NDATUS,  the  largest 
number  of  treatment  programs  are  offered  by  pri- 
vate, nonprofit  facilities  (65  percent  of  the  total), 
Utilization  rates  for  these  programs  average  80 
percent  Private,  for-profit  programs  accounted  for 
14.4  percent  of  all  programs  surveyed  by  NDATUS 
in  1987  and  served  11.9  percent  of  the  total 
population  in  treatment  (with  an  average  61-percent 
utilization  rate).  On  the  other  hand.  State  and  local 
governments  own  17.3  percent  of  all  treatment 
facilities,  yet  they  serve  24.6  percent  of  the  {Kjpula- 
tion  in  treatment*  maintaining  a  utilization  rate  of 
ahnost  90  percent  (308,309).  These  figures  include 
adult  facilities  and  adult  utilization.  Adolescent- 
specific  figures  are  not  available. 


While  not  conclusive,  these  numbers  at  least 
suggest  that  available  treatment  may  be  undemtil- 
ized  in  the  private  sector,  creating  a  potential  for 
overtre^g — e^cially  in  private,  for-j^ofit  set- 
tings. At  the  same  time,  some  observers  have 
suggest^  thai  adolescents  who  cannot  afford  pri- 
vate tre^ment  may  continue  to  be  unserved,  imder- 
served,  or  inajqjiopriaiely  served  (109,218). 

Assessment  and  Referral  ol  Adolescents  With 
Substance  Abuse  Problems 

The  identification  and  referral  of  an  adolescent 
with  a  substance  abuse  problem^  although  not 
technically  substance  abuse  treattMnt  per  se,  are 
usually  the  first  steps  in  the  trcatn^nt  process.  In 
most  cases,  the  initifd  identification  of  an  adolescent 
with  a  substance  abuse  problem  is  made  by  family 
and  friends  (126,134).  In  fact,  however,  other 
institutions  or  agencies — including  schools,  child 
welfare  agencies,  iuvenile  courts,  mental  health 
{^viders,  medical  settings,  and  conraiunity  organi- 
zations— naay  be  better  informed  and  able  to  identify 
adolescents  in  need.  The  role  of  these  other  institu- 
tions and  agencies  in  referring  adolescents  to  assess- 
ment or  treatment  is  crucial.  And  refwral  is  not 
always  a  simple  matter  (see  box  12-C).  For  this 
reason,  emphasis  has  been  placed  in  recent  years  on 
in^oving  communications  between  treatment  pro- 
viders and  these  institutions. 

The  preliminary  identification  of  an  adolescait 
with  a  substance  abuse  problem  is  normally  fol- 
lowed by  more  detailed  assessment  of  the  suspected 
substance  use  problem  and  the  adolescent's  need  for 
particular  services.  Assessments  can  range  from 
observation  and  interviews  through  the  use  of 
standardized  tests  to  complete  physical  and  psycho- 
logical workups.  A  few  assessment  scales  appropri- 
ate for  adolescents  have  been  developed,  but  the 
extent  of  their  use  is  not  known.*'^  Schools  and 
nonspecializcd  community  agencies  generally  do 
not  engage  in  elaborate  assessment  work  them- 
selves. They  either  rely  on  interviews  and  common 
testing  procedures  or  refer  an  adolescent  to  a  mental 


"Sec  ch  16.  -Financial  Access  to  Health  Services,* '  in  Vol.  lU  for  discussicm  of  public  (eg.  Medicaid)  and  privafe  chird-party  payment  for  substance 
abuse  treatment  services, 

890ne  scale,  ibc  Adolescent  Alcobol  Involvement  Scale.  OKasures  an  adolescent  s  alcohol  use  only  (179).  Another  scale 
Addiction  Severity  Index,  provides  infortnalion  regarding  the  seventy  of  an  adolescent's  substance  use  problem  as  weU  as  ^^^^^^^ 
informaUon  related  to  family,  emptoymcm,  medical,  and  personality  factors  (87).  Another  scale  is  a  iwo-part  mstnimcnt  developed  t>y  Witos  and 
iSj^o^See^^^^^ 

BKpci4nce  Scale)  (336).  Some  standard  tests  include  indicators  of  substance  abuse.  One  of  the  most  frequently  used 

Mtlmphasic  Personality  Inventory  (MMPI).  for  example,  includes  a  scale  for  substance  abuse  (the  MacAndrcws  scale),  which  has  been  found  to  be  a 
iralid  inden  fc^  adolescents  (229). 
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Box  12^— Problems  With  Access  to 
Substance  Abux  Treatment  Services 
in  a  Large  Metropolitan  Area 

One  ha^  natiopoStan  area  has  dX  \em  eight 
diflemu  hipatiart  and  ivsfaJential  substance  abuse 
treatn^  fi^^es  that  serve  actol^ccnfa  Seven  of 
tl^se  fiadUtiK  rpquiie  ^Ah  ii^iira!ice  jKiynmit 
TteeigjfaA  £aci%d(»sofib*an  cKxaski^ 
ship/'  but  tte  criteria  under  which  ftnamdal  aid  is 
availahle  are  imdear. 

1^  Ic>w4iH:ome  ^iolescaM  in  imd  substance 
abuse  treatrooit  who  do  have  teaMi  inwrmKe, 
the  only  otiber  substance  abiro  tzeatottnt  services 
availabte  in  the  area  are  ouip^tem  senrices  pn>- 
vided  through  community  mental  health  centers. 
The  nearest  {wbUdy  iuttfed  it^attaot  sid>stance 
abuse  tre^nms  SKjiity  is  a^ira^^ 
away^  tieats  only  females,  and  iqwrts  a  Umg 
waidoig  list.  Two  luinpn^  halfway  houses  are 
available*  but  diese  are  most  fieqwntly  used  as 
afkereare  or  tzai^mial  fiBcilsties  fc»r  adctoceants 
who  have  eis^Oy  been  hospitalized  Hiey  also 
repoftt  waitit^  lists.  Oie  of  the  jnivate  hc^tals  that 
clafans  a  speciality  in  ^descent  substance  alnise 
treatment  has  a  refoial  list  for  low-incon^  ycmth, 

bm  fewer  thffl  onesiust«r  of  the  facility  cm  the  list 
actually  serve  adolescents. 

SOURCE:  J,  Emslioff  and  R.  Mn]^^Mai!kon;'nnrtiitii^of 
Atelesccm  SnhstBDcc  Abuse:  A  Natloaal  Jtevkw 
and  Ottpiei.**  piper  pqmd  mider  coimBct  to 
Carnegie  Goipcmkn  of  New  YoA  aad  <^ 
Cooodl  OD  Adolescent  Devekpmeflt,  for  the  Offke 
of  Ibdmotogy  Amnouat,  U.$.  Qmgrcss.  ^f^sb- 
ingtoiwDC,  1950. 


health  or  substance  abuse  professional  for  assess- 
ment. Data  provided  by  these  interviews,  however^ 
have  certain  implicit  difficulties  in  that  some  investi- 
gators have  questioned  the  validity  of  such  self- 
reporting.  Researchers  caution  that  assessment  tests 
should  be  part  of  a  battery  of  evaluation  techniques 
that  include  inteUectual  and  personality  functioning, 
family  relationships,  and  other  areas  (336).  Compre- 
hensive psychological  assessment  is  especially  im- 
portant when  dual  diagnosis  (diagnosis  of  psychiat- 
ric disorder  in  addition  to  substance  abuse)  is  known 
or  suspected,  so  that  need  for  appropriate  psycho- 
therapeutic treatment  is  documented  (186).  NIDA 
recently  developed  a  comprehensive  assessment  and 


referral  manual  for  adolescents  available  for  use  and 
further  testing  <307a). 

Once  an  assessment  is  done,  the  adolescent  may 
be  referred  to  a  treatn^nt  program  or  service 
provider.  This  is  the  point  ai  which  ck^isions  are 
made  which  affect  pattOTis  of  utilization.  Some  of 
the  more  common  fcmnal  sources  of  assessment  and 
referral  are  examined  below,  followed  by  considera- 
tion of  the  need  for  standards  for  placement  to  guide 
treatment  decisions  (2). 

Schools — Schools  have  a  significant  stake  in  Ae 
early  identification  and  treatment  of  adolescent 
substance  abusers.  In  1984,  21  percent  of  school 
administrators  surveyed  nationally  indicated  that 
substance  abuse  problems  ranked  second  only  to 
discipliiie  as  a  major  problem  (196).  In  addition, 
schools  are  where  most  adolescents  spend  a  large 
part  of  their  waking  hours  and,  as  discussed  above, 
schwls  have  been  a  jaimary  site  for  drug  prevention 
education,90  Thus,  these  institutions  provide  con- 
venient oR>ortunities  to  observe  behavioral  changes 
which  may  be  associated  with  substance  use  pnob- 
lems.  Academic  performance  may  suffer  when  an 
adolescent  is  using  alcohol  or  drugs,  and  behavior 
also  may  begin  to  affect  others  if  classroom  disrup- 
tion ensues.  As  a  consequence,  teachers  and  peers 
may  be  the  first  to  recognize  an  emerging  problem. 

It  is  hardly  surprising,  then,  that  attempts  have 
been  made  to  develop  school-based  programs  for 
identifying  adolescent  substance  users  and  referring 
them  to  treatment.  An  example  of  a  school-based 
program  is  substance  abuse  counseling — generally 
known  as  a  Student  Assistance  Program.  Student 
Assistance  Programs  are  modeled  on  employee 
assistance  programs  (188,192).  They  provide  on- 
site,  immediate  intervention — ^identifying  students 
with  problems,  helping  them  to  acknowledge  their 
difficulties,  and  making  referrals  to  other  services  in 
the  community.  In  some  cases,  they  use  peer  or 
guidance  coimselors  already  involved  with  other 
school  programs.  Student  Assistance  Programs  often 
use  prevention  techniques  and  may  reach  out  to 
students  who  are  neither  high  risk  nor  active  users. 
In  many  communities.  Student  Assistance  Programs 
are  among  the  only  substance  abuse  intervention 
services  available  to  low-income  adolescents* 


*^or  discussions  of  school  cnviiDiinjcnfs  and  tbcir  impact  on  hcalrh  and  of  adolescents*  use  of  discretionary  time,  sec  ch.  4.  "Schools  and 
Disrfctionary  Time.**  in  this  volume. 
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Despite  efforts  like  Student  Assistance  Programs, 
schOQl  systems  are  often  reluctant  to  becoiiK;  in- 
volved in  substance  abuse  issues  which  may  be  seen 
as  health  problems  and  not  strictly  educational 
concerns*  In  addition,  policies  reqiiiring  suspension 
for  substance  use  may  interfere  with  a  school's 
ability  to  provide  services  onsite.  Thus,  one  re- 
search^  argues  that  school  personnel  must  make 
more  effective  use  of  community  treitfment  re* 
sources,  rather  than  attempting  to  provide  long- 
range  counseling  themselves  (341).  Some  States 
require  schools  to  document  efforts  at  coordination 
and  to  specify  agency  responsibilities  before  fund- 
ing school-based  substance  abuse  intervention  pro* 
grams.  Confidentiality,  coordination  of  services  for 
multijffoblem  students,  lack  of  parental  involve- 
irant,  and  the  advisability  of  increasing  treatment 
services  may  be  problems  when  schools  become 
involved  in  identific^on  and  referral  (275,341). 
The  scarce  literature  on  Student  Assistance  Pro- 
grams (113)  has  not  addressed  these  issues,  but  there 
have  been  reports  of  positive  reception  to  Student 
Assistance  Programs  by  students  (188), 

Juvenile  Justice  Agencies— The  incidence  of 
substance  abuse  problems  among  adolescents 
served  by  the  juvenile  justice  system  is  dispropor- 
tionately high  (127).^^  Thus,  the  juvenile  court  can 
be  an  important  link  in  connecting  adolescents  with 
substance  abuse  problems  to  needed  n*eatment. 
Generally,  services  provided  in  court  settings  focus 
on  assessn^nt  and  referral  for  substance  abuse 
treatment.  However,  in  some  instances  the  court  may 
retain  jurisdiction  over  a  juvenile  and  actually 
approve  a  treatment  plan  in  coordination  with 
substance  abuse  or  mental  health  agencies.  This  can 
occur  under  a  diversion  plan  before  adjudication  is 
completed  or  afterwards,  with  treatment  imposed  as 
a  condition  of  probation  (sometimes  with  provision 
for  expunging  a  record  upon  successful  completion 
of  treatment). 

In  diversion,  the  juvenile  justice  system  (i.e.,  the 
court  or  a  lower  officer  of  the  court)  may  redirect  an 
adolescent  to  a  substance  abuse  treatment  program 
as  an  alternative  to  the  adjudication  process — 
reducing  the  caseload  of  the  court  system  while 
providing  rehabilitative  services  to  adolescents  (10). 


By  retaining  jurisdiction  pending  completion  of  a 
substance  abuse  program,  a  juvenile  court  may 
provide  the  added  leverage  of  potential  sanctions  for 
noncompliance*  thereby  increasing  coopmtion  with 
treatment  (148).  Although  some  authors  have  ques- 
tioned the  a^woiniateness  of  court-ordered  treat- 
ment for  substance  abuse  problems  (2S8),  others 
have  shown  that  even  mandated  treatmoit  can  be 
effective  when  son^  measure  of  decisionmaking  is 
available  to  the  adolescent  within  the  treatment 
program  (104). 

Trratn^nt  Alternatives  to  Street  Crime  is  a 
Fedo-al  {M-ogram  that  was  developed  for  use  in  the 
adult  corrections  system  in  the  1960s  but  now  funds 
programs  for  juvenile  offenders  as  well  (148)-  One 
comprehensive  evaluation  and  refmal  program 
funded  by  Treatment  Alternatives  to  Street  (Zrimc 
screens  all  juveniles  involved  in  conq>laints  for 
substance  abuse  (14i;>  If  initial  screening  reveals  a 
substance  use  hist<»y,  a  more  comprehensive  assws- 
ment  is  done.  Subsequent  referral  for  treatment  is 
then  incoiporated  into  conditions  of  jwobation. 

The  High-Intensity  Treatment  and  Supervision 
program  reported  by  Swann  provides  mandatory 
counseling  not  only  for  substance  abusing  delin- 
quents but  also  for  their  parents  (269).  This  program 
seeks  to  '*enq>ower''  parents  whose  dhildrM  are  out 
of  control  by  teaching  parenting  skills.  Swann 
suggests  that  this  program  serves  younger  siblings  in 
these  families  as  much  as  the  delinquents  themselves 
(269), 

Primary  Health  Care  Services-^Some  observ- 
ers have  suggested  that  primary  care  physicians 
should  evaluate  adolescents  for  a  variety  of  **risky 
behaviors,''  mcluding  substance  abuse,  at  routine 
examinations  (51,93).  Although  most  physicians  are 
willing  to  provide  counseling  and  referral  for 
adolescents  with  substance  abuse  problems,  they  are 
often  quite  poor  in  identifying  drug  users  among 
other  medical  patients  (255).^^ 

NIDA^s  DAWN  system,  discussed  earlier,  docu- 
mented 13,975  adolescents  in  1988  who  were 
admitted  to  selected  emergency  rooms  nationwide 
for  conditions  involving  the  use  of  drugs.  Most  of 
these  encounters  (6L8  percent)  were  relate  to 


^^Tbc  drug  abuse  am!  oihcr  health  problems  of  adolescents  iq  {ht  juvenile  justice  system,  as  well  as  problems  with  the  health  services  available  to 
such  adolescents,  are  discussed  in  ch.  13,  *'Dciinqueiicy:  PtcventioQ  and  Services,**  in  this  volume. 

^or  a  fuller  discussion  of  primary  l^Iih  care  for  adolescents,  includii^,  studies  of  physicians*  ability  to  detect  substance  abuse  problems  in 
adolescents,  sec  ch,  15,  ''Major  Issues  rertaining  to  the  Delivery  of  Prunary  and  Con^>rdiensive  Health  Services  to  Adolescents/*  in  Vol  Ul, 
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suicide  attempts  (302).  While  the  use  of  a  drug  in  a 
suicide  attempt  does  not  necessarily  dem<mstrate  the 
existence  of  a  continuing  substance  abuse  problm. 
the  DAWN  data  do  indicate  that  medical  personnel 
come  into  contact  with  adolescents  at  crucial  mo- 
ments and  that  these  opportimities  for  substance 
abuse  treatment  interventions  are  not  being  fully 
utilized.  One  review  of  an  emergency  departmoit  of 
a  university  hospital  that  was  e^>ecially  desipiated 
as  an  altem^ve  to  incarceration  for  public  dranken- 
ness  suggests  that  intensive  and  longer  temi  inter- 
vention at  the  eirorgency-nwm  level  may  be  effec- 
tive in  reducing  episodes  of  intoxication  (264).  In 
this  program,  intoxicated  adolescents  were  evalu- 
ated and  observed  closely  for  an  extended  period, 
interviewed  extensively  t  and  scheduled  fm  foUowup 
^jpointments.  At  13  months,  only  13  percent  of 
these  high-risk  patients  had  come  t^k  to  the 
emergency  department  becau^  they  were  intoxi- 
cated. Tlje  lack  of  a  control  group  makes  definitive 
conclusions  about  the  effectiveness  of  this  interven- 
tion difficult.  However^  since  emergency  room 
personnel  rarely  provide  such  interventions,  ^>wial- 
ized  training  in  the  provision  of  extensive  counsel- 
ing and  foUowup  seems  warranted,  and  furtho* 
systematic  study  of  such  interventions  would  be 
worthwhile. 

Mental  Health  System — Considerable  differ- 
ences exist  between  professionals  in  the  substance 
abuse  and  mental  health  areas,  mostly  centering 
upon  appropriate  identification  of  treatment  needs 
and  services.  These  differences  have  sometimes 
worked  to  the  disadvantage  of  the  adolescent  seek- 
ing services.  So^  too,  has  the  tendency  in  some  areas 
to  maintain  separate  substance  abuse  and  mental 
health  programs,  even  though  certain  clients  may 
have  dual  diagnoses  and  therefore  be  denied  needed 
treatment  for  one  condition  while  enrolled  in  a 
program  for  the  other. 

Given  the  documented  incidence  of  mental  health 
problems  in  substance  abusing  adolescents,  involve- 
ment by  mental  health  providers  is  appropriate  and 
necessary  (102,126).  However,  these  iwofessionals 
need  a  basic  knowledge  of  the  substance  abuse 
process  and  treatment  to  be  most  effective.  In  fact, 
a  common  complaint  by  substance  abusers  is  that 
those  in  the  mental  health  professions  fail  to 
recognize  the  severity  of  their  problems  (52).  There 
is  a  divergence  in  perspective  between  traditional 
mental  health  professionals  and  those  specializing  in 
substance  abuse  treatment  based  on  their  respective 
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{Mosophical  frameworks.  Mental  health  treatment 
freqt^ntly  emphasizes  developn^t  of  self-irontrol 
and  searches  for  ''imderlying  issues,'*  while  sub- 
stance abuse  treatmeait  stre^es  loss  of  ccmtrol  over 
a  substance  and  identifies  the  immediate  s3anptom 
(the  substance  abuse)  as  the  primary  probl^  for 
treamient.  In  addition,  traditional  dienq>ists  may 
have  difficulty  with  the  spiritual  focus  of  12-step 
programs  (52).  While  soic^  mental  health  therapists 
are  increasing  acceptance  and  involvement  with 
practitioners  of  the  addiction  model  of  substance 
alnise,  others  continue  to  develop  psychologically 
oriented  treatn^ts  specially  focusing  upon  cognitive- 
behavioral  and  family  ^proaches  (52),  ' 

Standards  for  Placement  of  Adolescents  With 
Sut)stance  Aliuse  Prolilems 

The  need  for  criteria  to  guide  placement  decisions 
for  adolescents  with  substance  abu^  problems  has 
arisen  from  the  dilemma  of  recomn^nding  the 
most  appropriate  tne'^iment  option  from  a  prolif^^t- 
ing  anray  of  choices*'  (131)  and  recent  concerns 
about  the  potential  overuse  of  both  inuatient  and 
outp^ent  treatment.  In  response*  the  substance 
abuse  treatment  community  has  developed  its  own 
placement  standards,  because  the  broad  guidelines 
of  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  and  the  Commission  on 
Accreditation  of  Rehabilitation  Facilities  do  not 
offer  sufficient  assistance  in  admission  decisions 
(64).  The  '^Cleveland  Criteria*'  were  developed  in 
1986  by  the  Chemical  Abuse  Treatment  Outcome 
Research  (CATOR)  netwoiic  in  collaboration  with 
several  treatment  c^nt^s  and  advisers.  These  criteria 
offer  standards  for  placement  and  treatment  in  six 
levels  of  substance  abuse  services  and  cover  six 
levels  of  care,  including  separate  guidelines  for 
adolescent  clients.  Other  work  is  being  done  by  the 
National  Association  of  Addiction  Treatment  Per- 
sonnel (203)*  The  Provisional  Committee  on  Sub- 
stance Abuse  of  the  American  Academy  on  Pediat- 
rics has  also  developed  guidelines  for  the  selection 
of  substance  abuse  treatment  ptygrams  (2). 

The  emergent  criteria  stress  placement  in  the  least 
restrictive  environmrat  and  seek  to  take  adolescent 
maturation  levels,  cognitive  functioning,  and  devel- 
opmental factors  into  account  in  placement  d^- 
sions.  The  National  Association  of  Addiction  Treat- 
ment Personners  draft  docun^nt  suggests  that 
placements  should  be  based  on  clinical  functioning 
rather  than  issues  of  sponsor^p  or  payment. 
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Plreliminary  standards  suggested  by  both  the  Na- 
tional Association  of  Addiction  Treatment  Person- 
nel and  the  Qeveland  group  require  a  DSM-IH-R 
diagnosis  of  a  substance  use  or  dependence  disorder 
for  a  client  to  be  considCTcd  for  treatment  (4). 
Placement  decisions  are  also  affected  by  medical, 
psychiatric,  and  **enviroiraiental"  complications. 

Interestingly,  these  criteria  fail  to  address  the 
^ues  raised  by  many  experts  in  the  field  of 
substance  abuse  assessment*  No  mention  is  made  of 
standardized  instrum^ts  (beyond  the  criteria  th^- 
sel  ves)  or  of  incorporation  of  assessment  procedures 
into  treatment  planning.  Furthermore,  adherence  to 
these  criteria  is,  at  this  point,  entirely  voluntary  and 
is  not  monitored  at  all. 

Staffing  of  Substance  Abuse  Services 

The  credentialing  of  substance  abuse  ireatn^t 
professionals  is  an  enduring  problem.  Some  level  of 
standardization  was  recommended  a  decade  ago,  in 
a  1980  General  Accounting  Office  report  that  called 
for  a  national  system  for  aco^tation  of  substance 
abuse  counselors  (279).  TTiat  report  noted  that 
*  'counselor  competency  is  vital  to  proper  treatment' ' 
(279).  Despite  such  recommendations,  however,  no 
nationally  standardized  system  of  accreditation  has 
yet  been  developed. 

TTie  substance  abuse  treatment  community  has 
responded  to  this  void  by  developing  certification 
criteria  of  its  own  in  several  different  fields.  For 
example,  the  American  Society  of  Addiction  Medi- 
cine  (ASAM)  offers  a  certification  examination  to 
boaid-certified  physicians  with  at  least  one  year's 
full-time  involvement  in  the  field  of  alcoholism  and 
other  drug  dependencies  (3a).^^  TTie  National  Asso- 
ciation of  Alcoholism  and  Drug  Abuse  Counselors 
has  developed  certification  criteria  for  NMional 
Certified  Addiction  Counselors  (204),^  All  Slates 
now  provide  (and  most  require)  some  form  of 
certification  for  substance  abuse  treatment  profes- 
sionals— usually  identified  as  '*certified  alcohol 
counselor/'  * 'certified  drag  counselor/*  or  a  com- 


bined **certified  addictions  counselor*' — and,  as  of 
1989,  36  States  extended  recq>rocity  for  certifica- 
tion. But,  as  discussed  elsewhere  in  tiiis  Report,  the 
mmdber  of  health  care  jm^viders  trained  specially  to 
provide  hralih  care  to  adolescents  is  very  small.^^ 

Staffing  jmttcms  also  affect  the  quality  of  care  in 
adolescent  substance  abuse  treatment  im)grams  and 
substance  abuse  treatment  programs  in  genial 
(201).  Funding  limitations  may  restrict  staffing, 
especially  in  public  settings.  Administrative  person- 
nel report  that  in  many  cases,  due  to  funding 
limitations,  one  staff  member  may  provide  several 
different  services.  Within  drug  treatment  outpatient 
programs  in  which  at  least  75  percent  of  the  clients 
are  adolescents,  tt^re  are  approximately  20  clients 
per  counselor.  Each  client  has  an  average  of  only  1 .7 
scheduled  aj^inttwnts  per  week,  including  indi- 
vidual and  group  meetings  (308,309). 

In  residential  settings,  psychiatrists  or  addiction 
specialists  may  provide  individual  therapy  and 
paraprofessional  staff  provide  milieu  therapy  and 
supervision  of  client  activities.  Inpatient  programs 
are  usually  managed  by  i^ysicians  with  training  in 
psychiatry  or  addictions.  Nonetheless,  {rfiysicians 
may  have  limited  contact  with  their  clients,  often 
meeting  with  them  only  fw  Inief  sessions  and 
making  decisions  based  on  record  reviews.  Most 
hospitals  use  a  team  q^proach  in  which  a  variety  of 
professionals  share  responsibility  for  patient  care. 

A  complicating  issue  in  evaluating  staff  require- 
ments is  the  norm  of  hiring  former  substance  abusers 
as  counselors,  especially  in  residential  programs.  In 
one  study,  ^ut  40  percent  of  counselors  in 
residential  programs  and  nearly  half  in  outpatient 
programs  were  described  as  recovering  personnel 
(134).  An  assessment  involving  adolescent  treat- 
ment found  no  differences  in  selected  client  out- 
comes between  programs  using  staff  who  were 
former  substance  abusers  and  staff  professionals 
with  no  personal  substance  abuse  history. 


ERIC 


"ASAM  is  mx  iteelf  a  member  of  the  American  Board  of  Medical  Specialties,  and  thus  the  ASAM  cwtifkalion  process  is  not  a  board  certification 

(38). 

»«lnonJef  to  be  certified  as  aNational  Ccitifled  Addiction  Counselor,  applicants  must  possess  curreat  StaicccrtifKaiiooor  Ifa^jawas  analro^ 
and/or  drag  abuse  (AODA)  counselor,  have  3  years'  full-tinic  or  6.000  homs  of  supervised  experience  as  an  AODA  counselor.  270  cw«(k  houra  of 
education  and  training  in  AODA  or  related  counseling  subjects,  and  pass  a  wiinen  examinatioB  administertd  by  the  National  ^sociation  o'A^"^ 
and  Dnig  AbuseCounsclois  Certification  CommissiMi  (204).  TUc  National  Association  of  Alcoholism  and  Drag  Abase  Coansctors  Cotifl^ 
Commiwion  defines  addiction  as  -the  condition  or  state  wherein  an  individual  is  physiologically  and/or  psyehologicallydependenl  npoa  olcoiiol  aiKVor 
other  dregs"  (204) 

«Sec  ch.  15.  "Major  Issues  in  the  Delivery  of  Primary  and  Comprehensive  Healfli  Services  to  Adolescents,"  in  Vol.  HI. 
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The  recent  Institute  of  Medicine  report  on  drug 
treatment  did  not  deal  in  depth  with  the  issue  of 
staffing — and  did  not  deal  with  staffing  for  facilities 
and  programs  treating  adolescents  at  all —  but,  with 
respect  to  publicly  funded  treatment  programs,  it 
concluded  in  general  that  "the  competence,  quality, 
and  continuity  of  care  givers  may  well  be  a  critical 
element  in  explaining. .  .differential  effectiveness** 
(201).  Overall,  the  Institute  of  M«iicine  report 
iwommencted  considerable  upgrading  of  public 
faciHlies.  With  respect  to  jnivate  facilities*  the 
Institute  of  Medicine  suggested  •*the  development 
of  soundly  derived  standaids  for  admission,  care, 
and  program  performance'*  (201). 

Conctuslons  About  Substance  Abuse  Treatment 
Senfices  for  Adolescents 

Qearly,  there  is  no  one  system  for  the  treatment 
of  psychoactive  substance  use  problems  among  U.S. 
adolescents.  Costs  of  services  vaiy  tremendously  by 
type  of  provider  and  setting.  Adolescents  ftom 
affluent  homes  or  those  with  insurance  coverage  are 
likely  to  be  seen  in  private  settings  that  tend  to  offer 
more  intensive  services.^  Low-income  adolescents 
are  typically  restricted  to  what  local  public  services 
may  be  available.  Public  services  may  vary  tremen- 
dously from  State  to  State,  depending  on  the  funds 
available  for  inpatient  and  outpatient  services,  poli- 
cies regarding  the  mand^g  of  substance  abuse 
coverage  in  private  health  insurance  plans,  and  the 
use  of  Medicaid  funds  to  support  substance  abuse 
treatment. 

The  lack  of  standards  and  uniform  definitions 
plague  the  field.  Whether  one  considers  quality  of 
care  standards,  professional  qualification  standards, 
or  key  conceptual  terms  like  **abu$e,**  **need,**  or 
**success/*  confusion  is  more  common  than  concur- 
rence. Program  accountability  is  affected  when 
** success**  is  defined  in  terms  of  completion  of 
treatment  rather  than  in  terms  of  short-term  or  longer 
term  behavioral  outcomes. 

**Client-treatment  matching**  is  described  in  the 
literature  as  an  important  reason  for  advancing 
research.  However,  it  is  questionable  that  more  than 
one  basic  treatment  exists  with  which  individual 
client  needs  can  be  matched,  because  most  treatment 
is  based  on  the  addiction  model.  Treatment  for 
substance  abuse  seems  quite  uniform,  with  rather 


rigidly  scheduled  activities  and  little  individualiza- 
tion. Furthermore,  services  are  not  cunenlly  differ- 
entiated as  a  function  of  the  presenting  problem,  or 
the  characteristics  of  die  adolescent,  the  family,  and 
the  larger  environmenL  Even  wl^  comprehensive 
assessn^nts  are  tindertaken,  it  is  unclear  how  these 
data  are  used  in  program  develo|mient 

Insufficient  attention  has  been  paid  to  whether 
adolescents  ^ould  be  considered  a  special  treatmoit 
population  in  need  of  adolescent-specific  treatment 
services,  rather  than  continue  incorporating  adoles- 
cents into  substance  abuse  treatimnt  {^grams 
pnimarily  intend^  for  adults. 

Similarly,  insufficient  attention  has  b^n  paid  to 
the  special  needs  of  minorities  in  both  the  delivery 
of  services  and  the  design  of  research  efforts.  Tbo 
often,  data  are  not  collected  or  analyzed  on  an 
ethnic-sensitive  basis,  so  that  little  is  known  about 
what  types  of  substance  abuse  treatment  woik  best 
for  which  adolescent  sul^pulations. 

Little  attention  has  been  paid  to  the  differences 
among  adolescents  at  different  ages  and  stages  of 
development.  Adolescent  programs,  where  they 
exist,  tend  to  treat  adolescents  without  much  distinc- 
tion between  early,  middle,  or  late  ^olcscence.  And 
adolescents  with  combined  substance  abuse  and 
other  problems  aich  as  mental  retardation,  mental 
illness,  and  delinquency  may  find  themselves  ex- 
cluded from  single-focus  treatn^nt  prograiwi  be- 
cause of  their  multiple  diagnoses.  Further  explora- 
tion of  the  develofmf^ntal  stages  of  adolescence,  the 
maturational  process,  and  the  imique  needs  of 
adolescents  with  dual-diagnoses  is  necessary  so  that 
treatment  programs  can  be  structured  in  ways  that 
are  responsive  to  the  ther^utic  needs  of  adoles- 
cents. 

The  need  for  increased  funding  for  adolescent- 
spwific  substance  abuse  treatment  services  is  ac- 
companied by  a  comparable  need  in  treatment  and 
services  system  research.  In  too  many  treatment 
areas,  research  has  yet  to  determine  what  works 
effectively  and  what  does  not.  Research  models 
which  are  specific  to  the  characteristics  of  adoles- 
cents, different  cultures,  and  substances  need  to  be 
developed  and  rigorously  tested  with  a  variety  of 
settings,  providers,  and  clients  if  this  deficit  is  to  be 
addressed.  Support  by  Federal  agencies — particu- 
larly NIDA — ^for  futtif    research  on  adolescent 


^limitations  on  bcaltb  insuraocc  cover^e  for  substance  abuse  tfcatrocnt  arc  discussed  in  ch.  16,  *  'Financial  Access  to  Health  Sciviccs/*  in  Vol.  Ul. 
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substance  abuse  treatment,  however,  should  lequire 
a  strong  commitment  to  methodological  integrity 
and  scientific  evaluation. 

Major  Federal  Policies  and  Programs 
Related  to  the  Use  and  Abuse  of 
Psychoactive  Substances  by  Adolescents 

Overview 

The  Federal  role  in  the  prevention  and  treatment 
of  psychoactive  substance  abuse  changed  through- 
out the  1980s.  Prior  to  1980,  the  Federal  Govern* 
ment  had  taken  some  direct  role  in  funding  preven- 
tion and  treatment  activities.  In  1981,  with  the 
introduction  of  the  Alcohol,  Drag  Abuse,  and 
Mental  Health  (ADM)  Block  Grant  Program  of  the 
Public  Health  Service  Act,  the  hilk  of  Federal  funds 
for  prevention  and  treatment  weie  given  directly  to 
the  States  in  the  form  of  block  grants,  and  States 
were  given  primaiy  responsibility  for  establishing 
prognim  requirements  and  monitoring  jn-ogram  ac- 
tivities (Public  Law  97-35).^^  At  the  same  time,  the 
National  Institute  on  Drug  Abuse  (NIDA)  and  the 
National  Institute  on  Alcoholism  and  Alcohol  Abuse 
(NIAAA)  in  DHHS  continued  to  take  the  lead  role 
in  intramural  and  extramural  research  on  alcohol 
and  illicit  drug  abuse. 

In  1986,  in  response  to  increased  public  and 
governmental  concern  about  the  spread  of  illicit 
drugs  and  drag-related  crime,  Congress  and  the 
executive  branch  joined  together  in  strengthening 
the  Federal  role  related  to  drag  abuse,  by  passing  the 
Anti-Drag  Abuse  Act  of  1986  (Public  Law  99-570). 
This  law  had  provisions  affecting  the  actions  of 
numerous  executive  branch  agencies,  including  the 
White  House,  the  U.S.  Department  of  Justice,  the 
Federal  Communications  Commission,  the  U.S. 


I^partment  of  Defoise,  the  U.S.  Department  of 
Education,  the  U.S.  Department  of  Health  and 
Human  Services,  the  National  Park  Service  in  the 
U.S.  Department  of  the  Interior,  and  otl^rs.  In  1988, 
Congress  passed,  and  the  President  signed,  another 
Anti-Drag  Abuse  Act  (Public  Law  100^),  further 
strengthening  the  Federal  role  in  antidrag  activities, 
and  creating  an  ex^utive  branch  office  to  coordinate 
national  drag  control  policy.  This  executive  branch 
office  became  known  as  the  Office  of  National  Drag 
Control  Policy  (ONDCP)- 

In  both  Anti-Drag  Abuse  Acts,  substantial  funds 
were  authorized  to  be  newly  allocated  to  m  reallo- 
cated within  executive  branch  agencies  for  puxpos^ 
of:  strengthening  Federal  efforts  to  encourage  for- 
eign cooperation  in  o^adicating  illicit  drag  crops  and 
in  halting  international  drag  traffic;  improving 
enforcement  of  Federal  drag  laws  and  enhancing 
interdiction  of  illicit  drag  shipments;  providing 
strong  Federal  leadership  in  establidiing  effective 
drag  abuse  prevention  and  education  programs; 
expanding  F^eral  suppOTt  for  drag  abuse  treatment 
and  rehabilitation  efforts;  and  for  ^ 'other  purposes*' 
as  delineated  in  the  acts  (Public  Law  99-570,  Public 
Law  100-690).  ONDCP  estimated  the  budget  au- 
thority  of  the  drag  control  agencies  to  have  been 
$9,378  billion  in  fiscal  year  1990  (327,327a). 
Forty-eight  executive  branch  agencies,  in  18  cabinet 
departments  or  independent  agencies,  were  counted 
by  ONCDP  as  being  *  'national  drag  control  program 
agencies'*  in  Febraary  1991  (327).^ 

With  respect  to  adolescents,  several  featxires  of 
the  Anti-Drag  Abuse  Acts  of  1986  and  1988  and 
subsequent  executive  branch  activities  are  worth 
noting.  As  discussed  above,  alcohol  and  tobacco  are 
the  substances  most  likely  to  be  used  and  abused  by 
adolescents.^  In  contrast,  both  the  1986  and  1988 


^For  ftirthcr  discussion  of  the  Akohol  Drug  Abmc,  aad  Mcuial  Hcallh  Block  Grant  Prugram,  soc  ck  i  1  /  VMcmal  Hcahh  Problems;  Ptrvemion  and 
Sctvhccs^'*  in  tfiis  volume, 

^Acconiu^g  to  ONDCP.  12  cabinet  departments  have  agei^tes  that  are  mitional  drug  cmitrot  program  agetici^:  U.S.  Departmecl  of  Justice.  U  S. 
Department  of  the  Treasury,  U.S.  Dc(>anmm  of  Transportation,  the  U.S.  Depanment  of  Agricutture.  the  U.S.  Dcpatroenl  of  the  Interior,  (be  U^S. 
Department  of  Health  and  Human  Services,  the  U.S.  Department  of  Educatim,  tlie  U.S.  Department  of  Stale,  the  U.S.  Department  of  Defense,  die  U.S* 
Department  of  Housing  and  Urban  Develc^nncnu  the  U.S.  Department  of  Labor,  and  the  U.S.  Dtpanmem  of  Veterans  A£Gair$  (327),  Six  in4fpfit<1fm 
agencies  arc  national  drug  control  program  agencies:  ONDCP,  the  U.S.  Jwliciary,  ACTION,  tlw  Agency  for  Intcroational  Development,  the  U,S, 
Information  Agency,  and  the  Central  Intettigeoce  Agency  (327).  In  addition*  acc(»rding  to  ONDCP.  the  foUowing  budget  aiccoams  am  part  of  the  national 
(^g  control  program  hudg^:  the  Special  Forfeiture  Food  (ONDCP).  the  Asset  Foifefture  Fkmd  (U.S.  Department  of  Justice),  Stq>port  fm-Prisca^  (U.S. 
D^artment  of  Justice),  and  Emergencies  in  the  Diplomatic  and  Consular  Service  (U.S.  Departn^  of  State)  (327).  As  dictated  by  the  law  ftiftn^yjpjj 
the  creation  of  ONDCP.  national  drag  connol  program  ^encies  were  to  be  designated  ''jointly  by  the  Director  (ONCDPl  and  the  bead  of  the  <tepartm«il 
or  agemry;  or. .  ,by  the  President"  (Public  Law  100-590.  Title  I.  Sul^tle  A,  Sec.  1010).  As  aq>lahicd  further  in  the  drug  control  budget  submitted  by 
ONDCP«  not  all  activities  of  all  the  national  drug  control  progmm  ^encirs  arc  caimarked  fcN-  drag  control  activities. 

^As  discussed  below,  however,  prevention  activities  funded  by  the  Offtce  for  Substance  Atnise  Prevention  (OSAP)  in  DHHS  do  include  efforts  to 
prevent  or  delay  the  use  of  alcohol  and  tobacco  by  adolescents  and  younger  children,  either  ticcause  these  are  regarded  as  ''gateway  drags**  (see  above) 
O  pcmst  die  use  of  tl^se  substances  is  illegal  for  most  adolescoDts. 
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And-Dnig  Abuse  Acts  emphasized  i^tivities  related 
to  controlled  substances  (illicit  dni^)«  Each  act  has 
son^  n^ntion  of  activities  related  to  alcohol  abuse 
(e.g.,  drunk  driving  prevention  {rograms  undn  Title 
K,  Subtitle  A,  of  Public  Law  100-690),  but  such 
activities  are  not  a  leading  focus  of  the  laws.  As 
perhaps  the  leading  example  of  this  focus  on  illicit 
drugs,  the  activities  of  ONCDP  vfoe  legislated  to 
include  only  those  drugs  included  in  ^tion  102(6) 
of  the  ControUed  Substances  Act  (21  U.S.C.  802(6)) 
OPubUc  Law  100-690,  Tide  I,  Subtitle  A,  Sec.  1010); 
(bm  NIAAA  is  not  considered  a  naticmal  drug 
control  program  agency.  Neither  act  authorizes 
activities  pertaining  to  tobacco  use  or  depend- 
ence.^oo 

SeccMid,  since  the  passage  of  the  Anti-Drug  Abuse 
Act  of  1986,  there  has  b^n  continuing  tension 
concerning  the  roles  of  the  Federal  Govemmoit 
relative  to  drug  supply  reduction  and  demand 
reduction.  Supply  reduction  activities  under  the  acts 
are  more  relevant  to  illicit  drugs  than  to  alcohol  or 
tobacco,  the  substances  most  likely  to  be  used  by 
a<k)lescents,  so  one  would  expect  such  activities  to 
have  a  smaller  imm^iate  impact  on  adolescents  m 
general  than  effective  demand  reduction  activities. 
On  the  other  hand,  as  noted  above,  one  could  argue 
that  supply  reduction  activities  are  of  primary 
in^Kulance  in  protecting  adolescents  from  increas- 
mg  quantities  of— and  growing  illegal  markets 
for — ^illicit  dnigs,  and  ftom  the  violence  and  othCT 
crime  that  is  associated  with  the  illicit  drug  market. 
In  any  event,  approximately  70  percent  or  more  of 
the  budgets  of  the  National  Drag  Control  Agencies 
have  been  allocated  to  supply  reduction  activities, 
and  this  seems  unlikely  to  change.  Although,  as 
described  below,  Federal  investment  in  substance 
abuse  prevention  and  treatment  activities  has  grown 
throughout  the  1980s,  as  a  general  matter,  ONCDP 
continues  to  believe  that  the  Federal  Goverrmient 
should  have  a  more  limited  role  in  activities  related 
to  reducing  the  demand  for  illicit  drags  (defined  in 


Public  Law  100-690  as  drag  abuse  ediu^tion. 
Invention,  treatment,  research,  and  rdiabilitation) 
than  in  activities  relate  to  reducing  the  si^fy  of 
illicit  drags  (defined  in  Public  Law  100-690  as 
international  drag  control,  foreign  and  domestic 
drag  enforc^nem  intellig^ce,  intordictirai,  and 
dorwstic  <hug  law  mdorc&mnU  including  law 
enforcenKnt  directed  at  drug  users).  ONCDP  argues 
th^  ^*many  supply  reduction  activities  are  intrinsic 
cally  [Federal]  Govonment  operations. .  .whereas 
rrK>^  demand  reduction  efforts  can  and  should  be 
shar^  by  our  schrols*  diurches,  and  nnnmimities** 
(327),  Perhaps  for  this  reason,  the  ONCDP  national 
drag  control  strategy  for  fiscal  year  1992  suggested 
^me  Federal  pulling  back  fiom  selected  drag  use 
prevention  ^^tivities. 

As  noted  above,  it  would  be  difficult  to  assess  the 
impact  of  current  illicit  drag  supply  reduction 
activities  on  ^lescents«  and  no  such  atten^t  is 
made  here.^®^  This  section  i^ovides  a  brief 
overview  of  the  current  leading  executive  branch 
activities  in  demand  reduction  activities  (substance 
abuse  research,  prevCTtira,  and  treatment)  specific 
to  adolescents.  The  two  agencies  with  the  largest 
role  in  reducing  the  demand  for  drags  among 
adolescents  are  the  DHHS  and  die  U.S.  Dej^utmrat 
of  EduciUion.  Other  Federal  agencies  with  smalls 
roles  include  ACTION,  the  U.S.  Department  of 
Uousing  and  Urban  Development,  and  the  U.S. 
Department  of  Labor.^^^ 

$P9Cifie  F0iteral  Agencl9S  and  Thalt  Rotes 
tit  Substance  Attuse  Pmetfttoe  and 
Treatment  for  Adotescents 

U.S.  Department  of  Health  and  Human  Services 

DHHS  has  by  far  the  largest  role  in  adolescent- 
related  demand  reduction.  The  DHHS  agency  with 
the  largest  role  is  the  Alcohol,  Dmg  Abuse,  and 
Mental  Health  Administration  (ADAMHA),  but 
other  agencies  such  as  the  Center  for  Disease 


>^*%ach  of  Che  Bct&  did  have  a  {uuticular  focus  <m  Ihe  msceptibiUcy  ctf  children  and  adottscems  fo  the  use  of  drags. 

«»*ONCDP  Itself  admits  diflTiciilty  to  cv«ltMitiiJ«  Ihe  dTecUvcaiess  of  its  supply  reduction  activities.  According  to  ONCDP,  data  on  drug  availability. 
iDcl^iding  domestic  tnarijuana  prodt^rttoo*  art  **Dot  yet  av^ilatde*'  {327). 

Maith  19S7,  OTA  psiblldied  an  analysis  of  Federal  cffofts  in  ding  intcrdictiof)  (stopping  or  mhidng  the  amount  of  dmgs  coming  acm^  U.S. 
honlers)  (2B3a).  Hie  U.S.  General  Accotmtmg  Office  has  abo  aitalyzed  Federal  pohctes  related  to  supply  redtsctiofi/dnig  tntcrdictloo  and  \m  mMomm 
pubUcatiotis  on  the  issue  (2S1). 

^^^Ttx  U.S.  Dcf^rtmoxt  of  Trmisponatkui's  efforts  related  to  the  rcdiKrtion  of  driving  rsada:  the  infii^nce  of  psychoa<^e  suhstances  are  described 
in  eh.  5,  ''Acddeotal  Injuries:  Picvention  and  Services/*  in  this  volume.  The  U.S.  Departroeat  of  Justice's  activities  related  to  suhstanoe  use  atnf  sates 
by  adotocem  ddUi^e&ts  are  described  in  ch.  1 3«  ^'Delinquency:  Preveioion  anl  Serrices/*  in  M%  vohmie.  Within  DHHS.  the  National  Cancer  Instibite 
provides  most  support  im  smoking  prcvcnboG  as  port  of  its  cancer  preveoiion  activities.  These  activities  are  discussed  in  ch.  6»  "Chronic  Physical 
O   lesses:  Prevention  ami  Services,*'  in  diis  vohmie^  and  in  ch.  19,  ''The  Role  of  Federal  Agencies  to  Adolescent  Healdi."  h)  Vol  in. 
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Control  (CDC),  the  Indian  Health  Service,  the  Office 
of  Human  Development  Services,  Health  Resources 
and  Services  Administration,  and  the  Office  of 
Disease  Prevention  and  Health  Promotion,  also  play 
some  role. 

AlcohoU  Drug  Abuse^  and  Mental  Health  Ad- 
ministration Agencies — Four  of  ADAMHA's  five 
agencies  deal  with  substance  use  and  abuse: 

•  the  Office  for  Substance  Abuse  Prevention 
(OSAP), 

•  the  Office  for  Treamient  Improvement  (OTI), 

•  the  National  Institute  on  Alcoholism  and  Alco- 
hol Abuse  (NIAAA),  and 

•  the  National  Institute  on  Drug  Abuse  (NIDA). 

OS  AP  and  OTI  are  two  relatively  new  ADAMHA 
agencies  which  fund  program  demonstration  pro- 
jects and  other  nomesearch  activities.  NIAAA  and 
NIDA  are  research  agencies 

Office  of  Substance  Abuse  Prevention — OSAP 
was  creat^  by  the  Anti-Drug  Abuse  Act  of  1986 
(Public  Law  99-570)  as  **the  cornerstone  of  the 
Fediotd  demand  reduction  strategy'"  and  is  '"the 
major  prevention  unit  of  ADAMHA*'(310).OSAP's 
programs  are  important  to  a  consideration  of  sub- 
stance use  by  adolescents,  because,  as  dictated  by 
the  legislation  that  authorized  the  agency,  a  prime 
target  group  for  OSAP  programs  is  **high-risk 
youth/' 

Most  of  OSAP's  prevention  activities  can  be 
categorized  as  primary  or  secondary  prevention,  but 
son^  treatment  demonstration  projects  are  funded. 
Under  its  High-Risk  Youth  Demonstration  Grants 
program,  OSAP  has  funded  the  developing,  testing, 
and  evaluation  of  promising  approaches  for  working 
with  high-risk  youth.  OSAP*s  fiscal  year  1990 
budget  was  $193,4  million  overall,  approximately 
30  percent  of  which  was  estimated  to  be  spent  on 
high-risk  youth  demonstration  projects  ($39-0  mil- 
lion) and  community  youth  activities  ($19.8  million) 
(327). 


In  its  summary  of  national  drug  control  j»x>gram 
agency  budget  proposals  fiscal  year  1992, 
ONDCP  recommended  increasing  the  budget  for 
high-risk  youth  demonstration  p^jects  by  about  8 
percent  over  its  fiscal  year  1991  level  (finom  $50.7 
million  to  $54.8  million)  and  con^)letely  discontinu- 
ing the  community  youth  activities  program  (327a, 
327b).^^ 

Office  for  Treatment  Improvement — OTI  was 
created  in  fiscal  year  1990,  and  its  long-term  goal  is 
to  develop  national  prototypes  for  effective  drug 
tteatment  policy.  OTI*5  major  re^nsibility,  how- 
ever,  is  to  administer  the  ADM  block  grant,  the  drug 
and  alcohol  portion  of  which  was  $895.6  million  in 
fiscal  year  1990  (155a).  Block  grant  funds  are 
provided  to  States,  and  there  is  little  requirement  for 
State  reporting.  Thus,  it  is  unclear  what  portion  of 
ADM  block  grant  funds  are  used  for  adolescents,  A 
major  OTI  initiative  direcdy  relevant  to  adolescents 
has  been  a  competitive  grant  program  to  assist  States 
and  conunimities  in  enhancing  existing  drug  abuse 
treatment  irograms  for  critical  population  groups, 
including  adolescents  (defined  as  iiKlividuals  up  to 
age  22),  racial  and  ethnic  minorities,  and  residrats  of 
public  housing  jH-ojwts*  This  grant  project  is  not 
directed  toward  the  development  of  new  treatment 
appro^hes  so  much  as  the  application  of  apparently 
promising  modes  of  service  delivery  (for  example, 
the  use  of  aftercare  sCTvices).  For  fiscal  year  1991, 
$38.1  million  was  appropriated  for  the  program  on 
critical  population  grouj^,  and  a  grants  announce- 
ment was  to  be  published  in  summer  1991  (327b). 

National  Institute  on  Alcoholism  and  Alcohol 
Abuse — ^NIAAA  is  not  considered  one  of  the 
national  drug  control  program  agencies  (327,327a), 
but  it  funds  and  conducts  research  on  the  prevention 
and  treatment  of  alcohol-related  problems.  NIAAA 
has  three  priority  areas  specific  to  adolescents:  1) 
defining  sociocultural  factors  that  promote  adoles- 
cents' drinking,  2)  developing  and  testing  preventive 
interventions,  and  3)  assessing  the  impact  of  changes 
in  the  drinking  age  on  alcohol  consumption 
(270a,289a,289b).  In  fiscal  year  1989,  NIAAA  spent 


^NIAAA  aod  NIDA  do  conduc  t  rescarcb  oo  ihc  effectiveness  of  paiticular  sutetaacc  abxisc  prcveoiion  and  treatmeni  programs ,  but  more  of  their  foctis 
is  on  reseaxdi  on  the  epidemiology,  risk  f  actors,  and  effects  of  dnigs  and  afcotol .  When  projects  involving  totcrvcntion  air  funded  by  NIAAA  ami  NIDA, 
they  are  reqwirad  to  have  a  more  rigorous  irscarch  design  than  that  required  for  OSAP  and  OTI  projects  <304a).  Dq>c»ding  on  the  results  of  the  OSAP 
and  on  project  cvah»atioiis.  some  projects  can  be  expected  lo  be  subjected  eveofualfy  to  the  rigors  of  comrotied  trials  (3 1  la). 

tosxiic  community  youth  activities  program  is  a  combined  block  grant  ($4.9  miUion  in  fiscal  year  1991X  State  demoastraiion  gram  ($14^  million  in 
fisc^  year  1991).  and  Projects  of  National  Significance  ($1.1  million  in  fiscal  year  1991)  program  lo  jHwidc  funds  for  aficr-school.  vacation,  and 
weekend  activides  for  dropouts  and  in-schoo!  youth  (Public  Law  100^90).  As  this  Report  was  being  prepared  for  publication,  it  was  not  clear  whether 
Congress  would  grant  to  ONDCP's  request  to  discontinue  funding  tor  the  community  youth  activities  progmm. 
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over  $6  million  {under  5  percent)  of  its  overall 
budget  on  activities  aimed  at  adolescents.  In  fiscal 
year  1991,  NIAAA  funded  an  Adolescent  Alcohol 
Research  Center. 

National  Institute  on  Drug  Abuse — NIDA  sup- 
ports research  on  use  and  abuse  of  Ulicit  drugs  (e.g., 
marijuana,  cocaine,  PCP),  altliough  it  also  supports 
some  research  on  tobacco  use  and  on  the  combined 
use  of  alcohol  and  other  drugs.  In  the  late  1980s  and 
early  1990s,  NIDA  received  considerable  increases 
in  its  overall  budget;  NIDA's  overall  budget  for 
fiscal  year  1990  was  $379  million;  its  estimated 
budget  authority  in  fiscal  year  1991  was  $428  ^ 
million  (327). 

Many  of  NIDA's  current  projects  are  related  to  the 
prevention  or  treatment  of  substance  use  by  adoles- 
cents, but  NIDA  could  not  estimate  for  OTA  what 
proportion  of  its  overall  budget  would  be  spent  on 
projects  involving  adolescents  ages  10  to  18  (304a). 
OTA's  review  of  material  submitted  by  NIDA  in 
1989  suggested  that  most  of  NIDA's  adolescent- 
related  projects  focus  on  prevention,  and  that  very 
few  current  projects  were  investigating  new  treat- 
ment approaches  for  adolescent  substance  users 
(304a).  In  1991 ,  ONDCP  said  that  the  administration 
was  placing  a  high  priority  on  research  on  drug  abuse 
treatment  for  adolescents,  which  it  characterized  as 
"perhaps  the  least  researched  aspect  of  the  field* " 
(327),  and  NIDA  has  initiated  a  large-scale  study  of 
the  effectiveness  of  drug  treatment  for  adolescents, 
with  long-term  followup  of  clients  (327).  NIDA  has 
also  begun  to  devote  more  grant  fimds  to  the 
investigation  of  risk  factors  for  drug  abuse  among 
inner-city  minority  adolescents. 

Other  DHHS  Agencies— Within  CDC,  the  Cen- 
ter for  Cnut)nic  Disease  Prevention  and  Health 
Promotion's  Office  on  Smoking  and  Health  is  the 
lead  Federal  agency  on  tobacco  and  health  (320a). 
CDC's  new  Division  of  Adolescent  and  School 
Health  has  the  prevention  of  HTV  and  AIDS  as  its 
major  emphasis,  but  it  has  also  focused  on  other 
health-compromising  behaviors  by  adolescents,  in- 
cluding psychoactive  substance  lise.  The  major 
activity  in  this  respect  is  the  development  of  a  Youth 
Risk  Behavior  Surveillance  System  ( YRBSS),  which 


will  periodically  question  adolescents  about  their 
engagement  in  a  range  of  health-compromising 
behaviors,  including  substance  use. 

American  Indian  and  Alaska  Native  adolescents 
are  more  likely  than  many  other  adolescents  to  use 
alcohol  and  ilUcit  drugs  (286).  In  addition,  they  are 
very  likely  to  live  in  communities  in  which  alcohol 
abuse  is  almost  epidemic  (284).  Yet  a  focus  on 
hidian  adolescent  substance  use  was  long  in  ccnning 
in  the  Indian  Health  Service,  the  major  health 
service  agency  for  Indians  (286).  The  1986  Anti- 
Dnig  Abuse  Act  provided  funds  to  be  used  for 
substance  abuse  prevention  and  outpatient  and 
residential  treatment  of  Indian  adolescents,  and  in 
1988,  the  Indian  Health  Service  reported  a  conunit- 
ment  to  providing  services  to  all  Indian  adolescents 
diagnosed  wilhasubstance  abuse  pn*tem  (286327a).'* 
According  to  ONDCP,  eight  Adolescent  Regional 
Treatment  Centers  were  to  be  established  by  the  end 
of  fiscal  year  1991.  an  increase  of  one  over  fiscal 
year  1990  (327a). 

The  Office  of  Human  Development  Services' 
Administration  for  Children,  Youth,  and  Families 
funds  two  grant  programs  related  to  adolescent  drug 
use  (327a,327b).  One  is  the  Drug  Abuse  Prevention 
Program  for  Runaway  and  Homeless  Youth,  which 
awaids  grants  to  public  and  private  nonprofit  agen- 
cies, organizations,  and  institutions  to  carry  out 
rescM^ch,  demonstration,  counseling  and  services  to 
runaway  youth  and  their  families,  and  for  other 
activities  (327b).  The  other  is  the  Youth  Gang  Drug 
Prevention  Program,  which  provides  grants  to  pro- 
jects designed  to  prevent  the  participation  of  adoles- 
cents in  gangs  that  engage  in  illicit  drug-related 
activities,  and  for  other  purposes  (327b).  Each  of 
these  programs  had  $14.8  million  to  carry  out 
existing  grants  in  eac*i  of  fiscal  years  1990  and  1991, 
and  level  funding  was  requested  for  fiscal  year  1992 
(327b). 

Except  for  its  role  in  administering  the  maternal 
and  child  health  services  block  grant,' the  Bureau 
of  Maternal  and  Child  Health  in  the  Health  Re- 
sources and  Services  Administration  has  no  direct 
role  in  substance  abuse  prevention  and  treatment  for 
adolescents.  The  Bureau  does  participate  in  a 


^J^^'^n.^^^^^^^  'nlhcU-S  DcpannK^mof  ihe  Intmor  alsohas  a  role  in  adolesccni  substance  use  prevention  and  tiwtmenJ  through 
drug  education f»A-supported  schools  and  detention  and  diversion  of  Indian  adolescents  who  b«ome  im-oJved  with  Indian  juvenile  justice  program 
because  of  alcohol  and  other  drug  use  {286,327a,327b).  ^  piosmoB 

bkjk  ^  ""'^  °'  ^^"^  Agencies  in  Adolesccni  Health.'  *  iit  Vol.  HI  for  additional  information  on  the  maleroal  and  child  health  services 
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number  of  formal  and  ad  hoc  interagency  coordinat- 
ing activities,  however  (319a). 

Tlie  Office  of  Disease  Prevention  and  Health 
Promotion  (ODPHP)  in  the  Office  of  the  Assistant 
Secretary  of  Health  has  a  general  focus  on  *  "high- 
risk  youth  and  miucing  high-^risk  behavior'*  and  has 
supported  a  number  of  efforts  to  help  improve 
adolescent  health  (320a),  These  include  initiating 
the  interagency  Ad  Hxk  School  Health  Committee, 
funding  a  mailceting  study  of  adolescent  high  risk 
behaviors,  and  developing  publications  related  to 
school  health  programs  (320a).  ODPHP  also  over- 
sees the  development  of  the  health  objectives  for  the 
nation  (e.g,.  Year  2000  National  Health  Objectives). 
Objectives  related  to  reducing  adolescents*  use  of 
tobacco,  alcohol^  and  other  drugs  are  included  in  the 
objectives  (320b). 

U.S.  Department  of  Education 

Hie  U.S.  Department  of  Education  was  required 
to  get  involved  in  drug  abuse  prevention  with  the 
passage  of  the  Anti-Drug  Abuse  Act  in  1986  (Public 
Law  99-570).  By  1989,  the  Department  had  devel- 
oped  a  three-pronged  ^proach  to  the  drug  problem* 
involving  1)  the  provision  of  leadership,  2)  the 
dissemination  of  information,  and  3)  the  provision  of 
technical  and  fmancial  assistmice  to  States  (57a). 

The  most  prominent  U,S.  Department  of  Educa- 
tion activity  related  to  adolescent  substance  use  has 
been  the  promotion  of  drug-free  schools  and  com- 
munities, pursuant  to  the  mandate  of  the  Dmg-Frec 
Schools  and  Communities  Act  (Public  Law  99-570), 
This  legislation,  which  was  enacted  as  part  of  the 
1986  Anti-Drug  Abuse  Act  and  reenacted  in  1988 
with  the  Augustus  F.  Hawkins-Robert  T  Stafford 
Elementary  and  Secondary  School  Improvement 
Amendments  of  1988  (Public  Law  100-297),  sup- 
ports Stale  and  liKal  programs  of  drug  abuse 
prevention  and  education.  It  was  subsequently 
amended  at  the  end  of  the  first  session  of  the  101st 
Congress  to  require  schools  to  adopt  firm  drug 
policies  as  a  condition  of  eligibility  for  Federal  funds 
(Drug-Free  Schools  and  Communities  Act  Amend- 
ments of  1989  {PubUc  Law  101-2261).  Other  adoles^ 
cent-related  grant  programs  in  the  U.S.  Ctepartment 
of  Education  include  demonstration  grants  to  insti- 


tutes of  higher  education,  an  emergency  grants 
program  to  local  educational  agencies  thai  demon- 
strate a  significant  n^d  for  additional  assistance  in 
combating  drug  and  alcohol  use,  a  school  pe^nnel 
training  program,  a  counselor  training  grant  pro- 
gram, a  Federal  activities  grants  program,  and 
regional  centers  toi  drug-frw  schools  and  communi- 
ties (327b). 

In  fiscal  year  19W,  approximately  $435.9  million 
in  fomiula  grants  (based  on  the  number  of  ele- 
mentary aiKi  s^ondary  school  students  (in  the  State) 
was  distributed  to  States  under  the  Drug-Free 
Schools  and  Communities  Act  local  grants  program; 
in  fiscal  year  1991,  the  amount  was  $497.7  million 
(327b).  No  increase  was  requested  for  fiscal  year 
1992  (327b).  Neither  were  increases  requested  for 
any  of  the  other  I^partment  of  Education  programs 
except  for  the  emergency  grants  program  (from 
$24.3  million  to  $49,5  million)  (327b).^o» 

Other  Federal  Agencies 

ACTION,  the  Federal  agency  that  coordinates 
volunteer  activities,  has  taken  an  increasing  role  in 
the  drug  war  (327a).  The  ACTION  program  most 
directly  related  to  efforts  to  reduce  adolescent  dmg 
use  is  the  t^g  Alliance  grant  program  (54  FR  173* 
1989).  In  fiscal  year  1991,  this  program  was  to 
provide  grants  of  up  to  $40,000  (with  a  requirement 
for  a  50-perce  it  non-Federal  match)  for  projects  that 
use  nonstipended  volunteers  to  provide  positive  peer 
activities  for  youth  serve  as  mentors  for  high-risk 
youth,  and  other  services  (327b),  In  the  program 
announcement,  ACTION  cited  increasing  accep- 
tance of  the  notion  of  ^immunization' — that  vol- 
untary service  may  in  fact  reduce  the  risk  of  drug 
involvement  among  participating  youth  by  reinforc- 
ing good  work  habits,  helping  enhance  self-^teem, 
establishing  a  sense  of  belonging  within  the  commu- 
nity, and  providing  positive  role  models"  (54  FR 
173,  1989).  Applicants,  who  must  be  private  non- 
profit incoiporated  organizations  or  public  agencies, 
must  adhere  to  *  *a  strict  policy  of  the  nonuse  of  illicit 
drugs*'  and  not  endorse  a  philosophy  or  any 
activities  that  would  advocate  ••the  tolerance  of  the 
initial  or  responsible  use  of  any  illicit  drug,  or  the 
illicit  use  of  any  legal  drug*'  (54  FR  173.  1989). 


^^Thc  emergency  gmnis  progntm  provides  asstKUuice  co  local  educational  agencies  thai  dcmon^te  a  sigoiftcant  need  for  additional  assistance  ta 
ct^tnbaUng  drug  aud  alcohol  use  Districts  compcle  for  funding  to  support  a  comprehensive  range  of  services,  including  cducationai  progranis,  couoselttig 
programs,  enhancement  of  school  security,  afterschoo!  programs,  prognuns  for  parents  and  other  community  outreach  efforts,  and  ahemattve  pipgnum 
for  students  with  a  history  of  drug  abuse  or  others  who  are  difficutt  to  reach  in  the  regular  school  setting  (327b).  ONDCP  csf  iraatod  that  50  awards  would 
^  nade  under  this  program,  ranging  from  $100,000  to  $1  million  027b). 
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Budget  authority  fm  the  Drag  Alliance  grants  was 
SL3  million  in  fiscal  year  1990,  and  $2,2  million  in 
fiscal  year  1991  (327a),  The  administration  re- 
quested a  reduction  in  funding  to  Sl.S  million  for 
fiscal  year  1992. 

In  fiscal  year  1991,  the  U.S.  Department  of 
Housing  and  Urban  Development  was  to  provide 
$7.5  million  in  financial  assistance  for  the  creation 
and  implementaticm  of  Youtii  Sports  Programs  in 
public  and  Indian  housing  (327b).  Individual  gran^ 
were  to  be  for  a  maximum  of  $12S,(XX)  and  would 
requite  a  50  percent  match  by  the  applicant  (327b). 
No  funds  were  requested  by  the  Administration  for 
this  program  for  fiscal  year  1992  (327a,327b). 

Adolescent  drug  use  is  addressed  to  some  extent 
by  US.  Department  of  Labor-funded  programs  such 
as: 

♦  Job  Corps — drug  tests  for  ^plicants,  drug 
education,  and  treatment  for  enroUees; 

•  Youth  Opportunity  Unlimited  (YOU)  program — 
drug  eradication  control  is  one  part  of  the 
jH-ovision  of  coordinated^  comprehensive  serv- 
ices for  all  youth  in  six  funded  communities. 

ONDCP  estimates  that  $9.5  million  was  spent  on 
drug  control  activities  in  the  Job  Corps  in  fiscal  year 
1991,  and  $6  0  million  for  the  YOU  program  in 
fiscal  year  1991.  A  substantial  iinrrease  (to  $25 
million)  was  requested  for  YOU  for  fiscal  year  1 992 
(327b). 

Issues  In  Federal  Programs  and 
Policies  Rotated  to  tlie  Use  and  Abuse  of 
Psyctioactlve  Sultstances 

Clearly*  numerous  resources  arc  being  appUed  to 
the  drug  problem  among  adolescents.  It  is  unclear, 
however,  whether  the  infusion  of  resources  is  being 
targeted  appropriately.  Much  of  the  Federal  money 
on  prevention  being  given  to  States  is  provided  with 
little  requirement  for  evaluation  (280).  In  turn, 
because  few  evaluation  data  are  available.  States 
often  have  little  idea  of  how  best  to  use  available 
funding  (281).  Audiovisual  materials,  for  example, 
are  often  not  evaluated  before  being  sent  out  for  use 
by  local  school  districts,  and  it  is  unclear  whether  the 
materials  are  being  used  (265a).  OSAP  is  attempting 
to  evaluate  materials,  but  it  does  not  have  rigorous 
research  requirements. 

Available  curricula  for  substance  abuse  education 
ly  be  inappropriate.  So-called   model  curricula** 


develc^>ed  by  the  U.S.  Department  of  Education 
have  been  criticized  as  being  imqqiropdate  to  the 
nrads  of  urban  schools  in  multicultural  settings 
(180).  On  the  o&er  hand«  States  that  believe  they 
have  an  effective  ap;nx>ach  to  prevention  have 
pointed  out  that  the  amount  available  bom  die 
F^Seral  Govenm^  is  insufficient  The  cost  of 
putting  cme  substance  abuse  counseled  in  every 
middle  school  in  the  country,  for  exan[^>le,  was 
estimated  at  $400  million  in  1989*  more  than  the 
entire  Drug-Free  Schools  ami  Communities  Act 
authorization  in  fiscal  year  1988  (265a).  Ahno^ 
$500  million  was  approfniated  for  Drug-Free 
Schools  and  Communities  Act  programs  in  fiscal 
year  1991,  but  it  was  to  be  used  f(ff  drug  abuse 
education  as  well  as  early  intervention  (327b). 
About  $3.4  millicm  was  authorized  for  counselor 
trainix^  grants,  and  $20  million  for  school  personnel 
training  grants,  in  fiscal  year  1991 ,  but  no  fonds  were 
allocated  to  actually  placing  counseling  services  in 
schools  (327b). 

Some  charge  that  funding  has  not  been  targeted  to 
high-risk  areas  (180),  The  U.S.  Conference  of 
Mayors  has  criticized  the  channeling  of  Federal 
money  through  block  grants  to  States.  The  mayors 
argue  that  it  is  their  neighboiiioods,  police  officers* 
and  children  who  are  tttosi  under  siege  (246).  The 
Nation's  governors,  on  the  other  hand,  support  the 
use  of  State  block  grants,  aiguing  that  direct  money 
to  cities  '"would  present  an  uncoondinated  method 
that  could  only  serve  to  displace  drug  trafficking 
rather  than  dismantle  entire  operations*'  (246). 

It  is  further  unclear  whether  niUional  drug  control 
efforts  are  targeted  toward  the  substances  that  are 
most  often  used,  and  perhaps  abused,  by  adoles- 
cents. The  national  drug  control  strategy  has  been 
criticized  for  its  relative  lack  of  attention  to  prob- 
lems of  alcohol  abuse  among  adolescents  (180). 
Ibbacco  is  the  sul^tance  us^  most  often  by 
adolescents,  but  justification  for  studying  tobacco* 
related  risk  factors  or  attempting  to  reduce  its  use 
among  adolescents  must  often  be  justified  by  the 
notion  that  tobacco  is  a  gateway  chug/* 

Although  very  little  adolescent-specific  infwma- 
tion  is  known  about  the  effects  of  drugs  such  as 
marijuana  and  cocaine,  NIDA  and  NIAAA  are 
devoting  only  minimal  fimding  to  encourage  re- 
search on  the  consequences  of  psychoactive  sub- 
stance use  by  adolescents.  Support  for  research  on 
treatment  for  adolescents  who  abuse  substances  is 
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beginning  to  increase.  It  sqppears  that  afta*  several 
years  of  increases  in  funding,  sii|:^xirt  fov  some  types 
of  drag  prevention  activities  may  be  leveling  off  or 
declining  (327a.327b). 

Conclusions  and  Policy  Implications 

Adolescents'  use,  and  possibly  problem  use,  of 
I^choactive  substances  has  been  of  great  public 
concern.  This  chapter  suggests  that  adolescents'  use 
of  substances  that  are  legally  available  to  adults — 
i.e.,  alcohol  and  nicotine— is  more  prevalent  than 
their  use  of  illicit  drugs.  One-third  of  high  sdiool 
seniors  report  having  had  five  or  more  alcoholic 
drinks  in  a  row  during  a  2-week  period  Almost  19 
percent  of  high  school  seniors  report  smoking  at 
least  some  portion  of  a  cigarette  daily.  Using  daily 
use  of  illicit  drugs  as  an  indicator  of  problem  u^f 
between  0  J  and  3  percent  of  adolescents  n^onwide 
would  appear  to  have  a  serious  drug  jnoblem.^^ 
Some  load  surveys  and  studies  of  homeless  and 
incarcerated  adolescents.  howevCT,  have  found  evi- 
dence of  more  extensive  illicit  drag  use.  Finther, 
daily  use  is  not  the  only  indicator  of  problem  use; 
CDC  has  found  that  5  percent  of  smdents  in  grades 
9  through  12  in  Washington,  DC,  reported  using 
needles  to  inject  illicit  drags  at  least  once,  possibly 
putting  themselves  at  risk  of  overdcses»  addiction* 
and  HTV  and  other  infections. 

Extensive  financial  and  htmian  resources  are 
being  ^lied  to  preventing  psychoactive  substance 
use  among  adolescents,  but  it  is  unclear  whether  the 
infusion  of  resources  is  being  (^signed  or  targeted 
appropriately.  For  example,  more  information  is 
needed  about  how  many  adolescents  use  substances 
in  ways  that  cause  problems  and  interfere  with 
optimal  development.  Fortunately,  additional  Fwl- 
eral  resources  are  being  put  into  un(terstanding  the 
extent  of,  and  risk  and  protective  factors  for, 
substance  use  among  adolescents  now  believed  to  be 
at  particularly  high  risk  (e.g.,  inner-city,  low-income 
adolescents).  However,  recent  evidence  that  sug- 
gests that  excessive  substance  use  (as  opposed  to 
occasional  use  or  nonproblem  use  of  drags)  may  be 
the  result,  rather  than  the  cause,  of  other  psychologi- 
cal problems  suggests  that  considerable  anention 
should  be  given  to  assessing  mental  health  status  as 


a  risk  factor,  and  attenuating  to  prevent  excessive 
drag  use  through  early  treatxmnt  of  poor  psycholog- 
ical adjustn^t. 

Is  PmvBntion  Effective? 

Assessments  of  the  effectiveness  of  psychoactive 
substance  use  prevention  efforts  have  be^  limited 
by  n^thodological  shortcomings  in  most  of  die 
evaluations.  This  situation  is  unlikely  to  change 
soon  because  Federal  agracies  ttiat  siq^pcm  preven- 
tive interventions  (e.g.,  OSAP,  U,S,  Department  of 
Education,  Indian  Health  Service)  often  do  not 
require  scientifically  rigorous  cvaluatiwis. 

The  substance  use  prevention  programs  that  have 
been  evaluated  relatively  rigorously  show  relatively 
little  change  in  ^lescenls'  use  of  substances,  even 
using  self-report  measures.  Tlie  generally  unremark- 
able results  of  primary  prevention  programs  do  not 
necessarily  imply,  however,  that  such  programs 
should  be  disccmtinued.  Both  the  rigorously  evalu- 
taed  and  not  so  rigwously  evaluated  programs  may 
achieve  other  goals  for  adolescents,  for  example: 

1)  improvements  in  their  social  conq)etence, 
including  their  ability  to  make  decisiotis, 
refuse  unwanted  peer  pressure,  and  otherwise 
have  rational  discussions  with  their  peers  and 
others; 

2)  improvements  in  their  self-understanding;  and 

3)  improvements  in  their  knowledge  about  a 
range  of  psychoactive  substances  and  possible 
physiological  and  developmental  effects. 

The  extent  to  which  substance  use  prevention 
{Hograms  achieve  some  or  all  of  these  goals  is 
largely  imknown,  because  outcomes  other  than 
reductions  in  use  have  not  usually  been  measured. 
The  dangCT  is  that  programs  taking  more  broad- 
based  ^proaches  may  be  discontinued  eventually  if 
they  do  not  show  marked  reductions  in  use. 

What  Atout  Treatment? 

Some  adolescents  are  problem  users  of  alcohol 
and/or  other  psychoactive  substances  and  require 
some  form  of  treatment-  However,  numerous  ques- 
tions remain  about  treatment  for  substance-using 
adolescents.  For  example,  although  instruments  are 


»»Atoia!of03pcrcailoftijgh$chool  seniors  reported  osUig  cocaioe  <ftU  fonm)  20  or 
Scnionjflvlomtoring  the  Ptitme  Survcr.  2.9  pcicent  of  high  school  seniors  itpoiiing  using  maiijiiana  or  hashish  20or  nwe  ^^^^"^^^^ 
the  1989  smycy.  No  other  amvey  found  higher  -daily*'  use  of  nutfijuana.  bui  other  surveys  found  that  daily  use  of  cocaine  was  higher  (e.g..  the  Natloiud 
Q  "RIDE  survey  fcmnd  that  an  avcmge  of  0.6  pmwu  of  senior  high  school  students  rgwrted  daily  use  of  cocamc). 
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under  develojanent,  there  is  cuirenily  no  valid  way 
to  assess  which  adolescents  ne«d  treatment  specifi- 
cally related  to  their  substance  use.  TTiere  is  very 
Utile  research  on  new  treatments  for  adolescents  or 
regular  data  collection  on  the  effectiveness  of  what 
is  being  provided. 

Evidence  suggesting  that  some  placements  are 
inappropriate  includes  data  derived  from  NDATUS 
that  private  treatment  centers  appear  to  be  underutil- 
ized, while  public  facilities  are  almost  always  at 
capacity.  In  addition,  twice  as  many  adolescents 
(49,000  on  the  day  the  most  recent  NDATUS  was 
taken)  were  estimated  »o  be  in  treatment  for  the  use 
of  drugs  other  than  alcohol,  despite  the  fact  that 
alcohol  is  much  more  widely  used  among  adoles- 
cents. Adolescent  chenis  being  treated  for  use  of 
drugs  other  than  alcohol  are  served  primarily  in 
private  for-fwofit  and  not-for-profit  settings.  These 
data  suggest  that  financial  considerations  may  be 
driving  placement  decisions,  but  additional  investi- 
gation on  this  point  is  needed.  This  issue  is  difficult 
to  investigate  rigorously  precisely  because  of  the 
lack  of  definitions  of  problem  use  among  adoles- 
cents. 

Less  restrictive  trcamients,  which  might  be  sought 
out  by  adolescents  themselves,  are  often  unavaila- 
ble. All  but  five  States  and  the  District  of  Columbia 
have  statutes  specifically  authorizing  at  least  some 
adolescents"^  to  receive  drug-  and/or  alcohol- 
relate  health  services  without  parental  permis- 
sion*", but  gaining  access  to  such  services  may  be 
a  problem.  Only  17  percent  of  employees  in  medium 
and  large  firms  who  were  covered  by  jMivaie 
insurance  had  coverage  for  outpatient  substance 
abuse  treatment  that  was  the  same  as  that  for 
treatment  of  other  illnesses." 2  Medicaid  payment 
for  substance  abuse  treatment  is  not  required  by 
Federal  law.  Few  school-linked  health  centers  are  in 
existence;  in  any  event,  these  tend  not  to  deliver 
many  services  or  make  many  referrals  for  substance 
use  problems."-'  There  is  considerable  enthusiasm 
for  the  early  intervention  programs  known  as 
Snident  Assistance  Programs  (based  on  the  woikplace- 


based  Employee  Assistance  Program  model),  but 
there  is  as  yet  no  evidence  as  to  their  availability  or 
effectiveness.  In  1987,  272,000  adolescents  ages  10 
to  18  were  estimated  to  have  had  any  treatment  for 
substance  use  problems. 

Some  barriers  to  treatment  are  due  in  part  to  the 
fact  that  there  is  very  little  evidence  on  the  effective- 
ness of  contemporary  ^roaches  to  substance  abuse 
treatment  for  adolescents,  and  considmible  concern 
about  a  number  of  features  of  the  conten^iaiy 
treatment  system.  Of  greatest  concern  is  that  the 
centerpiece  of  the  treatment  approach  for  adoles- 
cents is  the  same  as  that  for  adults:  the  addiction 
model,  which  requires  thinking  of  oneself  as  a 
lifetime  addict  who  will  never  te  able  to  control  tfje 
use  of  any  p$ycho£K:tive  substances.  This  approach 
may  or  may  not  be  aj^priate  for  adolescents,  who 
are  still  developing  a  sense  of  themselves.  Evidence 
concerning  risk  factors  for  problem  use  of  sub- 
stances, and  the  prevalence  of  psychiatric  comorbid- 
ities in  adolescent  patients,  suggests  that  greater 
emphasis  on  adolescents*  mental  health  needs  than 
on  the  addiction  model  may  be  baieficial. 

Hiere  is  concern  as  well  about  the  training  and 
credentials  of  substance  abuse  treatment  persoiwel. 
Treatment  in  substance  abuse  treatment  facilities 
tends  to  be  delivered  by  recovering  drug  abusers, 
who  may  not  be  the  most  effective  models  for 
adolescents.  However,  the  ability  of  mental  health 
professionals  and  primary  care  physicians  to  both 
recognize  and  treat  substance  abuse  problems  has 
not  been  demonstrated,  and  the  little  research  that 
has  investigated  the  issue  suggests  the  "recovering** 
personnel  are  as  effective  as  health  care  profession- 
als. 

Certain  features  of  substance  abuse  treatment 
modalities  have  been  found  to  increase  success  rates, 
although  definitive  conclusions  are  limited  because 
of  a  scarcity  of  methodological  rigor.""*  Apparently 
successful  features  include  parental  involvement 
and  adolescents'  perceptions  of  choice  in  treatment 
decisions,  including  the  decision  to  seek  treatment. 
Also,  despite  the  emphasis  in  most  programs  on  the 


«»0Somc  stairs  have  placed  age  rcstricUons  for  allowing  minors  who  are  a«e  12  and  over,  or  age  16  and  over,  lo  consent  lo  such  services. 
'"See  ch.  17.  "Conseiu  and  CooTidentiality  in  Adolesccm  Health  Care  Deciwotunaking."  in  Vol.  m. 
'"See  ch,  16.  "Fiuancial  Access  ip  Health  Services."  in  Vol  ID. 

"'See  ch.  15,  "Major  issues  in  the  Delivery  of  Primary  and  Comprehensive  Services  lo  Adolescents. "  in  Vol.  HI. 

» t*Poi  exafflptc.  program  success  may  t>e  defined  as  mete  completion  of  a  scheduled  treatment  program.  When  other  outcomes  are  used,  chenis  who 
uave  Deiore  tnew  scheduled  treatment  is  complete  arc  often  not  counted  as  part  of  the  evaluatioa  Outcome  measures  are  often  not  coroiarable  across 
studies  and  tio- treatment  comparison  groups  arc  rarely  used 
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addiction  model,  the  services  most  clearly  associ- 
ated with  positive  treatment  outcomes  are  those 
often  considered  '^adjunctive'*  to  substance  abuse 
treatment;  educational  and  recreational  services  and 
social  skills  and  assertiveness  training.  There  is  no 
definitive  research  on  whether  outpatient  or  inpa- 
tient treatment  is  more  e^tive. 

The  overall  lack  of  effectiveness  data  and  the 
l^reliminary  evidence  concerning  the  relative  effec- 
tiveness of  voluntary  treatment  are  especially  troub- 
ling in  light  of  the  fact  that  in  32  Slates  adolescents 
can  be  admitted  under  'Voluntary**  commitment 
status  by  their  parents,  with  no  legal  recourse  to 
contest  this  status. 

Research 

Much  additional  research  is  needed  on  psychoac- 
tive substance  use  and  abuse  among  adolescents. 
Given  current  data,  it  is  impossible  to  determine  the 
ntmiber  of  adolescents  using  such  substances  or  the 
number  for  whom  substance  use  is  a  problem. 
Conclusions  about  the  effectiveness  of  prevention 
efforts  can  be  only  preliminary  at  this  point,  and  it  is 
therefore  impossible  to  say  whether  resources  are 
being  wasted.  An  in-depth  look  at  the  effectiveness 
of  drug  abuse  prevention  interventions  cunently 
being  funded  seems  warranted.  The  bulk  of  preven- 
tion efforts  have  focused  on  prevention  of  any  and  all 
substance  use  by  adolescents,  and  disturbed  adoles- 
cents who  may  be  in  greatest  need  of  intervention 
may  be  getting  neglected.  The  number  of  adoles- 
cents in  need  of  treatment,  the  numbers  in  treatment, 
and  whether  such  treatment  is  appropriate  and 
effective  are  not  known.  There  has  been  until 
recently  very  little  Federal  support  for  research  on 
treatment  effectiveness. 

As  noted  here  and  in  other  chapters  in  this  report, 
there  are  considerable  barriers  to  access  to  health 
services  for  those  adolescents  who  feel  themselves 
to  be  in  need  of  them.  Specific  policy  options  related 
to  alcohol,  tobacco,  and  illicit  drug  abuse  by 
adolescents  are  listed  in  Volume  I. 
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Chapter  13 

DELINQUENCY:  PREVENTION  AND  SERVICES 


Introduction 

Delioquem  behavior  among  U.S.  adolescents  has 
recently  received  a  great  deal  of  public  attention 
(24^72,30U98a,399,463),  Many  of  the  popular 
accounts  of  adolescent  delinquency  focus  on  serious 
violent  offenses  against  persons,  including  the  kinds 
of  violent  acts  that  prompted  the  U.S.  Surgeon 
General  in  1985  to  label  violence  a  major  public 
health  problem  (406). 

Violent  behavior  by  adolescents*  sometimes  re- 
sults in  injury  or  death,  and  children  and  adolescents 
who  observe  violent  behavior  may  experience  emo- 
tional trauma  (38).^  It  is  in^rtant  to  note,  however, 
that  the  primary  victims  of  violence  by  other 
adolescents  and  by  other  individuals  are  adolescents 
(423),  The  U.S.  Surgeon  General's  report  identified 
violence  as  a  major  cause  of  injury  and  death  among 
young  people*  Furthenrore,  it  called  for  increased 
efforts  on  the  part  of  health  professionals  to  prevent 
violence  in  order  to  reduce  its  attendant  morbidity 
and  mortality  (406). 

But  most  delinquent  acts  by  U.S.  adolescents  are 
not  violent  ones,  and  some  people  believe  that 
delinquency  can  be  considered  an  adolescent  health 
problem  for  reasons  other  than  the  injuries  and 
deaths  associated  with  violence.  Such  reasons  in- 
clude the  following: 

♦  Delinquent  behavior  by  adolescents  has  been 
associated  with  their  engaging  in  health- 
threatening  activities,  such  as  alcohol,  tobacco, 
and  drag  abuse,  risky  driving  behavior,  and 
precocious  sexual  experiment^ion.^ 

•  Delinquency  and  the  psychiatric  diagnosis  of 
conduct  disorder^  are  characterized  by  many  of 
the  same  behavioral  features,"*  A  set  of  behav- 
iors that  might  re.«ult  in  one  adoIescent*s  being 


diagnosed  with  **conduct  disorder'*  and  di- 
rected to  the  mental  health  sy^em  for  treatmrat 
might  lead  to  another  adolescent*s  being  la- 
beled *  'delinquent* '  and  referred  to  the  juvenile 
court  for  punishntient  and/or  rehabilitation. 
•  Adolescents  held  in  juvenile  detention  and 
correctional  facilities  tend  to  have  serious 
unattend^  healA  problems — before,  during, 
and  after  their  commitment  to  such  facilities.^ 

This  ch^ter  examines  the  problem  of  adolescent 
delinquency.  The  first  section  of  the  chapter  i^ 
devoted  to  background  infomiation  on  delinquency 
among  adolescents.  Subsequent  sections  deal  with 
primary  and  secondary  preventicm  efforts,  services 
for  adolescent  offender  within  the  juvenile  justice 
system,  and  major  Federal  policies  and  programs 
pertaining  to  delinquency.  The  chapter  ends  with 
conclusions  and  policy  implications. 

Background  on  Adolescent  Delinquency 

Despite  intense  societal  interest  in  adolescent 
delinquency,  accurate  knowledge  about  the  inci- 
dence, prevalence,  causes,  and  consequences  of 
adolescent  delinquency  is  limited.  This  section 
discusses  what  is  known  about  these  factors.  Defini- 
tional issues  and  limitations  in  data  that  confound 
analyses  of  delinquency  are  discussed  below.  Also 
discussed  below  arc  demographic  and  other  factors 
associated  with  delinquency  and  information  on  the 
consequences  of  delinquency. 

Definitional  Issues 

The  study  of  adolescent  delinquency  has  been 
plagued  by  semantic  and  defmitional  problems  that 
confound  research  design  and  the  interpretation  of 
data.  Definitions  of  some  of  the  terms  used  in  the 
discussion  in  this  chapter  arc  jwvided  in  box  13-A. 


^EarJy  research  indicale^  thai  exposure  to  violence  hinders  the  cmotionai  and  ioteltectuai  dcvelopmeDt  of  chiidreD  exposed  to  vtoteoce  (38). 
^For  fuitbCT  disfciission,  see  *Tovarlation  of  Adolescctt  Health  Problems.*'  preparrd  for  OTA  by  D.  Wayne  Osgood  and  Jaiwt  K.  WOsoo  (304). 
H:ond(iC(  disorder  is  defined  in  the  Diagnosac  and  Statistical  Manuai  of  Mental  Disorders.  3rd  «!..  revised  (DSM-IH-R)  as  a  "pcretstcnt  panem 
of  cooducf  in  which  the  basic  rights  of  others  and  fixajor  agt-appropriale  societal  norms  or  rules  arc  violated**  (10). 

^Soroc  Mits  (e.g.,  stealing)  can  be  characterized  both  as  delinquent  acts  and  as  symptotas  of  cwiduct  disorder.  Conduct  disorder  is  diaiaclcrizcd  by 
a  pattcni  of  behavior  over  time;  an  Isolated  act  of  delinquency,  thercfonr.  would  not  constitute  a '  'pattern* '  iMcessarily  leading  to  a  diagnosis  of  conduct 
disoider.  Conversely,  not  all  behaviors  iiKludcd  as  syn^toms  of  conduct  disorder  are  delinquent  behaviors:  lying,  for  example,  is  a  crrterion  for  a 
diagnosis  of  conduct  disorder,  but  in  most  circumstaiKres  it  is  not  a  * egal  offense. 

discussion  of  health  problems  within  the  juvenile  jusbce  system  is  presented  below. 
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Box  13-A— Definitions  That  Pertain  to  Adolescent  DeHnqueney 

Abjudicated:  Passed  go  judkially,  settled,  or  decreed,  convicted  and  scntoiced  An  adjudicated  case  is  one 
in  which  the  oouit  has  entezed  a  jadgmeat 

Adolescent  dcflBqncBcy;  For  purposes  of  this  chapter,  oSeasm  committed  by  adolescents  that  would  be 
ctmsitkaed  vkJatioos  (^oimiiial  law  if  oooun^^  88  simple  assault 

to  seiimis  ofitaises  sucb  as  laiceojMiieft  ot  aggravated  assauU)  and  ofifenses  committed  by  Mtseems  that  are 
conskfeaedoflEenses  only  because  they  are  coiiimitted  by 
iiome.  tmancy). 

Aggravated  a^ault:  lite  unlawfiil  imeotioiud  attenqM  to  inflict  or  actual  infikticsi  ctf  settoiis  bodily  it^luiy 
cff  death  1^  means  <tf  a  deadly  or  dangerous  weqxxL* 

Antisodal  behaviors  by  children:  Also  known  as  conduct  problems  in  the  crimim>logy  Uteiatuie.  these  are 
hostile  <»harmfUbehavioi8th^  deviate  ftwn  the  social  n<wm(e.g.,aggiBssioo,  sealing,  lying,  figbtiiig). 

Ari^rate:Theiiamb«rof  atie^madeinagivmp(q>alath»persomep(^ulmioabase(^^ 
poiod  (e.g.,  5  anests  per  1(X).000  pofwl^ion).  An  aiie^  rate  is  a  type  of  incidaice 

Armn:  Any  wiUfnl  (tf  malidous  burning  or  attempt  to  burn,  widi  (ff  wi&om  intent  to  defi^ 
public  building,  nKitOT  vehicle,  aircraft,  po^soial  proi^ 

Attention  deficit  hyperactivity  disorder  (ADHD):  A  mental  disoider  defined  in  the  Diag/wsHc  and 
Statistkai  Manual  cf  Mental  Disorders,  Jid  ed.,  revised  (DSM-ID-R)  as  a  dishabance  lasting  at  least  6  months  that 
IS  characterized  by  developmeatally  inappn^itiate  dqsnes  (tf  inattention,  impuldveness.  and  hyperactivity.  Onset 
of  the  discader,  which  is  mcHe  common  in  males  than  finnales,  is  typicalfy  before  the  ^  of  4.  Cdttnil  nervous 
systm  dnioimalities  are  thought  to  be  predisposing  factors.  Some  hnpainnent  in  schoolworic  or  coopoating  in 
gn»ip  social  activities  is  caiui»n. 

Burglary/breaking  or  entering:  The  unlawftil  entry  of  a  house  or  structure  to  commit  a  felony  or  a  theft. 
Attempted  forcible  emty  (e.g.,  by  breaking  a  window)  is  inchided' 

Career  criminals:  High  rate  or  long  duration  offenders  who  cojitrilnitc  most  to  total  crime  rates. 

Conduct  disorder:  A  mental  disorder  defined  in  DSM-ID-R  as  a  distuibance  lasting  at  least  6  months  in  which 
a  young  person  persistortly  violates  basic  rights  of  others  and  violates  major  age-aRHOpriate  societal  norms.  The 
diagnosis  is  made  when  an  mdividual  displays  at  least  3  of  13  specified  behaviors  (eg.,  stealing,  rmming  away, 
fiequent  lying,  ddiboate  fire-setting,  frequent  tmancy,  breaking  into  someone  else's  property,  deliberately 
tfestroying  property,  being  jAysically  croel  to  animals,  using  a  weapon  in  more  than  one  fi^).  Onset  is  usually 
prepubertal  Predisposing  factors  are  thought  to  include  ADHD,  parental  rejection,  absence  of  father,  early 
iristinitional  living,  and  association  with  a  delinquent  subgroup.  CbmpUcations  include  school  suspension,  legal 
difficulties,  and  psycboa^e  aibstaiK^  use. 

CroK-sectional  ^di^:  In  criminology  research,  studies  diat  compare  individuals  involved  in  offending 
brfjavior  widi  diose  who  do  not  commit  offenses  at  one  point  in  time.  Some  studies  may  be  broader  and,  for  example, 
compare  fomilies  of  very  delinquort  children  with  tfiose  of  not-s(Mlelinquent  dtildren. 

Delinquent  adolescents;  Adol^eot  juvenile  <^enders. 

Demographic  factors:  Age,  goider,  race,  ethnicity,  geographic  location,  and  socioeconomic  status  arc 
typically  defined  as  demognqdiic  factors. 

Drug  abuse  violations:  State  and  local  offenses  relating  to  the  unlawful  possession,  sale,  use.  growing,  and 
manufacturing  of  a  narcotic  drug.' 

Fordble  rape:  Gaining  carnal  knowledge  of  (having  sexual  intercourse  with)  a  female  fwcibly  and  against 
her  will.  Included  are  rape  by  force  and  attempts  or  assaults  to  rape.' 

Incidence  rate  for  an  offense:  hi  tte  criminal  justice  ficW,  the  number  of  offenses  of  a  given  type  that  occur 
in  a  givai  populaticm  during  a  specified  thnc  period  per  some  populatitm  base.  Incidents  rates  arc  sometimes 
meanired  in  tams  of  anest  rates,  victimization  rates,  or  offending  rates  for  an  offense.  Compare  prevalence  rate 
for  an  offense. 


'These  are  dcfmltkms  used  by  the  Federal  Bttreaa  of  Investi^tion  of  tbe  U.S.  I>epaftinetit  of  Justice  in  the  Unifram  Cram  Repoiti. 
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SffiS^:«teS^v«iito  when 

JufenBe  courts:  Coiim  having  s!«ial  juris^^ 

JmtaBctton  of  the  fanOy  '»213J~«» 

£todinglnadditi«itoflieirsup|KatfiwiiiHivatesouK^ 

inv<«ii»  li»itk£  system-  The  systent-actiiany  50  distinct  statewide  jwenilc  justice  sy««n!>~4hat  inctadcs 

SwM^a  for  deliwment  crf&nses  and  oveisee  the  im|fl«n«itati(m  of  diiW  jwiectiye  semaw.  ^vau» 
'^^^cZ^^^mc.,  and  agencies  that  pomde  protective  s«vices  and  caie  (e.g.,  foster  caic)  for 
mhiors  who  are  victims  of  abuse  and  neglect 

Juvenile  offender:  A  juveaik  wto  has  violated  Federal.  State,  municipal,  or  local  criminal  laws  or  has 
ctmmiited  status  offm8cs(e.g.,nniningawaj' from  home,  tniancy). 

Larcenv-theft  (except  motor  vehicle  theft):  The  unlawful  taking,  canying,  lea^.  or  a*^®* 
rJ^^  ZpcSn  r^stmctive  possession  of  another.  B^ampies  aie  ttefts  of  bicycles 

«K!«rij^^krtSckinB  or  t£^eSng  of  any  property  or  article  which  is  not  taken  by  force  and 
:^^^^'a^'^^£^  EmbiS.  "con"  games,  forgery,  worthless  checks, 

etc.,  are  excluded.*  ,        .  k« 

liKiminir  dkabUities-  A  scneric  t^m  that  refers  to  a  heterogeneous  group  dS  disorders  manrfesti^by 

signifl^M«i^^ 


abilities  or  or  sociai  ssius. 

Longitudinal  studies: Studies  thatexaminethedevelopmentofiij^ 

prevait  it  before  and  reduce  it  after  it  occurs.  ,^^:«ft,r 

Meta-analysis:  A  statistical  or  quantitative  analysis  of  a  large  collection  of  results  from  mdivKlual  ^es  for 
the  purpose  of  integrating  the  finings.  .  . 

Minor:  A  person  who  is  under  the  age  of  legal  majority,  cither  age  18  or  19.  dq)ending  on  the  State. 

Minor  otSens^.  Sec  offenses  {serious  and  minor). 

Motor  vehidetheft:TTie  theft  or  attempted  theft  ofamotorvehicle.Amoto^ 
on  the  ^TalS  not  on  rails.  SpecificaUy  excluded  from  this  category  are  motoiboats.  construction  equipment, 
airplanes,  ami  fanning  equipment.  continued  on  next  pas^ 
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Box  13'A'-4>€finmom  Thai  Pertain  to  AdoUscent  DeUnquency^ontinued 
IV.  ifllf^LT*  ''T***^  mansteughter:  The  willful  (iKOTiegligeni)  Idlling  of  one  human  bdna  bv  another 

offenses  of  a  given^HK^ifi^^^^^^  "'S^*  °r 

D  ^  r  *  fiom  engaging  u  delmquem  acts  sucb  as  theft  or  assault 

..^^^SK^^^l'S^iZ"  '  "^-X  ™  0.e..  bu^U^. 
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Status  off^ises:  Actscraunittedbyniiiiorst^ 
(e.g.,  nmning  ra^  fiom  iNmie,  {xiiGlia^ng  <tf 

Bnieao  of  Inv^ti^iofi^s  fcpcatiiig  Systran,  mtm  ofifeoses  are  omsitoedP&rt  II  efkos^ 

Tr^tmi^  of  d^qpuent  aitelesccnts:  A  tern  often  used  srymxiymoasly       rehahilitative  efibits  and 
smnetin^  contra^  with  pmishfiwit  InstltutfoiiaOy  ti^d  tre^mmt  bitervratkms  are  intenrentiaiis  provkM 
in  juvoiUe  fiacU&tes  widi  faiditiidcmal  envinHtments  (^g.,  trafadiv  sdtocds  a*  lamhes).  C^mnmnlty-based 
treatment  intei^enthms  aie  imeivrailoQS 
enviioniMnts  (e^,  halfcray  hmms,  gn)iq>  ltc»ii^). 

Vktimhatkui  rate:  Hie  nimdwr  of  irffens^  ^qierioced  by  a  given  pqpulatioii  pff  some  popnlation  base 
during  a  givm  time  period  FOTCJifflnplc,  the  vic^^ 
data  is  die  numbCT  ctf  ofienses  ejqpeiico^ 

under  age  18  per  lOO^OOO  individiials  under  age  18  in  die  pcqwbticm  far  I  year.  A  victiniizatira  rate  is  a  type  of 
incktence  rate.^ 


^Tb^  m  ^eOs^tksos  used  by  the  Bimaaot  htsAcc  Stttteto  erf  the  U.S.  Pqw  Queut  of  Joaice  in  tf»  Ntffopd  Qiii»  Smv^. 


Delinquent  acts  are  of  two  general  types: 

1.  acts  committed  by  minors  that  would  be 
considered  violations  of  criminal  law^  if  com- 
mitted by  an  adult,  and 

2.  status  offenses — ^i.e.,  acts  committed  by  mi- 
nors that  would  not  be  considered  offenses  if 
committed  by  an  adult  (e.g.,  running  away 
from  home,  truancy). 

Adolescent  delinquency  can  be  conceptualized  in 
various  ways — e.g.,  in  legal  tenns  such  as  arrest  and 
adjudication  or  in  behavioral  terms  such  as  stealing, 
assault,  munler.  The  use  of  different  definitions  of 
delinquency  confounds  analyses  of  all  areas  of 
delinquent  behavior — the  incidence  and  prevalence 
of  delinquency,  factors  associated  with  delinquency, 
and,  perhaps  most  critically,  assessments  of  the 
effectiveness  of  delinquency  prevention  and  treat- 
ment efforts.  The  definition  chosen  determines  what 
type  of  adolescents  are  studied;  for  example,  if  the 
legal  definition  is  used,  only  adolescents  who  are 
officially  recorded  as  delinquents  are  included  in 
determining  the  number  of  offenses  committed  by 
adolescents.  The  definition  of  delinquency  chosen  is 
also  critical  in  measuring  the  ''success'*  of  preven- 


tion and  treatment  programs  because  it  determines 
the  measure  of  preintervention  and  postintervention 
delinquency  to  be  used. 

SourcBS  and  Umllations  of  Data  on 
Adolescent  Delinquency 

Estimating  the  extent  of  adolescent  involvement 
in  delinquency  is  difficult.  Information  about  the 
four  principal  sources  of  national  data  on  the 
incidence,  prevalence,  and  demographic  correlates 
of  adolescent  delinquency  is  shown  in  table  13-1: 

1.  the  Uniform  Crime  Reports, 

2.  the  National  Crime  Survey, 

3.  the  National  Youth  Survey,  and 

4.  the  Monitoring  the  Future/High  School  Sen- 
iors Survey. 

Each  source  has  substantial  limitations,  and  the 
different  sources  have  different  sample  populations, 
have  different  methods*  and  cover  different  ages, 
offenses,  and  years. Most  researchers  and  poll- 
cymakers  agree  that  no  single  source  provides  an 
adequate  measure  of  delinquency  among  adoles- 
cents (58,99,100,101,123,  201,202,214,353).^ 


^Following  il»  icnninology  of  tbc  field,  the  terms '  'crime  * '  and  *  *cnminal  *  *  are  m?/  used  to  refer  to  acts  coimnined  by  minors  that  wouJd  be  considered 
crimes  if  committed  by  adults,  Instead,  the  terms  "offesise"  and  "dclinqeent  acts"  arc  used  when  referring  to  such  acts.  Tte  terms  "crime**  and 
"criminal**  arc  only  used  to  refer  to  such  acts  cotnmitted  by  adults,  (Offense,  however,  is  a  geioric  torn  that  may  be  used  to  describe  both  deltoqoait 
acts  and  crimes.) 

^tensive  descriptions  and  comparative  analyses  of  these  sources  are  in  tte  titerature.  See,  for  example,  J.H.  Laub,  "Assessment  of  NationalJuvcnile 
Justice  Data  Collection  Efforts:  Childreq/Yooth  as  Victimji  of  Personal  Crimes  and  Other  Offenses  by  PeoVOthcrs**  (257);  S,  Menard,  **Sbort-Tbrm 
Trends  in  CricMr  and  DelinqueiKy:  A  Comparison  of  UCR,  NCS,  and  Self-Report  Data**  (282);  J.G,  Bachmm)  and  L  Johnston,  The  Monitoring  the 
Future  Project:  Design  and  Procedures  (22);  J.G.  Dachman,  L.D.  Johnston*  and  P.M.  D'^MsXi^.Mortitoring  theFuture:  Questionnaire  Respottses  From 
the  Nation's  High  School  Seniors,  1976  (23). 

*Nomrttele^.  the  advantages  and  limitations  of  official  records  and  self-reports  are  somewhaf  complementary.  If  both  types  of  sources  show  similar 
l—nlls,  the  results  have  greater  validity.  ^ 
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Table  13-1— Comparison  of  Source  of  National  Data  on  Adote^nt  Delinquency 


Uniform  Clime  Reports 
(U.S.  Department  of 
Justice) 

National  Crime  Survey 
(U.S.  Department  of 
Justice) 

Nattonal  Youti)  Survey 
(Biottetal.) 

Monltorlr^  the  Future/ 
High  School  Seniors 

(Bachmanetal*) 

Period  measured  

. .  AnnuaHy  slnoe  1930 

AnnuaBy  since  1973 

Amualty  trem  1978- 
I^O.and^  1983. 1986. 
1989 

Annually  sinoe  1975 

, ,  Arrests  reported  iaw 
enfofcement  agencies 

Setf -r^X)rts  by  victims 

Se8"fep«t8  by  survey 
resporidOTts 

Self-reports  by  airvey 
re^)orKisnt8 

Data  oottectlon  method 

Arrests  are  reported  to 
the  FBI  (orlooentr^^ 
StateageiKiesttiatthen 
repCMttotfie  FB()I^ 
over  1 2,0CX)  iaw  enfbroe- 

■Mna%e  j-itntjLu-ijL 

ment  districts 

National  household  in- 
ter>4mr  survey  (rf  a  na- 
tionat  eampie  of  49,000 
househ<AteivithtOtOOO 
persons 

Natbmal  interview  sur* 
vey  of  a  eampie  of  1 ,044 
houseN^lds  with  a  co- 
hort of  1 ,7S5  youth  ages 
11  to17fri19TO 

Nctfionalsiirveyofasamh 
ptoofaboutlStOOOto 
18,000  h^  school  sen- 
iors, with  an  annual  fbl- 
iow^>  wrvey  of  sample 
sul3set 

Sertous  offenses  \ndu6ed . , 

. ,  Murtterfflidnomet^tgent 
manslaughter 
Forcttsfe  rape 
Bobbery 

Assmjit  (aggravated) 
Burglary 
Laroeny-theft 
Motor  vehfcte  theft 
Arson 

Rape 

Robbery  (perswal) 
Assault  (^gravated) 
Household  burglary 
Motor  veh^e  theft 
Hcnisehoid  larceny 
Personal  larceny 

Rape* 
Robbery 

Assault  (aggravated) 
Burglary 
tarcenyAheft 
Motor  vehlde  theft 
Arson  (as  of  1980) 

Robberyo 

Assairit  (aggravated) 
Laroeny^heft 
Motor  vehlde  theft 
Arson 

Minor  offenses  included . 


.  Other  (non^ravated 
assaults) 

Fbr{^  and  counterfeit- 
ing 

Fraud 

Embezzienient 

Stolen  property  offenses 

Vandalism 

V^apons  offenses 

Prt>8tltu8on  and  oornner- 
ciallzed  vice 

Sex  offenses  (ex^t 
forcible  rape  and 
pro$tltutic»i  and  oorrv 
merdallzed  vice) 

Drug  atxise  violations 

Gamt>iing 

Offenses  against  family 

and  children 
Liquor  law  violations 
Drlvlr^  under  the  inffu- 

ence 
Drunkenness 
Disofderty  conduct 
Vagrancy 

All  otl^r  nontraff  Ic  of- 
fenses 
Suspicion 

Curfew  and  loitering  of  < 
fenses  (limited  to  per- 
sons underage  18) 

f^maways  (limited  to  per- 
sons  uncferage  18) 


Simple  assault 


St  m(^  ass^lt 

Stolen  property:  buying, 
receiving,  possess- 
ing 

Vand^}OTi(e)GD^  1977) 

Weapons:  carrying, 
posses^ng,  eto. 

Bostiti^  andownmer- 
dalized  vice  (been 
paid  fw  sex) 

Dnjg  abuse  violations  (irv 
dudes  marijimna) 

Uquor  law  violatons 
(£toM  use  for  tlxise 
tffKter  f^e— varies  by 
year  ar^jurisdiction; 
sale  of  alcc^ol  to  a 
minor) 

Drurtkenness 

Dlsordwly  conduct 

Sex  offenses  other  than 
pro^Hutlon  and  rape 
(obscene  pfwie  caBs; 
"oxual  Weroou^se  for 
10^  under  age) 

Fraud  (1979, 1980, 19KJ. 
1986, 1989) 

Forgery  and  cotmteff  eit- 
ing  (passing  bad 
checks  or  phony 
money)  (1979. 1980, 
im  1986. 1989) 

Embezzlement  (1983, 
19%,  1989) 

Driving  under  the  Influ- 
ence (1983, 1986, 
1989) 

Runaw^  (1976, 1980) 


Simple  assajit 
Vandalism 

Uquor  law  vidatbn  (al- 
cohol use;  whether 
this  Is  underage  may 
vary  by  jurisdiction 
and  t>y  year 

Dmg  abuse  victotlons  (in- 
dudes  marQuana) 


erIc 
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Table  13-1-CompBrlson  of  Sources  of  National  Data  on  Delinquency-Continued 


Unltar m  Crime  Reports 
{U.S.  Dt^rtment  of 
Justice) 


Nation^  Crime  Survey 
(U.S.  Department  cA 


NallwaJ  Youth  Survey 
(BHottetai.) 


Mwtitortngtrw  Future/ 
Htgh  School  Seniors 
Survey 
(Bachman  et  al.) 


Adolescent  of 
offenders  measured 


10  12.13-14,15. 16. 
17,18 


Under  12. 12^14, 
15-17. 18-20 


11-  17(1976) 

12-  18  (1977) 

13-  19(1978) 

14- 20  (1979) 

15-  21  (1980) 
18-24  (1983) 


High  school  senbrs 
(17  and  16) 


Ages  of  offenders. 
reported 


B4^*hr:  1976-1980.  Natk«al  Youth  Survsy  B«port  Na  28 


Urxtef  12-30+ 


11-30 


17-28 


The  Uniform  Crime  Reports  program  maintains 
arrest  data  reported  annually  by  local  law  enforce- 
ment agencies  to  the  Federal  Bureau  of  Investigation 
in  the  U.S.  Department  of  Justice  (407,408,409.410). 
Uniform  Crime  Reports  data  have  been  collected 
since  1930  and  cover  more  types  of  offenses  than 
data  fwm  other  sources;  they  also  cover  offenses 
committed  by  individuals  of  aU  ages,  and  they  are 
up-to-date  and  easy  to  interpret.  One  limitation  of 
Unifoim  CMme  Reports  data,  however,  is  that  they 
may  be  affected  by  underreporting  of  arrests,  partic- 
ularly underreporting  of  arrests  for  minor  offenses 
(282).  Another  limitation  is  that  they  may  be 
affected  by  law  enforcement  agencies'  bias  toward 
the  detecuon  and  arrest  of  offenders  from  certain 
groups  in  society  (e.g.,  black  male  adolescents) 
(280).  Furthermore,  the  use  of  arrest  rate  data  tu 
detect  trends  over  time  is  problematic.  One  reason  is 
that  law  enforcement  agencies  may  focus  on  differ- 
ent types  of  offenses  in  different  historical  periods 
(e.g..  a  drug  crisis  may  limit  resources  available  for 
the  detection  of  other  types  of  crimes);  another 
reason  is  that  changes  may  occur  in  the  definitions 
of  offenses. 

The  National  Crime  Sun  ey  is  a  national  house- 
hold interview  survey  of  Americans  ages  12  and 
Q    over  administered  annuaUy  by  the  Bureau  of  Justice 

ERIC 


Statistics  of  the  U.S.  Department  of  Justice 
(416,419,423.447).  The  National  Crime  Survey 
obtains  infonnation  based  on  victims'  reports  about 
offenses  that  may  not  have  been  reported  to  or 
detected  by  law  enforcement  officials  and  thus  may 
not  be  reflected  in  the  Uniform  Oime  Reports.  The 
National  Crime  Survey  has  several  important  limita- 
tions with  respect  to  adolescents.  First,  the  designa- 
tion of  the  ages  of  the  victimizers  relies  on  accurate 
recaU  by  the  victim.  Second,  the  survey  has  been  less 
successful  in  interviewing  young  black  males  than  m 
interviewing  other  groups.  Third,  victims  often  do 
not  identify  victimizers  whom  they  know  (257). 
Other  limitations  of  the  National  Crime  Survey  are 
that  it  does  not  collect  data  from  people  who  do  not 
live  in  households,  that  it  does  not  obtain  data  from 
victims  younger  than  age  1 2,  that  the  data  reports  are 
not  timely,  and  that  only  six  out  of  eight  Federal 
Bureau  of  Investigation  Part  I  offenses  (serious 
offenses)  and  only  one  Federal  Bureau  of  Investiga- 
tion Part  n  offense  (minor  offense)  are  covered.  The 
useftdness  of  the  National  Crime  Survey  for  trend 
analysis  is  limited  because  the  methods  of  the  study 
have  changed  over  time  (257). 

The  National  Youth  Survey  is  a  confidential 
interview  survey  begun  by  Elliott  and  colleagues  at 
the  Behavioral  Research  Institute  in  Boulder,  Colo- 
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rado  (100,102,103,104).  The  survey  began  in  1976 
with  a  national  cohort  of  1,725  1 1-  to  17-year-olds 
(100).  Since  1976,  the  survey  has  continued  to 
foUow  the  original  cohort's  involvement  in  delin- 
quency and  crime,  substance  use,  and  mental  health 
problems.'  The  1976  and*  1977  portions  of  the 
National  Youth  Survey,  conducted  when  cohort 
members  were  ages  11  to  17  and  ages  12  to  18 
respectively,  are  useful  in  revealing  the  incidence 
and  prevalence  of  offenses  committed  by  adoles- 
cents, including  those  not  known  to  law  enforcement 
agencies  or  victims.  It  is  important  to  note,  however, 
that  these  data  for  adolescents  are  now  about  15 
years  old  and  may  not  reflect  current  adolescents' 
mvolvement  in  offenses.  Another  limitation  of  the 
National  Youth  Survey  is  that  although  it  includes  a 
broad  spectrum  of  serious  and  minor  offenses  it 
does  not  include  all  Part  I  offenses  (serious  of- 
fenses). Another  point  is  that  smrey  respomJents 
may  underreport  their  involvement  in  delinquency 
(257);  on  the  other  hand,  Elliott  and  his  colleagues 
have  had  to  adjust  reported  rates  for  serious  offenses 
downward  when  discussion  with  the  respondents 
revealed  that  the  acUons  reported  were  not  ones  that 
would  have  subjected  the  respondents  to  arrest  (98). 

The  Monitoring  the  Future! High  School  Seniors 
Survey  is  a  national  survey  conducted  annually  since 
1975  by  Bachman  and  other  researchers  at  the 
Umversity  of  Michigan's  Institute  for  Social  Re- 
search (22.23.243).  This  survey,  which  uses  a 
self-report  mstrument,  annually  surveys  16.000  to 
18,000  high  school  seniors  (and  conducts  an  annual 
foUowup  survey  of  a  sample  subset)  (25).  Although 
It  mcludes  some  items  pertaining  to  involvement  in 
deHnquency  (and  for  the  older  respondents,  crimes) 
toe  Monitoring  the  Future/High  School  Seniors* 
Survey  is  limited  in  that  it  begins  with  those  who  are 
already  high  school  seniors,  excludes  school  drop- 
outs, and  does  not  coUect  data  that  are  completely 
raciaUy  and  ethnically  representative  of  the  coun- 
try's adolescents  (257). 

The  nationaUy  oriented  Uniform  Crime  Reports 
National  Crime  Survey,  NaUonal  Youth  Survey,  and 
Monitoring  the  Funire/High  School  Seniors  Survey 
are  complemented  by  community-level,  special  re- 


search studies  that  examine  the  "causes"  of  delin- 
quency. Most  of  these  community-level  studies  are 
cross-sectional  rather  than  longitudinal,  however, 
and  many  have  design  jroblems  that  prevent  them 
from  assigning  causality  (126).  Some  study  designs, 
for  exan^le,  use  measures  of  delinquency  (e.g., 
arrests)  for  a  period  in  the  past  while  deriving 
"causal"  variables  from  reports  in  the  present.  This 
ten5)oral  sequwice  is  more  likely  to  measure  the 
effects  of  delinquency  on  the  variables  than  flje 
reverse  (240).  Plospective  longimdinal  studies  offer 
the  best  opportunity  for  identifying  **causal"  fac- 
tors, but  they  are  expensive  and  rare.  Rmher,  even 
some  longitudinal  studies  are  based  on  retrospective 
self-reports  that  contain  biases  due  to  respondents' 
poor  memories;  others  may  be  applicable  only  to 
specific  geographic  areas  or  social  climates. 

Inciiema  and  Prevaience  of 
Adolescent  Delinquency 

In  considering  adolescent  delinquency,  it  is  im- 
portant to  note  that  the  tenns  incidence  rales  and 
prevalence  rates  mean  something  different  in  the 
criminal  justice  field  than  they  do  in  public  health 
epidemiology  (see  box  13-A).»o  Incidence  rales— 
the  number  of  offenses  or  arrests  per  100,000 
adolescents  in  the  population  in  any  given  year— 
wUl  not  reveal  how  many  adolescents  are  involved 
m  delinquency,  because  incidence  rates  measure  the 
number  of  offenses  and  one  adolescent  could 
commit  any  number  of  offenses  in  a  given  year. 
Conversely,  prevalence  rates— the  percentage  of 
adolescents  committing  delinquent  acts  in  a  given 
year— will  provide  infoimation  on  how  many  ado- 
lescents are  committing  delinquent  acts  in  a  given 
time  period  but  will  not  reveal  how  many  delinquent 
acts  are  committed. 

How  Many  Delinquent  Acts  Are  Commlttetl 
by  Adolescents? 

Information  on  incidence  rates  for  offenses  com- 
mitted by  adolescents  can  give  a  partial  understand- 
ing of  the  extent  of  adolescent  involvement  in 
delmquent  behavior.  Arrest,  victimization,  and  self- 
reported  offending  rates  are  analogous  to  incidence 
rates,  and  this  section  reviews  data  on  arrest, 
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Table  13-2— Comparison  of  Rates  of  Serious  Offenses  Reported  by  Oitferent  Sources  of 

Nation^  Data  on  Adolescent  Delinquency 


NattonalYiHith  Survey: 

Unfform  Crime  Beports: 

Natlonai  Crime  Survey: 

A(Qustdd  e^-reported 

Arrest  rate 

Vkirtimlzatfon  rate  1987— 

offendbig  rate  1979— 

under  age  18* 

age  17andufTdef* 

  143 

573 

34.570 

  1.067 

NA 

137.135 

^AmsifB^arB  th» numkMr  of  arrMte  macto  In  a  glvw  popuJaHon  p«r  9omQ  pc^lafton  dur^  a  g\\tm  tim»  p«rfod.  The  arr«s1  rata  hara  It  tha  nMmbar 
Q^aiTOitol^sarkntt  oHanm  (vloNNit  Of  prepay)  olMivMuats  undara^ 

vfotant  offansaa  inckxM  vMra  misdar  and  rHtraiagf  l^nt  manilaughtar,  fordtrfa  rape,  robbtry*  and  aggravatad  aasautt  Swieus  property  otfantaa  Inciudad 
wara  buugtary,  fan:any»thafl  motor  vahida  th^»  and  arson. 

^^cthnia^kmrat^smm  tha  number  of  off  ansat  9)^>«imK6d  by  a  giyan  populatk»n  soma  pt^tation  base  ih^ing  a  #vwi  «bT>a  parted.  Ih9  vIdimlzaUmi  rata 
hora  is  tha  numbar  of  sadous  offansas  {yidant  or  prDp«1y)  axparfanoad  by  Mh/fdital9  12  yaart  of  age  and  over  oommlttvd  tyy  fndfvldMfa  under  ega  1  e  In 
19e7  par  ^WJ0OO  Indlvkfuals  under  age  18  in  tha  p^lation  ^  1987  S^tout        offans^  induM  wara  rspa.  mbbary.  and  aggrsvatad  aMautt 

^Offanogr^/afasaralha  numbar  of  offansaa  that  occur  In  a  given  pi^nilatton  par  soma  poputatkvi  base  duHng  a  gfvm  tt^ 
is  tha  rwib^of  sarkH^  offttnsas  {violam  or  pfoparty )  self  *f»pc»1^ 

Sarious  vtolant  offansas  inckidod  wara  rapa,  robbary,  and  »aautt.  Saftous  pit^rty  otfansas  \ndi\MM  laroany-if^  motor  vsbiola  thafi,  and  burglary. 
^Adjustad  ratas  ara  ratas  oorractod  k>f  Ir^vla)  avents  that  would  not  hava  avokad  a  poHoa  i^spc^rsa. 

SOURCES:  Untfomi  CHmaRapofta:  US.  D^wrtmam  of  Justkas.Fadaral  Buraau  of  kr^^  UnffonnCfifmR^orfsiCrffmfnffmiMMStaSBS,  1B8$ 
(Washington.  DC:  U.S.  Qovammant  Printing  Offica*  1989).  National  CHma  Survay:  U.S.  Oapartmant  of  Justloa.  Offloa  of  Justloa  Programs, 
Buraau  of  Ju^ica  Statistics,  caloilatlons  basad  on  unpuMlshad  Natlona!  Crtma  Survay  data  on  criminal  victimization.  Washington,  DC<  1990. 
Hatt<Miat  Youth  Survay.  adjured  rataa:  D.S.  EHIott  and  D.  HuUanga,  '"Salf-Raportad  Maasuras  of  Dalinquancy  and  Cfism:  Micro  itauas  ar^ 
Computsr  Rndlngs^  Bahavloraf  Rasaarch  fnstftuta.  Bouldar,  CO,  1984. 


victimization,  and  self-reported  offending  rates  re- 
lated  to  offenses  committed  by  adolescents.  Most  of 
the  discussion  focuses  on  serious  offenses  rather 
than  minor  offenses. 

In  1988,  there  were  1.6  million  arrestx  of  U.S. 
adolescents  ages  lOto  17  (410,412).  Uniform  Crime 
Reports  data  for  1988  indicate  that  arrests  for  serious 
jM^operty  offenses  by  adolescents  are  much  more 
common  than  arrests  for  serious  violent  offenses 
against  persons  (see  table  13-2).  Self-reported  of- 
fending rate  data  from  the  National  Youth  Survey 
(when  adjusted  to  exclude  trivial  events)  are  consist- 
ent with  arrest  data  in  showing  that  serious  property 
offenses  are  committed  relatively  more  frequently 
by  adolescents  than  are  serious  violent  offenses  (see 
table  13-2),**  It  is  in^rtant  to  note,  however,  that 
the  self-report  data  from  the  National  Youth  Survey 
are  dated  and  may  not  apply  to  today. 

Although  current  rates  of  arrests  for  serious 
offenses  by  U.S.  adolescents  may  seem  high,  there 
is  some  evidence  that  the  aggregate  arrest  rates  for 
serious  violent  offenses  and  for  serious  property 


offenses  committed  by  U.S.  adolescents  have  de- 
clined since  the  mid-1970s.  The  aggregate  aniest 
rates  among  individuals  under  age  18  for  serious 
violent  offenses  (murder,  forcible  rape,  robbery,  and 
aggravate  assault)  declined  slightly  (1,3  percent) 
from  1974  to  1983^^  then  leveled  off  at  the  1973 
level  {see  figure  13-1).  The  arrest  rates  among 
individuals  under  age  18  for  serious  property  of- 
fenses (burglary,  larceny- theft,  motor  vehicle  theft, 
and  arson)  declined  sharply  from  1975  to  1983  and 
have  hovered  around  the  1983  level  ever  since  (see 
figure  13-2). 

The  recent  decline  in  aggregate  arrest  rates  for 
serious  offenses  among  individuals  under  age  18  is 
paralleled  by  a  decline  in  the  aggregate  victimization 
rate  for  rape,  robbery,  and  assault  committed  by 
persons  under  age  18  (see  figure  13-3).  Also,  the 
victimization  rate  for  serious  offenses  committed  by 
12-  to  17-year-olds  d^:reased  8  percent  from  1973  to 
1983  (256)  and  after  that  fluctuated  around  the  1982 
leveL 


^  *  As  iK)tc4abovc,  v  ictrnis  arc,  rcasaiwbly,  oof  asked  lo  report  on  property  offcoscs.  As  aconscqucncc,  ibc  relative  rales  of  violcnl  and  propcrTy  o^cnses 
carmot  be  compared  usxog  viclinuicaliOD  data,  Vtctimtzation  rates  for  violent  offenses  are  higher  than  arrest  rates,  but  much  lower  tlian  sclf-ieponod 
offmding  rates,  for  such  offenses. 

^  ^Different  data  sources  may  use  dilTerem  age  categinies,  making  interpretattoa  of  trends  more  diffkuit  For  example,  some  data  arc  available  for 
adolescems  ages  10  to  t8,  wiule  other  statistics  arc  aggregated  below  age  18  aod  the  10-  to  t8-year-old  offenders  camiot  be  distlnguisbed  from  tliosc 
youi^erthan  lOyearsofage.  However,  die  proportionof  aiTestsfor  serious  vioiema<idpn^per^  lOisextrtmety 
small  (see  figures  1 3-4  and  1 3-5).  Tbe  relative  tAstgnificance  of  arrest  data  for  childirn  under  age  10  may  reflect  a  taw  efiforcemenl  bias  against  sudi 
Q    istsm  well  as  the  rarity  of  sucb  offenses  by  youf^  children,  ^ 
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Figure  13-1— Arrest  Rates"  for  Serious  Violent 
Offenses"  l>y  Persons  Under  Age  16  and 
Age  18  and  Over,  1965^ 


Figure  13-2— Arrest  Rates*  for  Serious  Property 
Offenses**  by  Persons  Under  Age  18  and  Age  18  and 
Over.  1965-88 
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^Th0  arrmt  rata  Is  tha  number  of  aoBSts  made  M  a  Qlv»n  population  por 
gtvon  population  base.  The  arrevt  rate  hare  Is  tha  nvmbm  of  arrasu  par 
100^)00  po|H4at^  of  the  same  ug9  group. 

^Sarkfus  viofant  ofHSsnvas  are  fm/fdor  and  rwnnas^tgoftt  manslaughtar. 
forcibfo  rap*,  rDM)ery,  and  ag9rayatad  a»tautt. 

SOURCE:  U*S.  Dapartmant  of  Jutiice,  Fadarat  BiTMu  of  Invastleatlon, 
Ag^'Spaotfh  Arrgst  Rett»B  and  Baoa-Sp&d^  ArwtR^s  f» 
S^lactad Offanams  i^$-f9SB(;Wasr^j^ton,  PC:  April  1990). 

Trends  in  arrest  rates  among  U,S.  adolescents 
vary  tremendously  by  type  of  offense,  and  consider- 
ing aggregate  figures  alone,  without  looking  at 
trends  for  specific  offenses,  may  lead  one  to  miss 
important  policy  implications  (409).  Fotemially  the 
most  troubling  recent  trends  are  increases  in  arrest 
rates  among  U.S.  adolescents  ages  13  through  18  for 
the  serious  violent  offenses  of  murder  and  nonnegli- 
gent  manslaughter  (see  figure  13-4)  and  for  aggra- 
vated assault  (see  figure  1 3-5),  There  also  have  been 
increases  in  arrest  rates  among  U.S.  adolescents  for 
the  less  serious  offenses  of  simple  assault  and 
weapon  use  (409).  Fortunately,  arrest  rales  among 
U.S»  adolescents  for  some  serious  property  offenses 
(robbery,  burglary)  and  minor  offenses  (narcotic 
drug  law/drug  abuse  violations)  have  recently  de- 
clined. Arrests  for  larceny-theft  have  been  relatively 
stable  since  1974. 


^Jha  an :  *f  rafe  is  the  number  of  arrasts  made  tn  a  gtvan  population  par 
Qlvon  population  bcwe.  The  arraitt  rata  here  f«  tr>a  number  of  arrea^  par 
100,000  popufatlon  of  the  same  age  group. 

^5«fip«;9propaiyo^aa5  are  burglary.  ta^O0^)^tt^cft  motor  vahldeth«ft 
and  araon. 

SOURCE;  US,  Dapirtmarrt  ^  Justica,  Fadflral  Bureau  of  Invett^lon. 
Aga-^mm  Arraat  Rala9  and  Rapa-^aciHc  Arraat  f^staa  fdr 
SafadadOffmat  igeS-l&SS  (Vlteihlngton.  DC:  April  1990). 


Pt^oradlt:Baf^mlnSmf&9,Wa»t^iSfofuDC 

Recent  Increases  fn  arrest  ratea  among  U.S.  adolesoante 
for  the  serious  violent  offenses  of  mt^x^/nonnegllgent 
manslaugftter  and  aggravated  s^satitt  are  dlsturt^ing. 


The  interpretation  of  arrest  rales  is  actually 
somewhat  difficult.  The  reason  is  that  changes  in 
arrest  rates  over  time  may  be  biased  by  greater  or 
lesser  law  enforcement  efforts  directed  toward 
^-^rticular  offenses  over  time,  shifts  in  police  capac- 


ity to  apprehend  offenders,  or  other  factors  umelated 
to  changes  in  adolescent  behavior.  It  is  interesting  to 
note  that  self-reported  offending  rate  data  from  high 
school  seniors  support  somewhat  the  inference  that 
there  has  b^n  an  increasing  adoles<^nt  commission 
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Figure  la^Victlmization  Rates  for  Rape,  Robbery, 
and  AsMutt*  ComrrMtted  by  Persons  Under  Age  18, 
1980-67 
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of  some  violent  offenses;  however,  reports  of  crime 
victims  do  not  support  that  inference  (see  table 
13-3).*^ 

To  the  extent  that  arrest  rates  and  adolescents* 
self-reported  offending  rates  reflect  adolescent  he- 
kavior,  the  increase  in  rates  for  simple  assault, 
aggravated  assault,  and  murder  and  nonnegligent 
manslaughter  could  he  indicative  of  a  trend  among 
adolescents  to  increased  violent  assaults  against 
persons.  This  increase  in  violent  assault  points  to  an 
increasing  need  for  prevention. 

How  Many  Adolescents  Contmit  Deiintiuent  Acts? 

For  the  purposes  of  understanding  adolescent 
involvement  in  delinquent  behavior  and  formulating 
policy  to  prevent  and  control  delinquency,  it  may  be 


Figure  la^Armst  Rates*  for  MunSor  and 
Nonnegllgant  Manataugritar  by  Pemons  Aga  18  and 
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SOURCE:  U.S.  0«partm«it  of  ^^Ipa,  f^adaral  Bwaau  of  frivasfigttton, 
Affa-^pao«fc  Arrasf  «BtB«  «ao^^ 
S0hMOItsns»s  ffl^rstse (Washington,  00:  April  1990). 

important  to  Imow  not  just  the  number  of  offenses 
but  the  number  of  adolescents  who  commit  delin- 
quent acts,  the  frequracy  with  which  such  acts  are 
committed*  and  the  types  and  seriousness  of  the 
offenses.  If  most  delinquent  offenses  are  committed 
by  a  small  numba  of  adolescents  who  conmiit  many 
offenses  each*  the  implications  are  likely  to  be 
different  from  the  implications  that  would  exist  if 
individual  adolescent  offendm  commit  only  a  few 
offenses  each* 

Determining  how  many  adolescents  commit  de- 
linquent acts  nationwide  is  as  difficult  as  determin- 
ing how  many  offenses  are  conunitted  by  adoles- 
cents. Recent  data  on  the  number  of  U.S.  adolescents 


^^Althoi^  they  were  not  Bskcd  about  other  viotenl  offcKcs  (e.g..  murd^).  high  school  seniors  were  faicicasi^gfy  likely  to  ntport  having  committed 
an  aggravared  a&sault  to  the  period  from  1975  to  I9S5  (303).  On  the  other  hao(3L  victinis  irponod  oo  iname  in  being  assaoltod  by  15-  to  n-vcar-olds 
in  the  period  from  1980  to  I9S7  (sec  table  1 3-3).  i««iiu«<«         lo  i  /  ycar-oios 

"As  discussed  below,  even  if  arrest  rates  for  certain  violent  offenses  were  not  increasiog,  very  link  effort  has  been  devoted  to  ancmpts  to  pf^vcm 
adolcsccms'  use  of  violence.  One  couJd  aiguc,  therefore,  that  the  need  for  preventive  intervcntioQs  caMs  regardless  of  changes  in  rates. 
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Rgure13-5—An98t  Rates*  for  Aggrevatod  Assault  by 
Persons  Age  18  and  Under,  1965-88 
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SOURCE:  U.S.  Departmant  of  ^kt^be,  Fadaral  Bmwu  of  Investigate, 
Agv^S^wcfflb  Ani»t  R0t9S  and  Raoo-Sp^M:  Amst  Rates  far 
SahctadOfhnaas  f 065-1908  (V^ington.  DC:  April  1090), 


engaging  in  deliiKjuent  acts  are  not  available.  Data 
on  adolescents  in  the  National  Youth  Survey  are 
quite  old,  having  been  collected  between  1976  and 
1980,  Data  in  the  Uniform  Crime  Reports  and  the 
National  Grime  Survey  provide  information  on  the 
number  of  offenses  and  cannot  be  easily  manipu- 
lated to  obtain  prevalence  rates«  Infomiation  about 
prevalence  can  be  obtain^  from  longitudinal  re- 
search projects,  but  such  studies  are  typically 
community  based  and  may  not  be  generaUzable  to 
other  communities. 

Af^ailable  data  from  the  National  Youth  Survey 
suggest  that  a  large  majority  of  US.  adolescents 
commit  minor  offenses  at  least  once  and  that  a 
considerable  minority  of  adolescents  also  commit 


serious  offenses  at  least  once.  A  mall  percentage 
repeatedly  engage  in  both  serious  and  nonserious 
acts  of  delinquency  <100).  Elliott  and  his  colleagues 
conducting  the  National  Youth  Survey  discovered 
that  most  adolescents  become  involved  in  some 
level  of  i^linquent  behavior  during  the  course  of 
their  adolescence — although  their  infractions  are 
usually  relatively  miuM  (e.g..  a  status  ofifonse* 
vandalism,  minor  assaults)  (100).  In  addition,  they 
found  that  21  percent  of  the  participants  in  the 
survey  had  committed  at  least  one  serious  offense  in 
1976  (100).  If  21  percent  of  the  29.2  million 
adolescents  who  wa^  11  to  17  years  old  in  1976 
conunitted  smous  offenses,  th^  approumately  6.1 
million  adolescents  committed  one  or  more  serious 
offenses  that  year. 

The  fmdings  of  many  oth^  studies  parallel  those 
of  the  National  Youth  Survey.  A  review  published  in 
1981  noted  that  a  ^'substantial  minority  of  fte 
adolescent  male  population  has  been  or  will  be 
arrested  or  convicted'*  (128).  The  figures  vary  from 
20  to  70  percent  depending  on  demogr^>hic  charac- 
teristics, seriousness  of  ofifense,  or  other  factors 
included  in  the  ^dies  reviewed  (128).  Another 
review,  published  in  1986,  noted  that  the  best 
available  estimates  indicate  that  between  25  to  35 
percent  of  urban  males  will  be  arrested  for  a  serious 
crime  in  their  lifetimes,  and  15  percent  will  be 
arrested  by  age  18  (48). 


What  Is  the  Pattern  of  Committing  Serious 
Delinquent  Acts  Among  Adolescents? 

An  understanding  of  the  duration  and  level  of 
involvement  of  adolescents  in  serious  delinquent 
behavior  is  important  to  an  analysis  of  policy 
implications.  Available  data  suggest  that  not  all 
adolescents  who  commit  a  single  serious  offense  are 
destined  to  become  **career  criminals.'*  For  which 
adolescents  dc^s  involvement  in  smous  delinquent 
behavior  suggest  the  beginning  of  a  criminal  career 
and  for  which  is  such  involvement  limited?^^ 


<'An  imponant  coo^cratton  In  tracking  the  careers  of  criminals  is  the  possible  effects  of  iovoivenieiit  wi^  tbc  juvenile  justice  sysieoL  A  baste 
qocstioo  is  whether  beii^g  appiehcmlod  leads  to  worw 
fonns  of  dcHoqKm  behavior  Of  cjqwtatw 

of  muJtipte  offenses  early  and  contmue  unabated  do  so  because  they  have  escaped  apprcbcosion?  As  discussed  more  fully  below  under  effectiveness 
of  the  juvenile  jnstkx  system*  available  data  are  unable  to  answer  this  questk>n  dcfmitively. 
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Table  i3-3--Seriou8  Offenses  by  i7«*Yter*0lds:  Trends  In  tho  incManca  Rates  Repprtdcf  by  Different  Sources  of 

National  Data  on  Adolescent  Delinquency* 


Data  source 

'^/p6  of  offsnsB 

Uniform  Crime  Reports 
(arrest  ra^ 

N^onai  Crime  Survey 
(vtettntization  rates^) 

itoiionai  Tuuui 
Surv^  (seff-rapotted 
(^n(fing  rates*) 

MfHtftortng  the  FuturWHiflh 
Schm^  Seniors  Survqr  (self 
raportod  offondlnQ  rates*) 

Aggravated  assautt  

1976-80 
1975^ 
1980-87 
1978-88 
1984-88 

Illll 

No  obvious  trend 

No  obvious  trmKt 

Upward  trend 

BoDbory  

..  1976-«} 
1975-85 
1981VB7 
1978-88 
1d84^ 

Upwanltism) 
No  oOvltts  trend 

Downward  trend 
Downwaid  trend 

No  obvious  trend 

No  obvious  tffind 

No  obvious  trend 

ForclWe  rape  

. .  .1978-80 
1980-87 
1978-88 
1984-88 

U|nVfllu  utnHI 

No  oMmis  trend 
flo  otMcw  trand 
Downward  trend 

No  obvious  b^nd 

No  obvious  b^ 

Mtm^  am)  nonndottgerrt 
matmlaugmBr   

1978-88 
...1984-86 

No  obvioi^  trertf 
Upward  trernl 

Urceny-theft  

1976-80 
1975-85 
1978-88 
1984-88 

No  (^)vtot^  trend 
No  otMous  treiHl 
No  ot^vtm^  ^nd 
No  otMous  troRd 

No  obvious  bBnd 

Downward  tnpnd 

Burglary  

.  1976-80 
1978-88 
1984-88 

No  obvioi^  trertf 
Domvrard  trend 
Downward  trend 

No  obvious  bBnd 

Motor  whicte  theft  

.  1976-80 
1975-85 

1978-88 

1984-88 

No  oMous  trend 
No  obvious  trend,  then 

downward  trsnd. 

tten  tqmrdtrand 
No  oMoiss  trend,  then 

downward  trsnd. 

then  iqward  frerH) 
Upward  trend 

No  obvious  trofKf 

No  obvious  trend 

Arson   

1975-85 
1978-88 
1984-88 

Upward  trend,  then 
downward  trend,  then 
no  obvtoiis  trend 

No  otsvioi^  treiKl,  ttwn 
downward  trend,  ftan 
00  obvious  trend 

No  otjvlous  trend 

No  obvious  trend 

«»nc©  1 7  was  tho  orty  age  Indude^  in  aB  four  f>atJwwO       «n*rws,  th»  trends  dQSCffltw*  for  rndMdual  oH«nsw  are  tor  1 7-y«ar-aWs. 
^«  arrest  rate  twa  rafws  to tha  numbar  of  arrests  of  l7-year^ldft  per  100,000 1  T-year^ofds  \n  the  poputation.  The  years  used  as  the  beginning  and  the  and 

points  for  trends  fn  the  tat:^  neffect  raadlfy  se^lMm  data. 

column  shows  trands  In  arrest  rates  for  serhxis  offenses  (violent  or  profwrty)  among  1 7-year-o*ds  In  1988. 
^*The  victim teatton  rate  hare  Is  the  number  qf  eedous  offenses  (vtotent  or  property)  expwlenoed  by  individuate  1 2  years  of     and  over  oomm  ttted  txy  individuals 

17  years  of  age  In  1987  pm  10O.O0O  individuals  1 7  years  of  age  In  the  popwiaf ton. 
The  9elf-repofttng  offending  rate  here  h  the  number  of  seHous  offenses  ( viitoTt  or  property)  sa!f -fepwtod  by  IndJ  vWuato  1 7  years  of  ago  par  1 0O.OUO  indi  viAwIe 

17  years  of  age  In  the  popuiatk>n. 

SOURCESrUnlforrnCrfm©^  *  ports: U.S.Departmfl*notJustk5e.Fe^^  Uftiform<^HmR0p(^.Chm0hlhBiM&dStat0s,  i9B8 

(Washington  DC:  U.S.  Government  F»rfntlng  OffJce.  August  1M0).  Natlonat  Crime  Survey:  U.S.  Oapartmeot  of  Justtoe,  Office  of  Justloe 
Progmms.  Bi^eau  of  Justice  Statlstlce.  OMnat  Vicf^ization  In  ^  iMlt9d  S&af«s.  1987,  A  Nationa)  Crime  Survey  Report,  NC«I-1 15524 
(Washington.  DC:  June  1989).  Hattonal  Vouth  Survoy:  O.S.  Bifott.  S.S.  Ageton.  D.  Huldnga,  et  aL.  7ha  Pn¥aim)CAMn(StncSd0t)c»  ofMint^Mtit 
Behavior:  1976-1960,  Natbnel  Youth  &rvey  Report  No.  26  (Boukiar,  CO:  Behaviorat  Resaaroh  Institute,  March  1983).  MonitoHng  the 
Futura^h  School  Saniorv  Survey:  D.W.  Osgood,  PM,  OMall^,  J.Q.  Bachman.  at  al..  Ttme  Trends  and  A^  Trer^  in  Arrests  and 
SeJf-Repofted  Behavior.**  Crimfnohgy  27(3):3a9-4l7.  1^:  J.G.  Bachman.  LD.  Johnston,  and  P.M.  OT^IaWey.  Monitoring  Ihe  ft/ft/f»: 
OuoiSthnnakB  /Responses  From  th^  Nation's  High  Schoof  S^nk>rs»  198S  (Ann  Arbor,  Ml:  Institiite  for  Sodal  Research.  University  of  Michigan. 
1987). 


ERLC 


fl^SX  ^  Adolescent  Heaftti— Volume  II:  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Servk»s 


EUion  and  his  colleagues  conducting  the  National 
Youth  Survey  found  that*  over  a  5-year  period  (1976 
to  1980),  the  majority  of  adolescents  who  committed 
arty  serious  violent  offense  had  a  '  'career  length '  *  of 
1  year  (108).  Their  finding  is  consistent  with  studies 
of  arrest  histories  that  found  that  a  majority  of 
adolescent  violent  offenders  have  a  single  arrest  for 
a  serious  violent  offense  and  few  continue  violent 
offending  into  adulthood  (180), 

But  the  National  Youth  Survey  and  other  studies 
have  found  that  there  is  a  small  subset  of  adolescent 
offenders  who  commit  multiple,  serious  offenses 
(48408,119.129,180369,458459).  The  estimates 
vary  from  study  to  study,  in  part  because  the  studies 
use  different  data  sources  and  w^e  done  at  different 
times.  Adolescent  offenders  who  commit  multiple, 
serious  offenses  have  received  considerable  atten- 
tion in  the  research  literaUire  because  they  are  the 
adolescents  most  likely  to  go  on  to  commit  multiple 
crimes  as  adults  and  are  responsibte  for  most  of  all 
arrests  (48,180).  Chronic  offenders  also  ^pear  to  be 
different  from  nonchronic  offenders  because  they 
are  likely  to  have  begun  delinquent  behaviors  at  an 
earlier  age  and  to  have  continued  them  later 
(48,119,129,366,458). 

Researchers  differ  as  to  whether  adolescents  who 
commit  multiple  offenses  move  toward  increasingly 
serious  offenses  over  time.  Some  researcho's  inter- 
pret the  evidence  to  indicate  that  delinquent  careers 
escalate  from  the  nonviolent  to  the  violent  (48,458); 
other  researchers  conclude  that  there  is  no  consistent 
sequence  in  the  appearance  of  violence  in  the  course 
of  an  adolescent's  o^ending  (180»182). 

It  is  likely  that  adolescents  who  commit  more  than 
one  offense  commit  a  variety  of  offenses,  both 
serious  and  minor,  rather  than  specializing  in  a 
single  type  of  offense  (108,126,129,180,182).  Ac- 
cording to  one  study,  chronic  offenders  typically 
alternate  between  property  offenses  and  a  smaller 
number  of  violent  offenses  (182).  The  National 
Youth  Survey  found  that  even  adolescents  involved 
in  serious  violent  offenses  commit  other  types  of 
crimes  (108).  Indeed,  it  found  that  adolescents 


involved  in  serious  offenses  usually  commit  rela- 
tively few  serious  offenses  and  many  minor  offenses 
and  are  therefore  more  likely  to  be  arrested  for  a  less 
serious  offense  (101).  Tlie  relatively  small  number 
of  adolescent  males  who  commit  sex  crimes  do  not 
commit  other  types  of  crimes  (329). 

Factors  Assoclateil  With 
Adolescent  Delinquenq^ 

The  importance  of  understaiKling  factors  that  are 
correlated  with  or  predict  delinquent  behavior  (risk 
factors)  lies  in  the  possible  use  of  such  undmtand- 
ing  as  the  basis  fw  targeting  resources  and  for 
developing  and  evaluating  int^entions.  It  is  inq>OT- 
tant  to  note  that  conclusive  information  about  many 
of  the  factors  that  have  been  in vesti^ted  as  possible 
COTTClates  of  adolescent  delinquency  is  not  available. 
Many  adolescents  (an  average  of  40  percent  across 
studies)  who  have  bem  CTcposed  to  risk  factors  do 
not  become  offenders,  as  measured  by  arrest  before 
age  18  (432).  Furthermore,  a  sm^  number  of 
adolescents  become  delinquent  without  any  identifi- 
able risk  factors  in  their  background  (353).^^  This 
group  remains  an  •^enigma,**  testifying  to  lack  of 
adequate  understanding  of  delinquency  (353). 

Demographic  Factors  Associated  With  Delinquency 

National  data  on  U.S.  adolescents'  involvement  in 
delinquency  are  often  reported  in  terms  of  demo- 
graphic factors — age,  gender,  race,  ethnicity,  and 
uiban/rural  legation.  Current  national  data  sources 
on  delinquency  do  not  report  information  on  socio- 
economic status.  Communitywide  analyses  are  the 
source  of  much  data  on  this  factor. 

Age — Involvement  in  delinquency  changes  witfi 
age  during  adolescence.  Incidence  rates,  as  meas- 
ured by  arrest  rates,  victimization  rates,  and  offend- 
ing rates,  indicate  that,  in  general,  the  level  of 
adolescent  involvement  in  delim)uent  acts — ^whether 
violent  or  nonviolent,  ^ous  or  minor — generally 
peaks  some  time  between  J  5  and  1 7  years  of  age  and 
declines  thereafter  (102,107,122,284^5,  A\2)P 


^<^liifoniiaUon  about  factore  that  protect  adolescents  exposed  to  risk  factors  im  dcUoqueoq'  is  pnescntcd  later  in  this  ch^tcr.  Sec  boi  l^B. 

'^Aggrrgatc  arrot  rates  fof  smous  vloteni  offenses  and  arrest  rates  aggravated  assattit  follow  a  slightly  different  pattern.  Aggregate  arrest  rates 
for  scnous  violent  offenses  typically  peak  at  18  years  of  age  and  the  arrest  rate  for  aggravated  assault  usually  peaks  ai  age  21  W12).  The  V^  j^^ 
aggravated  assaufi  in  arrest  nrte  data  is  roiich  higher  than  the  peak  i^cs  of  14  to  16  fcportod 

(be  peak  age  of  17  reported  in  the  Monitorii^  the  Future/High  Sdiool  Seniore  Siirvcy  for  aggravated  assaalt  (303).  Perhaps  arrest  data  dww  a 
peak  age  than  adotesccjiis- self-n^)orts  bccaiisc  older  adolcscente 

police  arc  readily  availahle  (e  g .  bars)  Assaults  1^  younger  aloksccnts  may  take  place  in  schools  and  playgmunds  where  they  have  been  lesa  likdy 
-  be  reported  to  or  obsOT-ed  by  police.  Anest  rates  for  arson  arc  umtsual  in  ^ 
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Table  13-4~Rate9  of  Involvement  in  Serious  Offenses:  Maie-to-Female  Ratios  Reported  by  Different  Sources  of 

National  Data  on  Adolescmt  Delinquency 


  M^lo-femate  rattes  

Uniform  Crtme  Reports:    National  Crime  Survey;    National  Ywith  Survey:    Natloral  Youth  Survey: 
Arrest  rate,  Victlmteatfon  rate,     SetfHneportedoffenc&ignaie,      Previtferm  mtet 

1987--aKief  age  18»      1987--Hinder  age  18*^       isTS-^e^s  IMT^        197e-^s  IMT^ 


Serious  offenses   7.5:1  0,5:1  (exdudtng  murder     3:1  (exdud^g  murder 

and  arson)*  arKi  arson) 

Serious  vtolOTt  offenses   7.5:1  307:1^  0.5:1  (exdudb^  iiuirrfer)«  3:1 

Murder    10.8:1  NA  NA  NA 

ForcttJterape   44.3:1  16.6:1  NA  NA 

A^ravated  assault   5.2:1  5.3:1  NA  NA 

Robbery  . . ,   12.9:1  12.1:1  0.5:1«  3:1 

FehHiy  assaul    0.5: 1  •  3: 1 

Serious  property  offenses   3.6:1  NA  NA 

Bi^tary   11.9:1  NA  NA 

Lafcmy/lhefl   2.5:1  NA  NA 

Motor  vefifde  theft   8.0:1  NA  NA 

Arson   8.5:1  NA  NA 

Felony  theff^   2:1  2:1 


NA«  not  aval tablo. 

^Armsirsi9SBJ9  the  mimtjer  ot  arrests  mado  In  a  g* wn  populalten  some  po^latton  bas9  ki  a  gl v»n  time  pariod.  The  m^a-to-famaI«  rat io$  for  arr»«t  rates 
t^ro\««rec«kwlated  from  arrest  rates  Jn  the  U.S.  Dapar^nomrf  A^»-^9dfk:AnstRa^mdRaD9'SpocfncAmst 

^\MMza^  /ato  are  the  number  of  offensae  expe^enced  by  a  given  popuJatkwi  ocmwittod  by  Indl^uals  per  some  population  base  over  a  spacifM  time 
parted  The  male~to-female  ratios  for  vknimtzatksn  rates  here  were  derived  Irxm  un|HibIl6had  data  from  the  \JS,  Departn^ent  of  Justioe,  Bureau  of  Ju^k^e 
Statistics,  Nattona!  Crfme  Survey  (421). 

^Off«K^  mtos  are  the  number  of  self-reported  offerees  that  ocoir  in  a  givw  population  pa-  some  populatton  base  dUi^  a  ^poeHi^d  time  p"*^.  The 
maJe-to^emale  ratios  for  offending  rates  here  are  from  D.S.  Blott.  S.S,  Agcton,  D.  Hulrlnga,  et  aL,  7T»  ftewatenoe  and  tnddi^tK^  offMnau^  vBhmricr 
WTS^fPaOllOO}.  ^ 

^Pr0yal0no9  mt^  here  are  the  proportion  of  Individuals  In  the  same  poputatlon  Involved  fri  a  self-reported  offense  within  a  designated  tfme  period.  The 
f^Tg^^gWQ  CT)^     ^  prevalence  rates  here  are  from  D.S.  Blott,  S.S,  Ageton.D.  Hiixinga^etaf.,  Tftef^««il«iceantfi5nok^^ 

«Mafe-to-female  ratios  for  serious  offensas,  seriousvw^offenses,  and  specific  violert  offenses  ranged  from2:1  to26:1,  but  the  majority  w^e  6:1  or  greater 
(t(X))» 

^Sarious  violent  offenses  indudad  In  the  National  Citme  Survey  were  rape,  robbery,  aggravated  assault  and  simple  assault. 

9Felony  assault  Includes  aggravated  assault  sexual  assault,  and  ^ng  fights. 

^Felony  theft  Indudes  lafceoy4heft  motor  vehWe  theft,  burglary,  and  po«S4K»sion  of  stolen  goods. 

SOURCES:  Unifonn  Crfme  Reports:  U.S.  Oepar^nemofJustioe,  Federal  Bureau  of  In^  Unnonv  Crim^  R^pc^s:  Crirn^  in  th0  Unit^  ^at0s,  1987 

(Washington.  DC:  U.S.  Government  Printing  Office.  19^.  National  CHme  &irvey:  U.S.  Department  of  Justice.  Office  of  Justice  Progrvns. 
Bureau  of  Justice  Statistics,  OMna!  VictMzathn  in  the  UniM SBafw,  19$Z  A  National  Crime  Burywf  Ri»pof  t.  MCJ-1 1 5524  (Washington,  DC: 
August  1988).  Netlonai  Youth  Survey:  OS  Elliott,  S.S.  Ageton.  D.  Kulzlr^  et  al..  The  Prm^skn<»  <efm  o/  CMnt^^t  Bahaviar 

197$- 1980,  r4at kmal  Youth  Sun«>y  Report  Pto.  26  (Boulder,  CO:  Behavioral  Raseanch  Institute.  March    . >. . 


These  incidence  data  are  supported  by  prevalence 
data  from  the  National  Youth  Survey.  Elliott  and 
colleagues  found  that  approximately  5  percent  of 
respondents  at  each  age  between  ages  12  and  17  had 
committed  three  or  more  serious  violent  offenses; 
the  annual  prevalence  rate  for  such  offenses  dropped 
sharply  after  age  17,  however,  and  was  lower  at  age 
21  than  at  age  12  (108).^®  Prevalence  rates  for 
serious  property  offenses  also  begin  to  decline  at  age 
17-  The  National  Youth  Survey  prevalence  data,  as 
well  as  data  from  other  longitudinal  studies*  suggest 


that  many  adolescents  may  abandon  delinquent 
behavior  as  they  mature  (100). 

Gender — ^Male  adolescents  are  more  involved  in 
most  types  of  delinquent  behavior  than  female 
adolescents  (48,69,87J00,U0J62,165.2093Q2386, 
452).^^  For  serious  offenses,  male  adolescents  domi- 
nate the  statistics  (see  table  13-4),  although  it  is 
important  to  note  that  male-to-female  arrest  rate  and 
victimization  rate  ratios  cover  a  broad  range. 

The  gender  gap  in  adolescent  arrest  rates  ap- 
pears to  be  narrowing  (412),  Between  1965  and 


^*The  Mooitoriitg  ^  Futuit^gh  School  Seniors  Survey,  which  ck>cs  not  usualiy  iDcfwie  «lolescents  under  age  17.  found  thai  the  prDportton  of 
bdividiials  committiog  at  least  one  robbery  or  one  aggravated  assault  staffed  to  decline  at  age  17  (303). 

^^mcrcsearcters  believe  thai  the  extent  to  which  male  delinquency  exceeds  fcnxakdclimiucncy  is  exaggerated  (202^94).  Wbetto^  that  exaggeration 
is  minor  (as  ^ggesied  by  Hindetat^  et  al.  (202)  or  scnoos  (as  suggested  by  Moms  (294))  is  unccnain. 
In  contrast,  the  getxler  dtffcraitial  in  offendipg  rates  and  prevalence  rates  for  felony  assault  (which  includes  aggmvaied  assault,  sexual  assault,  and 
flgfatsX  robbery,  and  felony  theft  are  similar  (102). 
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1987,  the  arrest  rates  for  both  sexes  increased  for 
serious  violent  offenses  and  for  serious  proj^aty 
offenses  (412).  The  anesl  rates  for  female  adoles- 
cents changed  at  a  greater  r^  than  arrest  rates  for 
males.  Among  individuals  under  age  18  the  ratio  of 
male-to-female  arrest  rates  for  serious  violent  of- 
fenses decreased  from  1 1.4  to  1  in  1965  to  7.5  to  1 
in  1987.  Similarly,  the  ratio  of  male-to-female  arrest 
rates  for  serious  property  offenses  deaeased  from 
6 J  to  1  to  3.6  to  1  over  the  same  period.  The 
significance  of  these  changes — ^whether  they  reflect 
an  increase  in  serious  offenses  among  female 
adolescents^  manifest  changing  social  views  that 
permit  or  encourage  police  to  arrest  more  female 
adolescent  offenders,  or  result  from  some  other 
factor — is  not  known. 

Racial  and  Ethnic  BvkQkgTOund— Arrest  rates 
for  serious  offenses,  particularly  serious  violent 
offenses,  are  much  higher  for  black  adolescents  than 
for  white  adolescents  and  are  higher  fw  white 
adolescents  than  for  other  adolescents  (American 
Indians,  Alaska  Natives,  Asians,  and  Pacific  Is- 
landers) (see  table  13-5).  In  1987,  the  arrest  rate  for 
serious  violent  offenses  was  about  six  times  higher 
for  black  adolescents  under  age  18  than  for  white 
adolescents  under  age  18  (see  table  13-6).'^ 

Why  arrest  rates  for  black  adolescents  are  higher 
than  those  for  white  adolescents  is  not  entirely  clear. 
Black  adolescents  are  more  likely  than  white  adoles- 
cents to  live  in  families  with  low  incomes  and  in 
urban  areas.  The  arrest  rates  of  adolescents  in 
families  with  low  income  are  higher  than  the  arrest 
rates  of  adolescents  of  higher  incomes;  and  arrest 
rates  of  adolescents  in  urban  areas  are  higher  than  the 
arrest  rates  of  adolescents  who  live  in  suburban  or 
rural  areas.  Even  after  adjustments  are  made  for 
income  and  urban  location,  however,  there  is  a  much 
greater  likelihood  that  black  adolescents  who  en- 
gage  in  delinquent  behavior  will  be  arrested  for 
serious  offenses  (especially  for  serious  violent 
offenses)  than  white  adolescent  offenders.  The 
greater  likelihood  that  black  adolescents  will  be 
arrested  may  reflect  greater  law  enforcement  efforts 


Tipbte  13-5— Arrest  Rates*  for  Sartous  Offenses  Among 
Persons  Under  Age  18,  by  Rece,  1987 


Arrests/100,000  population 

Type  of  offense 

Bloak 

WMte 

Otbei* 

Serious  violent  offenses  

....  489.8 

75.0 

50.8 

1.6 

1.9 

. . . .  34.3 

4.9 

2.2 

Robbery   

....  231.9 

20.0 

18.5 

....  21Z7 

48.5 

28.1 

....1.933.4 

959.8 

684.4 

....  390.5 

229.9 

122.6 

14i6B.9 

848.0 

490.4 

....  Z74.0 

81.9 

72.4 

....  11.8 

11.9 

6.1 

9T?T0  Mir9Sf  Is  1h9  numliw  of  amsts  macto  in  a  givan  population  par 
soma  population  b^.Tbaanwt  ratohm  is  tha  mimbor  of  anaata  par 
100,000  population  of  tha  sama  bq9  group. 

^Thls  catagofy  incMas  Miarican  Mfans.  Alaslia  Nattvas,  Asians*  and 
Padf  Ic  btamtera. 

SCARCE:  U.S.  Dopartmant  of  Juntos,  Fadaml  Bi^aau  of  tnvastisatton. 

Ag9-Sp0C^  Amst  Bat99  and  Raf»Spaci^  Anmst  Ra^  tor 
5Mte«K/OfranM9,  7955^7069  (VltoMngtoa  OC:  Apitl  1S90). 

in  black  nei^bodioods,  greater  delinquent  activity 
by  individual  black  offenders,  or  discriminatoiy 
police  practices-  Huizinga  and  Elliott  attribute  the 
high  arrest  rates  of  black  adolescents  (as  con^ared 
with  white  adolescents)  to  black  adolescents'  having 
a  greater  risk  of  being  anested  regardless  of  their 
actual  involvement  in  crime  (215). 

Data  on  victimization  rates  from  the  National 
Crime  Survey  and  data  on  self -reported  offending 
rates  from  the  National  Youth  Survey  suggest  that 
racial  differences  in  adolescent  offending  are  less 
pronounced  than  is  indicated  by  data  on  arrest 
rates.  In  the  1987  National  Youth  Survey  for 
example,  the  black-to- white  ratio  in  victimization 
rates  for  serious  violent  offenses  was  2  to  1,  very 
similar  to  the  ratio  of  1.9  to  1  for  offending  rates  in 
a  similar  category  (see  table  13-6).^^ 

In  the  case  of  minor  offenses  among  individuals 
under  age  18,  the  black- to- white  ratio  in  1987  arrest 
rates  for  minor  offenses  other  than  status  offenses 
was  1.8  to  1  (412).  For  minor  offenses  including 
status  offenses,  the  black-to-white  ratio  in  arrest 
rates  was  only  1.5  to  L  Self-reported  offending  rate 
data  from  the  National  Youth  Survey  indicate  that 


20ln  1987,  black  adolescents  were  15  percent  of  tbe  population  under  age  18  (402)  but  accounted  for  54.6  percent  of  the  arrests  for  serious  violent 
offenses.  55  percent  of  arrests  for  murder*  56.7  percent  of  arrests  for  forcible  ntpe.  67.9  percent  of  arrests  for  aggravated  assault,  and  44.8  percent  of  arrests 
for  robboy  by  individuals  under  age  18  (409.415). 

^iTbere  is  some  cvidcjicc  that  the  low  racial  differential  in  the  National  Youth  Survey  self-report  data  is  partially  attributable  to  differential  validity 
between  races  in  reporting  offenses  to  the  survey.  When  self-report  data  were  checked  with  official  records,  the  Natioaal  Youth  Survey,  as  other 
sclf-iepoft  studies,  found  a  greaicr  degree  of  underreporting  by  black  adolescents  than  by  white  adolescents,  particularly  for  the  ame  serious  offenses 
(214).  On  the  other  hand,  the  exact  magnitude  of  tl^  differential  in  undcnrporting  is  not  known  (214).  Many  methodological  problems,  including  small 
^  «mnple  size  and  errors  in  official  records,  leaves  the  issue  unresolved  (98). 
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Table  13-6— Rates  of  involvement  in  Serious  Offenses:  Black-to-WhIte  Ratios  Reported  tsy  Different  Sources  of 

(tation^  Data  on  Adolescmt  Delinquency 


 Black-to-wWt0  ratios  

Uniform  Crime  Reports:    Nattenaf  Crfme  Survey:    National  YMJth  Survey:    Nattcrai  Youth  Survey: 


Arre^rate, 

VlctlmUation  rate. 

Setf-rsported  offending  rate. 

Prevaienoe  fate, 

1987— unOSr  806  IP* 

1987— under  18^ 

1976 — ^es  11-17* 

1976 — ^)es  11-17* 

  3:1 

NA 

NSD 

1.5:1 

Serious  vto^  offenses  . . 

  6.5:1 

2:1  • 

1.9:1 

NotooSected 

  6.8:1 

NA 

Notcoflected 

NotooBectad 

  7:1 

NA 

NA 

NA 

^^ravated  assault  

  11.5:1 

NA 

NA 

NA 

NA 

NSD 

2:1 

  NA 

NA 

5:2 

3:2 

Serious  property  offenses  . 

  2:1 

NA 

NcA  concreted 

NotooSected 

  1.7:1 

NA 

NA 

NA 

NA 

NA 

NA 

Molor  veMde  theft  

  3.3:1 

  NSD 

NA 

NotcoOected 

NotooOected 

FeUmy  thefts  

NA 

NSD 

NSD 

NA  •  not  avftilabto:  NSD  «  no  significant  diftersnoe. 

^A/7vsf /BfB9  are  the  number  of  arrests  meds  In  a  given  populalk>n  per  sofm  population  base  in  a  glran  tbne  p«ffod.  The  Mack-to-whfts  ratios  for  arrest  rai  as 

hwewsreeaioi^tMifroman'esI  rates  Inthe  U.S.  Department  of  Justice.  Fsttera)  Bureau  of  Inv^t^a^  Aa0-^^mifk:Arr^RMsandftaG0-&)9a^ 

Rtit»9^S^^cM€XfmaMs  tSS5-rS8e(412}. 
^VkiMwthn  /afss ere  the  num ber  of  offenses  axporlencad  by  a  given  population  committed  by  individuals  par  some  population  base  ovara  sped^  time 

period.  The  tock-to-«hfte  ratios  for  vtctimlrdtbn  rates  hora  wera  darived  from  unpi4)Ils^  data  from  the  U.S.  Dapartnant  of  Justice.  Buraau  of  Justice 

Statistics,  National  Crime  ^irvey  (421 ). 
^Offsndhg       ara  tha  number  of  self-reported  offansas  that  ooour  fn  a  elven  population  per  soma  population  bc^  dur^  a  specified  time  parted.  The 

biad^-^o^fhlte  rat^  tor  offandhg  rates  hare  ara  from  D.S.  Blott.  S.S,  Ag^ton.  D.  Huixhga.  at  al„  The  f^w^encs  and  fndd^noa  <rf  IMnqumtt e^wvfcr, 

fp;s-fiW(ioo).  ^ 

^Ptwv^enoQ  isfas  hare  are  the  proportion  of  IndlvWuafs  In  the  same  population  Invohrad  In  a  seff-reportad  offansa  within  a  designated  time  period  The 
blach^tOHAffilte  ratios  for  pravaianoe  rates  hwa  are  from  D.S.  EIHot,  S,S.  Ageton,  a  Hutitnga,  et  af,.  The  PmvedmKie  mdfnokim»  t^iMnamrtB^fmfot, 
f97S-tSSD(10(9. 

fSertous  viotont  offenses  Included  fn  the  National  Crima  Survay  wara  rope,  rotary,  aggravated  assault,  and  simple  assault. 

^etony  assault  inchxto  aggravated  assault  saxuat  assault  and  gang  f^hts. 

SFekmy  then  includes  larosfty-theft  motor  vel^  thaft  burgtery,  and  possession  of  stden  goods. 

SOURCES:  Uniform  Crfma  Reporter  U.S.  Department  of  Justloa,  Federal  Buraau  of  Investigation.  Unihrw  Crtme  Reports:  Oinw  in  th9  (Mf^SttO^,  19$7 
(Washington.  DC:  U.S.  Govammant  Prfntfng  Office,  1988),  Natlonaf  CHme  Sorwiy:  U.S.  Dopartmant  of  Justica,  Off loa  of  Justloe  Piogfwns. 
Bureau  of  Justice  Statistics.  0*fn&w/  Yttknization  in  tf»  Urt/fedStefsss.  A  National  Crime  Slavey  Report  NCJ-1 15524  (WWtfaigton,  DC: 
June  isee).  ftetlonal  Youth  Survay:  D.S  Btiott  S.S.  Agaton.  D.  Hulrlnga,  at  al..  77w  Prrnvsttonc^  mnd  tnckS0nc0  of  OMiqtmJt  B^hm/kr: 
f97&'1980.  National  Youth  Survey  Raport  No.  26  (Bouldar,  CO:  B^wiofal  Rasaarch  Instftuta,  March  1^) 


the  black-to- white  ratio  in  offending  rates  for  minor 
offenses  is  L2  to  1,  and  in  the  only  two  offenses  for 
which  black-white  differences  are  statistically  sig- 
nificant (liquor  law  violations  and  drug  use),  whites 
have  higher  offending  rates  than  blacks  (102).^ 

Available  prevalence  data  from  the  National 
Youth  Survey ♦  measuring  the  number  of  11-  to 
17-year-olds  involved  in  delinquent  acts  in  1976, 
also  differ  by  race  (see  table  13-6).  That  survey 
found  that  the  black-to-white  ratio  in  prevalence 
rates  for  ail  serious  offenses  in  1976  was  1.5  to  1. 
TTie  National  Youth  Survey  also  found  racial  differ- 
ences in  prevalence  rates  for  some  specific  minor 
offenses:  white  adolescents  had  statistically  signifi- 


cant higher  rates  for  some  offenses  (alcohol  use« 
drunkenness,  disorderly  conduct,  and  drug  use),  and 
black  adolescents  had  statistically  significant  highor 
rates  for  others  (carrying  a  hidden  weapon  and 
prostitution)  (100)^ 

There  is  little  infomiation  on  differences  in  the 
ethnic  origin  of  adolescent  offenders.  Hispanics  are 
the  only  group  to  be  differentiated  in  national  anest 
data,  and  the  data  are  very  inexact  and  cover  only  a 
short  period  of  time.^  In  1986,  Hispanic  youth  under 
18  years  of  age,  who  represented  9.5  percent  of  all 
youths  under  age  18,  accounted  for  11.8  percent  of 
juvenile  arrests  for  property  crimes  and  14.5  percent 
of  arrests  for  violent  crimes  (408). 


22Tticsc  findings  differ  from  those  of  several  early  self-report  studies  which  found  no  difference  between  bkcks  and  whites  (63.1  lOJ  15. 171);  oot 
foua!  DO  difference  when  social  class  was  controlled  (162)  Other  self-report  studies  found  slight  racial  differences  (203,386),  or  differences  only  in 
prevalence  (452). 

^Hispanics  were  included  in  the  Federal  Bureau  of  LDves(tgatiao*s  Umfonn  Crime  Report  program  as  of  1980.  Hie  Federal  Bureau  of  Investigation 
stopped  collecting  data  by  Hispanic/m>n-Hispanic  categories  at  the  end  of  the  1986  reporting  year  because  of  concerns  about  the  accur^ry  of  the  data. 
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Hawaii  has  examined  its  adolescent  population  in 
relation  to  delinquent  acts  and  found  a  dispropor- 
tionate incidence  of  arrests  amcmg  Native  Hawai- 
ians.  Twenty-four  parcent  of  the  Hawaiian  popula- 
tion under  age  18  are  Native  Hawaiians,  yet  State 
data  indicate  that  Native  Hawaiians  account  for  35 
percent  of  all  arrests  among  this  age  group  (287),^ 

Socioeconomic  Status— The  most  common  meas- 
ure of  social  class  of  adolescents  is  parental  socioec- 
onomic status  (240).^  Reviews  of  this  factor  have 
concluded  that  some — albeit  limited — evidence  sug- 
gests that  delinquent  behavior  is  somewhat  more 
likely  and  more  frequent  in  adolescents  from  low 
socioeconomic  backgrounds  than  in  adolescents 
from  higher  socioeconomic  backg^>unds,  but  that 
the  association  is  restricted  to  tte  more  serious 
offenses  (48^68,353389).^  Further,  studies  have 
found  that  delinquency  occurs  in  all  social  groups 
(268,353). 

Findings  concerning  the  relationship  between 
socio^onomic  status  and  adolescent  delinquency 
differ  depending  on  the  source  of  informsuion  used 
by  researchers*  Studies  based  on  official  anest  or 
court  records  have  b^n  more  likely  than  studies 
based  on  self-reports  to  find  an  association  between 
socioeconomic  status  and  delinquency  (268,353). 
Studies  based  on  self-reports  of  nonserious  delin- 
quent behaviors  generally  have  found  little  or  no 
relationship  between  parental  socioeconomic  status 
and  adolescent  delinquency  or  a  weaker  association 
than  studies  based  on  official  reports  have  found 
(353).  A  recent  major  study  based  on  self-reports  of 
serious  offenses,  howevCT,  did  find  a  relationship 
between  socioeconomic  status  and  delinquency^ 
mainly  serious  assaultive  offenses  (99).  Not  only  did 
adolescents  from  families  of  lower  socioeconomic 


st^s  report  committing  more  serious  offenses  than 
a(&>lescents  from  middle-class  and  working-class 
families,  but  a  di^HY>poitionately  high  numbo*  of 
adolescents  from  families  of  lower  socioeconomic 
status  reported  involvmient  in  saious  offending 
{lOOy  This  study  did  ncH  find  any  diffiemice 
between  middle-class  and  lower  chiss  adolescents 
with  respect  to  measures  of  minor  delinqumt 
activities,  however  (ICX)). 

Whatever  relationship  betwwn  socioeconomic 
status  and  adolescent  delinquency  diere  is  seems  to 
be  relatively  weak.  Loeber  and  Diction's  meta- 
analysis of  self*report  and  official  measuses  of  a 
number  of  early  predictors  of  adolescent  delin- 
quency (e.g.,  child  problem  behavior)  concluded 
that  socioeconomic  status  is  the  lowest  ranking 
predictor  for  delinquency  and  recidivism  (268)^^ 
The  fact  that  the  relationship  between  parental 
socioeconcnnic  status  and  adolescent  delinquency  is 
a  weak  ox^  suggests  that  the  association  is  indirect. 
A  recent  study  based  on  self-reports  found  that 
economic  hardship  does  not  have  a  direct  effect  on 
delinquent  and  drug-u^g  behaviors  of  males  and 
females  in  the  9th  through  12th  grade  but  that  it  does 
have  an  indirect  effect  (259).  That  study  measured 
the  effects  of  the  current  decline  in  parental  eco- 
nomic status  in  the  Midwest  Farm  Belt  on  adoles- 
cents' behavior.^  Most  of  the  adolescents  were 
members  of  working-class  and  lower  middle-class 
fanulies.  Economic  hardship  resulted  in  an  increase 
in  inconsistent  parental  discipline,  and  this  in  turn 
increased  delinquent  and  drog-using  behavior,  par- 
ticularly in  males.  This  finding  is  consistent  with 
that  of  other  studies  which  find  that  delinquency  is 
not  associated  with  social  class  per  se  but  is  probably 


^Native  Hflwaiiaas  lend  lo  bavc  lower  incomes  than  oon-Native  Hawaiiaos  and  are  oventfmsented  by  43.1  percent  in  the  poverty  population  (2S7). 
Since  arrests  for  deliupient  behavior  arc  also  higbcr  among  persons  wiih  low  incomes  (S5),  the  relatiomhip  of  being  a  Native  Hawaiian  to  arrests  ict 
deliix)uenl  behavior,  as  with  blat^  adotcsceots,  becomes  «itangkd  with  tlK  cffccte  of  low  income  and  poverty  on  arre^  for  delinquent  bdiavior. 

^^Unfortunately*  information  on  parental  socioeconomic  status  is  not  routinely  reported  with  Uniform  Qimc  Report  arrest  data  or  tlie  Ndtioital  Crime 
Survey  victimization  data;  tterrfore.  irsearcbcrs  must  do  special  analyses  to  determine  the  relationships  between  socioecoDCRnic  status  and  anvsts.  In 
the  ii^  of  regular  rrporting  of  racial  <lala»  this  lack  of  regular  rcportii^  of  socFOCCOOomic  stanis  data  in  Unifonn  Crime  Report  and  in  the  Natianal 
Ofiroe  Survey  may  skew  interpretations  of  the  data, 

^^Kcrchcr  is  more  irstrictive  in  his  review  and  concludes  that  **cmplrical  research  consistently  finds  little  or  no  rclationihip  between  parental 
socioeconomic  stams  and  the  illegal  behavior  of  tcctiagcrs  whether  one  nxsosarcs  socioeconomic  status  by  official  wccnkd  or  setf  -  recorded  crimes .  There 
is  only  a  strong  relationship  under  very  reacted  circumstances:  specifically  for  young  black  adults  and  when  socioeconomic  status  is  measured  by 
education  and  cmpioymcni  rather  than  by  incon»  and  occupation,  and  more  for  violent  than  for  property  crimes"  (240). 

^In  terms  of  median  relative  improvement  over  chance,  Lochcr  ami  EMshion  found,  the  predictors  for  adolescent  delinquency  in  rnnk  onler  were  I ) 
composite  measures  of  parental  family  man^emoit  techniques;  2)  child  problem  behavior.  3)  stealing,  lying,  or  truancy;  4)  criminality  or  antisocial 
behavior  of  family  mcmb«s;  5)  pooreducationalachicvemcn!;  6)  single  measures  of  parental  family  management  techniques:  7)  separation  from  paraiis; 
and  8)  socioeconomic  status.  Tbe  rank  ordor  of  predictors  for  recidivism  were  1)  stealing,  lying,  or  miamry;  2)  child  problem  behavior.  3)  criminality 
or  antisocial  behavior  of  family  ^members;  4)  prior  deIiiK|uency;  and  5)  socioeconomic  sUitus  (268). 

2*Lower  class  people  have  been  shown  to  suffear  the  greatest  psychological  distress  during  economic  declines  (211). 

ERIC  G3o 


Chapter  13— Definquency:  Prevention  ami  Services  •  il-€01 


mediated  by  parental  problems  associated  with  low 
socioeconomic  status  (163,258^59,353,389). 

One  explanation  offered  for  the  disproportionate 
lefnesentation  of  black  adolescents  in  delinquency  is 
the  economic  deprivation  in  which  most  black 
adolescents  live.  As  discussed  elsewhere  in  this 
report,  ^proximately  half  (52  percent  in  1988)  of 
black  adolescents  live  in  families  with  incomes 
below  150  percent  of  the  Federal  poverty  level 
(about  $15,000  per  year  for  a  family  of  three);  this 
compares  with  the  one  out  of  five  (17  percent)  white 
non-Ifispanic  adolescents  who  live  in  families  with 
such  low  incomes.29  Further,  in  addition  to  consider- 
ing basic  income  levels,  it  is  important  to  consider 
other  characteristics  of  the  social  environments  of 
poor  black  adolescents,  particularly  those  who  live 
in  urban  areas  (see,  e.g.,  (85)).  Many  poor  black 
adolescents  are  likely  to  live  in  areas  with  dispropor- 
tionately high  levels  of  neighborhood  unen^loy- 
ment,  persistent  poverty,  and  crime  (85).  This  may 
be  a  factor  in  why  several  studies,  even  one  using 
adolescent  self-reports  (100),  have  found  that  poor 
black  adolescents  are  somewhat  more  likely  to  be 
delinquent  than  similarly  poor  nonblack  (white) 
adolescents  (220398,458).^ 

It  may  also  be  important  to  consider  differences 
among  black  adolescents  from  different  national  and 
historical  circumstances.  For  example.  Dembo  has 
suggested  that  the  higher  rates  of  family  stability 
among  West  Indians  may  protect  against  the  risk  of 
delinquency  associated  with  low  income  (85).  It  is 
in^jortant  to  note  that  little  is  known  definitively 
about  the  causes  of  delinquency  among  black 
adolescents,  and  that  vast  amounts  of  knowledge  are 
obscured  when  data  on  delinquency  are  reported 
^lely  by  racial  and  ethnic  group,  without  considera- 
tion of  family,  neighborhood,  socioeconomic,  and 
perhaps  other,  factors. 


Lrban/Suburban/Rural  Areas— Arrest,  offend- 
ing, and  jHBvalence  rates  are  difficult  to  compare 
among  urban,  suburl^,  and  mral  areas.  Anest  rates 
refer  to  the  location  of  die  police  agency  making  the 
arrest  and  not  necessarily  the  location  of  the  offense 
or  the  residence  of  the  offender,  and  offending  and 
prevalence  rates  refer  to  the  residence  of  the 
offender.  Nonetheless,  it  appears  that  for  most 
offenses,  soious  and  minor,  urban  areas  experience 
higher  incidence,  offending,  and  prevalence  rates 
than  suburban  areas,  and  rural  meas  have  the  lowest 
rates  of  all  (100,415).  For  some  minor  offenses, 
including  liquor  law  violations  and  runaway  viote- 
tions,  urban,  suburban,  and  rural  areas  have  fairly 
comparable  arrest  rates  and  self-rq>orted  offending 
rates  (100,415). 

Other  Factors  Associated  With  Delintioency 

Infonnation  on  other — i.e.,  n(Hideniognq)hic — 
factors  linked  to  delinquency  is  derived  primarily 
from  community-level  research  smdies.  The  discus- 
sion that  follows  is  based  mainly  on  literahiie 
reviews  that  examined  multiple  studies  of  factors 
associated  with  delinquency.  The  specific  reviews 
consulted  for  a  factor  are  noted  in  the  section 
devoted  to  that  factor. 

The  usefubiess  of  incomplete  or  controversial 
infonnation  for  the  implemsnt^cm  of  prevention 
and  treatment  jnwgrams  is  doubtful,  so  only  those 
factors  whose  association  with  delinquency  is  sup- 
ported by  substantial  empirical  evidence  are  dis- 
cussed (see  table  13-7).3i  32 

Theoretical  Bases  of  Studies  That  Explore 
Why  Adolescents  Commit  Offense»-^tudies  in- 
vestigating why  adolescents  and  others  commit 
offenses  typically  have  some  flieoretical  basis.  Many 
theories  have  been  proposed  over  the  years,  but  all 
of  them  are  based  on  one  of  three  different  premises 
(433). 


"Sec  ch.  18,  "Issues  in  tbc  Delivery  of  Services  to  Selected  Groups  of  Adolescents,-  in  Vol.  ID. 

btock  adolesoeots  sclf-repoited  involvement  in  delinquency.  Elliott  and  coUeagues  found,  however,  tbai  at  ibe  hiiiher  fmi^^*^  m^S^L 
offcinses.sclf-repoits  and  poUce  data  coincide  (100^  --b  «.  ""wcvct,  uai «  ujc  nigner  ireqwactea  and  for  more  serions 

s^lto^gh  the  factor  discussed  here  mainly  relate  to  serious  offenses,  the  same  faciore  are  often  associated  with  minor  oflttser  the  timins  and  the 
strei^th  of  the  assoaatwn  for  scnous  offenses,  however,  may  differ  from  that  for  minor  offenses.  Family  hacto^^o^Tto 

'^"'^^  ^  of  minor  offenses  but  not  of  serio?SLSt^^S>  s^^X^ 

««haspeerinfh.e^e.8pp^obemorcr=lated  to  the  involvanem  of  older  adolescents  and  to  Us  commission  of  larany^heSloS.^^3^^ 
A  young  person  who  has  bcco  e^  to  poor  family  infl„e«^  may  be  more  susceptible  to  societal  mfl.««S2J^2jSSd^r^^- 

no.^^lir!^?r      'T'^'f  f  °°  "^^^  ^^"^  differentiate  offenders  fiwn  nonoffender,  wad  contrasts  offenders  and 
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Table  l3-7--Setected  Factors  Associated  With  Serious  Offending  by  Adolescents'  

 — ^  HaiattvB  strength  of  assocfeitlon  wtth  w*tous  offendtng**  

Factofs   ^ —  ~ 

Family  factors 

Lack  of  parental  supervision  SlSL_^,«nfl 

Lack  of  ^irental  lm»H«nwtt«  SSS?"^ 

^"liSS^S^/::::::::::::..-^  Modk^mor  serious  offenses 

**  ^  *^  °'  separatton  STwhan  associated  with  low  mooma  and  poor  housing  and  for 

Larje  family  size  

JlJ/'r^'^J^^'""*''^''''''"*^' SSKS'3^4SS^8eneral:notslsnlf^^^^ 

CWW  abuse  and  naulsct   characterized  by  violence 

Early  sodaBy  disapproved  behaviors  StrwflMMpedaMy  for  serious  offenses  and  reddMsm 

P^'^S^^T"^  ■ .SS^Smbination  with  multiple  other  factors 

LsamtnQ  oisaDniiy   e»«n« 

Low  10.  esped8%tock  of  verbal  aWHty  MoSSate 

'.Strong-durlng  adolescent  period 
5^5S^M!IL;«;^i;w  .VVbaKengthened  when  associated  with  other  factors 

AkJOhol  use  prior  to  offending  !E2SL-««sk 

gr^^^"^:::::::::::::::::::::::::::^   — 

^^^^^^^^^^^^^^^^ 

ot  oSr  mwS^Srttoos  ar»  marital  conflict,  martial  dtecord,  marital  disharmony,  and  awMSlva  <?^'™»"9- 
%Stt  SSiTKlV^^^  ha«  iha  rtr^ngaM  ri-ation  to  offandinB  aoconUng  to  ^  ra««n^,.f s  (268). 

SOURCE:  Off  ic*  of  Tgchnotoqy  A»s«wm«nt.  1S91 . 

One  Femisc,  on  which  the  current  theory  of  this  premise,  the  reason  that  niost  people  con^cled 

deterrence  and  the  historical  classical  and  neoclassi-  of  crimes  are  poor  is  because  the  actions  °f 

S  A^riei  of  criminology  are  based,  is  that  poor  people  are  labeled  as  cnmes  and  not  because 

crimimltehayicrisfreelyclsenmdthati^^^^^^^  poverty  causes  crime.  ^^^^^  l^^TSI 

ah  make  rational  decisions  to  promote  their  best  actions  most  commonly  committed  by  poor  people 

fi^er^rt  toXteSXe™^^  (e.g.  armed  n,bbery)  are  stricUy  ^efm^  «"djn^ 

aclassicalapproachtocontrollingcriminalbehavior  forced  whUe  '^^rT^T^^ter^^l^^^ 

that  had  b^  dormant  after  100  years  of  application.  mitted  by  themiddle  and  upper  class  (e^.  embezzle- 

The  increase  in  restrictive  and  punishment-oriented  ment)  are  not  stncUy  defined  or  enforced, 

responses  to  juvenile  offenders  (e.g.,  increasing  the  premise,  on  which  modem  positivist 

length  of  incarceration  for  juveniles  sent  to  training  ijjeories  are  based,  is  that  human  behavior,  including 

schools)  in  recent  years  exemplifies  the  punishment  criminal  behavior,  is  partially  determined  by  forces 

component  of  detetrence  theory  (246).  beyond  individual  control.  Positivist  theories  (e.g., 

A  second  premise,  on  which  social  reaction  theo-  learning  theories,  social  control  *eo^.  s^  the- 

ries,  conflict  theories,  and  Marxist  theory  are  based.  ory .  and  eco  o^cal  ^PP^^^^'^J^'^^^^ 

is  that  crime  and  the  characteristics  of  criminals  are  scientific  method  to  study  the  biological,  psychoiog 

iTed  Zo^^^^^                   L  rather  than  ical.  and  social  characteristics  of  cnmmals  m  order 

bfmelSLavior  of  in^^^^^     (433).  According  to  to  identify  the  causes  of  cnminal  behavior.33  Sgnie 

nu^mn,  .keones  of  «in^  t>ehavior  a«  based  on  how  learning  Ukcs  P'^  ^^^^^^^r^TSor'^^ 
tf«  «pai«c«  of  the  iodivkfnal  to  adjusting  to  the  .^.irotunm-  ■^'^'/''^'"^''^f^f'^S^ 
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researchers  have  integrated  one  or  nrore  positivist 
theories  to  explain  the  etiology  of  ofifending  (100). 

Neighirarhood/Cominunity  Factors  Associated 
With  Delinquency— It  is  clear  diat  the  social  and 
physical  environments  have  an  influence  on  delin- 
quoit  behavior*^  A  consistent  finding  is  Aat  official 
rates  of  delinquency  vary  with  the  socioeconomic 
conditions  of  geogrq)hic  areas — ^Le.,  ttelinquency 
rates  are  high  in  areas  of  low  socioeconomic  status 
(77463372).  Early  research  indicated  that  the 
pattern  of  delinquency  rates  in  inner-city  areas 
stayed  constant  over  time  (372),  but  later  analysis 
showed  that  variations  did  occur  am!  reflected 
demc^gn^hic  changes  (57).  An  unresolved  question 
is  why  offense  rates  in  communities  change  over 
time  and  to  what  extent  such  change  is  a  function  of 
changes  in  the  conununities  ot  individuals  living  in 
the  communities  (336). 

Among  boys  of  low  socioeconomic  status,  those 
who  tive  in  areas  with  high  offense  rates  are  more 
likely  to  become  delinquent  than  those  who  live  in 
areas  with  low  offense  rates  (336).  Self-ieport  data 
indicate,  however,  that  although  poor  children  who 
live  in  poor  areas  are  mcMre  delhiquent  than  other 
children,  they  are  only  marginally  more  delinqurat 
than  children  who  live  in  more  affluent  areas  (100). 
One  reason  that  adolescents  hving  in  poor  neighbor- 
hoods have  a  higher  rate  of  officially  recwded 
delinquency  than  adolescents  in  other  types  of 
neighborhoods  may  be  ihiU  they  are  the  object  of 
greater  surveillance  by  police  and  local  residents 
(163). 

Only  a  few  shidies  have  examined  the  effect  of 
neighborhood/community  on  the  delinquency  of 
individual  adolescents  (163,240).  Most  of  these 
studies  have  focused  on  the  area's  socioeconomic 
status  and  not  included  o^  aspects  of  a  i^ighboihood/ 
community  that  might  affect  deUnquency  (240).  In 
contrast,  one  recent  rigorous  analysis  divided  the 
characteristics  of  neighborhood/community  into  four 
categories:  1 )  economic  level,  2)  level  of  community 
organization/criminal  subculture,^^  3)  level  of  com- 
munity participation  in  organizations,  and  4)  resi- 
dential stability  of  the  community  (383),  Even 


thou^  this  study  was  weU-contcoUed  for  measure* 
ment  errors,  ncme  of  die  four  categories  of  ndghbor* 
hood  characteristics  showed  more  Oan  weak  direct 
and  indirect  effects  cm  officially  recorded  or  sdf- 
reportcd  oime  of  adolescents  (240). 

Possibly,  a  neighborhood  inaranentaUy  affects 
the  iklinquency  rate  by  interacting  with  individual 
circumstances.  Ccmmunities  wiA  high  delinquency 
rates,  for  exan^le,  oftei  have  a  dispropcHtiraate 
number  of  households  headed  by  females  who  have 
income  at  or  below  the  poverty  line  and  who  have 
to  woA  outside  the  honae.  This  naay  weaken  parental 
supervision.  The  weakening  of  parental  aipervision 
and  the  presence  of  an  antisocial  peo^  culture  in  the 
neighborhood  may  reinforce  potential  delinquent 
tendencies  and  behavior  (336). 

Family  Factors  Associated  With  Delinquency- 
Researchers  have  studied  the  association  of  many 
factors  in  the  family  cnviroimgnt  with  delinquency. 
While  most  family  factors,  for  exan^le  lack  of 
parental  involvement,  have  been  the  object  of 
attention  for  many  years,  the  examination  of  the 
relation^p  of  child  abuse  and  neglect  to  delin- 
quency Is  relatively  recent. 

Selected  Family  FactorsScyetdX  studjes  have 
e^blished  a  strong  association  between  certain 
family  variables— «,g.,  a  lack  of  parental  sl^)er- 
vision — and  juvenile  delinquency  and  adult  crime 
(48,240,269,353,389).  Evidence  from  official  re- 
cords^ and  self-reports  agree  that  such  family 
characteristics  have  a  concurrent  association  with 
delinquency  and  a  predictive  associaticm  with  later 
delinquent  behavior  and  often  with  adult  crime 
(269,389).^^ 

Different  researchers  and  reviewers  categorize 
family  variables  in  different  ways.  Therefore,  no  one 
categorization  fits  all  reviews.  The  family  variables 
listed  in  table  13-7  are  as  follows: 

•  lack  of  parental  supervision, 

•  lack  of  parental  involvement, 

•  parental  rejection, 

•  poor  parental  disciplinary  practices, 

•  familial  criminal  behavior. 


ERIC 


^It  is  important  tonofc  that  Oie  intencntions  discussed  later  in  this  chapter  concern  the  prcvcntianor  alteration  of  delinquent  bchavioron  the  individual 
level.  Infonnation  on  the  eflTccUvcncss  and  cost-erffectivcncss  of  community  tnlerv<atfions  to  rediK:c  delinquency  and  crime  is  ^arse  and  mconclusivc 
(336). 

'^Criminal  subculture  refers  to  itw  extent  to  which  a  community  tolerates  soaa!  disorder  and  oiminal  behavior  (383). 
-^^Official  records  include  arn^t  records,  court  records.  aiMi  rccoids  of  detention  and  correctional  institutiims. 

3^or  a  discussion  of  parents  and  families*  influence  on  adolescent  health,  sec  ck  X  ''Parous  and  Families*  Inllueoce  on  Adolescent  Health.'* 
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•  poor  marital  relations, 

•  parental  absence  due  to  divorce  or  ^paration, 

•  large  family  size,  and 

•  a  multivariate  combination  of  family  factors. 

This  list  was  adapted  from  Loeber  and  Stouthamer- 
Loeber  (269).^*  Child  abuse  and  neglect  are  not 
included  in  this  list  and  are  therefore  consider^  as 
factors  in  a  separate  discussion  below. 

Any  airangement  of  family  factors  listed  above 
based  on  the  strength  of  their  relationship  with 
adolescent  delinquency  is  open  to  question.  As  table 
13-7  shows,  agreement  about  the  strength  of  the 
association  between  each  family  variable  and  delin- 
quency in  the  literature  reviews  OTA  examined  was 
considerable  but  not  complete.  The  lack  of  complete 
consensus  is  not  surprising.  For  one  thing,  the 
reviews  included  differmt  studies  for  the  most  part, 
and  the  sample  size,  populaticm,  and  findings  among 
the  studies  reviewed  varied.  The  overlap  of  studies 
among  reviews  was  small,  a  situation  due  in  part  to 
the  huge  literature  on  the  topic  and  to  different 
criteria  for  inclusion  adopt^  by  each  review. 
Moreover,  each  review  used  a  different  method  of 
analysis  of  studies  to  rate  the  strength  of  the 
relationship  between  the  variable  and  delinquency. 
Hiree  of  the  literature  reviews  of  family  factors  that 
OTA  discusses  in  depth  were  traditional  **  narra- 
tive** reviews^  and  did  not  specify  their  method  of 
analysis  (48,240353);  Loeber  and  Stouthamer- 
Loeber  used  a  meta-analysis  (269).^ 

Loeber  and  Stouthamer-Loebo-  concluded  from 
their  meta-analysis  that  the  family  variables  that 
were  most  strongly  associated  and  were  the  most 
powerful  predictors  of  delinquency  were  the  lack  of 
parental  supervision,  the  lade  of  parental  involve- 
ment, and  parental  rejection"*^  during  the  adolescent 
period  and  earlier  (269)^^  The  authors  of  the  other 
litearature  reviews  agreed  that  the  lack  of  parental 
supervision  had  a  strong  association  with  delin- 
quency, and  all  but  one  concurr^  that  parental 


involvement  had  a  strong  association  with  delin* 
quency .  Snyd^  acd  Patterson  describe  the  strength 
of  relationship  between  family  involv^nent  and 
delinquency  as  significant  but  modest,  basing  their 
conclusion  on  an  analysis  of  variance  of  five 
Icmgitudinal  and  ooss-sectional  stiKiies  (389).  Kef- 
cher,  who  perfcmned  a  traditional  narrative  review, 
noted  that  the  strength  of  the  effect  of  family 
supervision  and  fieonily  involven^ent  varied  among 
the  lOudies  examined;  studies  using  more  refined 
measures  of  attachment  found  stronger  relationshms 
(240). 

The  authora  of  most  of  the  lit^ature  reviews 
agreed  with  Rutter  and  Ciller's  narrative  review  that 
the  methods  of  disciplining  aiKi  the  sevmty  of 
punishment  may  not  be  as  important  a  risk  factor  in 
delinquency  as  the  **extent  of  supervision,  the 
clarity  of  parental  expectations,  and  the  efficiency  of 
discipliniuy  methods' '  (353)«  Loeber  and  Stouthamer- 
Loeber's  meta-analysis  concluded  that  of  the  wide 
variety  of  childrearing  practices  the  meta-analysis 
included  under  the  term  * 'discipline''  (phydcai 
punishment  and  deprivation,  nagging  and  scolding, 
lack  of  reasoning,  love  withdrawal,  strictness  and 
consistency,  and  fairness  of  punislmient),  lax  and 
erratic  discipline  and  strict  and  punitive  discipline 
were  most  closely,  although  weakly,  relate  to 
deUnquency  (269).  Parental  discipline  of  adoles- 
cents and  younger  children  also  showed  a  signifi- 
cant, but  weak,  relationship  to  later  delinquency  and 
aggression  (269).  Snyder  and  Patterson's  review 
also  concluded  that  poor  disciplinary  practices, 
which  were  describe  as  lax  or  neglectful,  erratic  or 
inconsistent,  overly  harsh  or  punitive,  or  harsh 
physical  punishments  were  sigriifjcant  but  modest 
contributions  to  deUnquency  (353), 

On  the  other  hand,  Kercher  placed  discipline  as 
one  of  the  two  most  important  **features  of  family 
life  in  current  criminological  research'"  (239).  He 
attributes  the  findmg  by  Loeber  and  Stouthamer- 
Loeber  that  discipline  has  a  weaker  effect  on 


^Nm  aU  reviews  examined  by  OIA  analyzed  all  these  variables. 

narrative  review  of  ihe  litefBtore  bases  its  conchisioQS  on  a  subjective  analysis  by  the  reviewer.  Among  the  msmy  problems  in  a  narrative  review 
that  may  rcsuh  in  a  mtsinferpr^icn  of  study  fmdiogs  is  Ibc  possible  l^k  of  a  systematic  survey  of  the  1  iteraturr  base  and  different  subiective  wetffhinffs 
ofsnidles(400). 

meta-analysis  is  a  statistical  or  quantitative  analysis  of  a  large  collection  cf  results  from  individual  smdies  for  the  purpose  of  integrating  ^ 
fijMlings  (159).  In  the  meta-an»ilysis  used  in  the  study  by  Loeber  and  Stouthati»r-toeber,  the  authors  constrwrted  a  relative-impn>veiDejii-over<haDce 
mea^ue  to  determine  the  strength  of  the  rotation  between  each  family  varial^e  as^  detinqnency  This  iMaatrg  was  inttmt^  «t5^fvtftr<f  iy^  ^\ff^^^^^ 
across  sttidies  in  the  base  rate  of  delinquents  and  the  selection  latio  used  by  tbc  rcseaicben. 

^^Parcntal  rejection  was  included  mtU^  the  category  of  parental  tnvolvenienl  in  the  other  levlews  examined. 

^^Thc  amount  of  supervision  was  associated  with  the  frequenvy  and  the  variety  of  deliiKiuent  offenses  (269). 
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delinquency  than  supervision,  involven^nt,  and 
affectionate  ties  (269)  to  die  need  fOT  more  refined 
measurements  of  parental  discipline  md  the  nec^- 
sity  to  control  for  the  reciprocal  effi^ts  of  delin* 
quency  on  disc^line  (240). 

Snyder  and  Patterson  suggest  that  pm^r  and  erratic 
disciplinary  practices  may  affect  the  development  of 
delinqurat  behavior  directly  by  failing  to  correct  for 
antisocial  behavior  and  by  providing  ycmng  people 
with  aggressive  models  of  jmblrai  solving  (389)* 
Such  inm:tices  can  also  have  an  indirect  effect  on 
delinquency,  since  youngsters  exposed  to  aggressive 
modes  of  discipline  may  adopt  the  same  behavior  in 
their  relations  with  peers  aiui  others*  Such  adoles- 
cents may  be  more  likely  to  be  rejected  by  most 
peCTs  and  resort  to  associating  with  delinquent  peers 
(389), 

There  are  varying  opinions  about  the  strength  of 
the  linkage  between  familial  criminal  behavior  and 
adolescent  delinquency.  On  the  one  hand,  Loeber 
and  Stouthamer-Loeber  judged  parental  and  ^bling 
criminal  behaviOT  during  adolescence  and  earli^  to 
be  a  medium  strength  family  variable  with  respect  to 
delinquency  and  adult  crin^  (269).  On  the  other 
hand,  Vishcr  and  Roth  consider  criminal  activity  on 
the  part  of  parents,  siblings,  and  even  granc^arents 
to  be  strongly  associated  with  delinquency  and  adult 
criminal  behavior  (48,432).  This  finding  agrees  with 
Ruttler  and  Ciller's  labeling  of  familial  criminal 
activity  as  the  *'most  stable  and  consistent  family 
characteristic''  associated  with  delinquency  (353). 
A  recent  analysis  found  that  a  parent's  criminal 
behavior  and  dnmkenness  does  not  directly  affect 
delinquency  but  disrapts  tl^  family  process  of 
control  by  increasing  the  inconsistency  of  discipline 
and  the  use  of  force  and  reducing  effective  supervi- 
sion (258). 

Poor  marital  relations  between  parents  during 
adolescence  and  earlier  are  medium  strength  family 
variables  with  respect  to  adolescent  delinquency  and 
adult  criminal  behavior  (269,353,389).**^  The  dis- 
cord involved  in  some  divorces  and  some  separa- 
tions, as  well  as  the  conflict  between  parents  in  intact 
homes,  increases  the  risk  of  adolescents'  involve- 
ment in  serious,  but  not  in  minor,  delinquent  acts* 


One  of  the  many,  as  yet  ui^)ix>ven,  reasons 
advanced  as  to  why  family  discord  increases  adol^ 
cent  delinquoicy  is  that  the  energy  ami  time 
consumed  by  parrats  in  conflict  diverts  i»r»its  fma 
providing  adequate  discipline  and  supervision  to 
their  children  (48,269,333).  Family  disconl  may 
inhere  with  the  establishment  and  maintenance  of 
healthy  paresit-child  relaticmshq^,  or  mothers  and 
fmhers  in  conflict  may  piovide  an  example  of 
antis(K:ial  behaviOT  fc^  some  diildmi  to  cc^  (48). 

Parental  absence  due  to  divorce  or  separation  has 
been  found  to  have  either  a  small  (48^69)  or 
inconsistent  (48)  association  widi  adol^cent  delin- 
quency. Neither  porratal  alienee  caused  by  parental 
death  or  hospitalizatira  nor  sefwation  from  parents 
at  an  early  age  is  significantly  associated  with 
delinquency  (48,129).  In  general,  parental  absence 
S4}pears  to  have  a  weaker  linkage  with  delinquency 
than  poor  marital  relations  does  (269353t389)  and 
may  not  be  associated  with  delinquency  directly  but 
rather  tiirough  its  ccnmection  with  marital  conflict 
and  disharmony  (353). 

The  reviews  that  examined  family  size  as  a 
variable  found  large  family  size  was  linked  with 
other  factoid  in  its  association  with  male  delin- 
quency but  not  female  delinquoicy  (48;269,353).^ 
La^e  family  size  appears  to  be  related  to  increased 
delinquency  when  associated  with  low  income  and 
poor  housing  (129),  but  not  when  associated  with 
middle-class  families  (48).  It  may  be  that  large 
family  size  is  often  accompani^  by  inappropriate 
discipline  and  supervision,  which  may  result  bom 
the  insufficient  time  and  financial  resources  and 
overcrowding  diat  aix:on^>any  low-incon^  and  poorly 
housed  families  (48,269).  Another  possibility  is  that 
childrearing  may  be  delegated  to  inexperienced 
older  children  in  large,  low-income  families  (269). 
In  addition,  in  a  larger  family  there  is  increased  risk 
of  exposure  to  a  delinquent  sibling,  a  variable 
associated  with  delinquency  (48,269),  Another  un- 
verified possibility  is  that  the  jffobability  of  inherit- 
ing characteristics  associate  with  criminal  behavior 
(e.g.,  low  intelligence)  or  having  a  delinquent  sibling 
increases  as  the  size  of  a  family  increases  (48). 

In  summary,  it  appears  that  family  variables  that 
directly  affect  family-child  interactions— ie,g.,  pa- 


^Pbor marital  relations  have  been  variously  describedi  in  differeof  studies  (e.g.,  in  tenns  of  marital  conflict,  marital  di5<«)rtl»  marital  dl$lianooiiy»  and 
excessive  quarreling). 

^Large  family  size  in  some  studies  was  more  than  two  chiktreo  <269>. 
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mital  rejectioii,  lack  of  parental  supervision^  lack  of 
parmtal  involvment.  and  poor  parental  disciplinary 
practices — appear  to  have  a  strong  concumral  and 
I»edictive  association  with  delinquency.  Family 
variable  that  do  not  directly  afl^  family-child 
relations— e.g.,  poOT  marital  relations,  divorce  m 
separation,  and  family  size — appear  to  be  less 
i^arcmgly  associate  with  delinqi^Kry  and  may  act 
indirectly  by  interfering  with  die  abil^  of  parents  to 
supervise  or  be  involved  with  their  children. 

Family  variables  associated  with  adolesoent  of- 
fending have  been  investigated  in  combination  as 
well  as  one  at  a  time,  and  the  cumulative  effect  of 
several  family  risk  variables  has  been  found  to  be  a 
better  predictor  of  delinquency  than  any  single 
variable  alone  (269,389)*  A  review  by  Loehsr  and 
Dishion  found,  for  exan^le,  that  single  family 
variables  improved  the  prediction  over  chance  on  the 
(Hder  of  20  percent,  wMle  the  use  of  multiple  family 
variables  improved  prediction  over  chan{^  levels  by 
50  to  80  percent  (268).  Snyder  and  Patterson  noted 
that  10  to  20  percent  more  variance  is  ''accounted 
for  by  multivariate  combioaticHis  of  family  variables 
than  any  one  family  varirf>le  alone''  (389).  One 
cannot  definitively  ascertain  £rx)m  avails^le  re- 
search, however,  which  combinations  of  risk  factors 
are  most  predictive  of  later  delinquency  or  adult 
crime  (269). 

Child  Abuse  and  Neglecf^^ — ^Literature  reviews  of 
early  studies  of  the  relationship  between  child  abuse 
and  neglect  and  delinquency  emjAasize  that  most 
studies  are  flawed  methodologically^  and  that  there 
are  extreme  differences  among  the  research  efforts 
(150,448).  The  types  of  behavior  labeled  as  delin- 
quency vary  widely  among  the  studies,  as  do  the 
defmitions  of  child  abuse  and  neglect.^'^  Most  of  the 


studies  lacked  a{q»ioiniate  comparison  or  rontrol 
groups.  De^ite  ttese  n^odological  flaws,  bow- 
ever,  the  weight  of  the  evidence  indicates  a  relation^ 
ship  between  child  maltreatment  and  delinquency. 

In  early  studies  of  the  relaticmship  between  child 
abuse  and  negl^  and  delinqu^icy  tlmt  used  a 
retrospective  d^gn,  child  abuse  and  neglect  were 
consistently  found  to  be  related  to  delinquoicy 
(150,448).^  In  studies  reviewed  by  Oarbarino  and 
Plantz  and  Widom  using  retrospective  designs,  8  to 
88  percent  of  delinquent  adol^coits  rqx)Sted  hav- 
ing been  abused,  with  the  estimates  graexally 
ranging  between  8  and  29  percent*^  (150,448). 
Vuiations  in  the  studies  reviewed  included  sample 
size,  die  nund>CT  of  tirx^  the  delinquooit  had  been 
abused,  the  age  when  queried  about  abuse,  the 
specific  type  of  abuse,  and  the  site  of  qi^y  (e*g., 
diagnosdc  c^ter  and  school,  private  resktential 
treatment  program,  detention  center,  training 
school)  (150,448). 

Early  longitudinal  studies  of  abused  and  ne- 
glected children  found  th^  about  10  to  17  percent  of 
individuals  who  had  been  abused  or  neglected  as 
children  became  delmquent  (150,4^).^  Only  two 
of  the  longitudinal  studies  reviewed  had  a  compari** 
son  group.  Garbarino  and  Plantz  rqKnrted  that  one 
study  wiUi  a  comparison  group  reported  that  almost 
10  percent  of  the  children  who  were  abused  or 
neglected  were  subsequently  reported  as  delinquent 
compared  with  2  percent  of  controls  during  the  same 
time  period  (150).  Widom  reported  th^  another 
study  found  that  15  percent  of  neglected  children 
and  10  percent  of  abused  children  committed  serious 
offenses  in  childhood  as  compared  with  7  percent  of 
children  defined  as  loved  in  the  study  (448).  In  this 
study,  parental  rejection  was  found  to  be  more 


^K!hild  abose  and  negloct  are  considered  separately  froin  other  family  variables  because  the  literature  icviem  evaluatii^  studies  of  family  variabics 
did  oof  fochide  tlr  studies  iududed  iu  revk^  of  ciiild  ^mse.  Altlmgb  ^udies  of  disdpHs^  are  inchtded  in  revkws  of  fatuity  variidiles  associated  with 
delinquency,  more  often  than  not  the  disciplinaiy  actkni  is  **ixmttattvely  l^ttimate  corporal  punishment"  which  is  diffemtiated  from  physical  child 
abuse  (393).  One  of  the  many  definitions  of  physical  abuse  is  '  'an  assault  on  a  diild  by  a  parent  which  exceeds  the  level  of  violom  tikywcd  by  legal 
and  other  ootms'*  (393).  Bor  fuitber  discussicm  of  child  abuse  and  nq^lect,  see  ck  3,  *'Fmm  and  Families*  Innueooe  on  Adol^ceot  HeaJdu'*  in  this 
volume.  Ttm  chj^^  also  discusses  the  effocts  of  various  styles  of  pareoting. 

^•'Docs  Violence  Beget  ViolciKc?  A  Ciitical  Examination  of  the  Literature/*  by  Cathy  Spatz  Widom,  includes  a  scholarly  ^ysis  of  ibo 
methodological  problems  of  the  literature  on  child  abuse  and  i^tect  aitd  violence 

^^Altbough  a  meta  analysis  might  clarify  some  of  the  association  between  child  atmse  acKl  neglect  and  delinquency,  noncomparability  of  the  key 
variables  in  the  IttcratTire  has  ixiterfemi  with  such  an  analysis  (450). 

'^Such  retrospective  studies  identify  samples  of  delinquent  youths  and  tlK^  use  reverse  record  checks  to  determine  the  itKrtdence  of  abmc  or  neglect 
in  tl»ir  hackgrottiMl. 

'Calculations  of  the  rales  of  child  abuse  and  neglect  in  tl^  general  population  are  exn^mety  imprecise  due  to  the  lack  of  data*  but  even  the  highest 
estimates  allow  die  above  conclusion  (150). 

^Such  studies  followed  up  children  who  were  abused  or  neglected  to  see  if  thc>'  were  involved  in  dcUnquency  at  a  higher  rate  than  adolcscems  who 
were  not  abused. 
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wrongly  relied  to  delinquency  than  child  abuse  or 
neglect  (279). 

Ctac  review  of  studies  on  the  association  of  child 
abuK  and  neglect  to  delinquency  characterized  by 
violence  found  a  relationship  between  child  abuse 
and  neglect  and  violent  behavior  in  studies  that 
con^xaied  violent  offenders  with  nonviolent  offend- 
ers (150).  A  relationship  between  abuse  and  violent 
behavior  is  also  suggested  by  findings  that  delin- 
quents who  were  abused  and  neglected  are  involved 
in  violent  offenses  more  often  than  those  who  were 
not  (150).  Another  review  found  contrs«Jictory 
findings  among  the  studies*  reviewed  (448). 

A  recent  prospective  study  of  the  relationship 
between  child  abuse  and  neglect  and  delinquency 
has  overcome  many  previous  nKthodological  prob- 
lemis  (449).  The  fmdings  arc  consistent  with  the 
previous  literature  in  terms  of  the  percentage  of 
maltreated  children  who  become  delinquent  and  the 
fact  that  the  majority  of  maltreated  chUdren  do  not 
become  delinquent  (451).  The  study  found  26 
percent  of  abused  and  neglected  children  had  a 
juvenile  record  in  contrast  with  16.8  percent  of  the 
controls.  Black  children  who  were  abused  were 
particularly  at  risk  for  delinquency  (45 1 ).  In  compar- 
ison to  controls,  individuals  who  were  abused  or 
neglected  as  children  had  more  arrests  as  adults  (29 
V.  21  percent)  and  more  arrests  for  any  violent 
offense  on  a  juvenile  or  adult  record  (11  v.  8 
percent)'*  (449). 

Individual  Factors  Associated  With  Delinquency 
— In  addition  to  examining  variables  in  the  external 
environment,  i.c.»  in  the  neighborhood  and  in  the 
family,  researchers  have  inquired  into  the  contribu- 
tion of  individual  characteristics  and  individual 
behaviors  to  delinquency. 

Early  Expressions  of  Sociatiy  Disapproved  Be- 
havioris) — Reviews  of  smdies  of  the  linkage  be- 
tween early  expressions  of  socially  disapproved 
behaviors  and  delinquency  conclude  that  repeated 
expressions  of  antisocial  behaviors^  by  children  in 
preadolescence  and  early  adolescence  are  strongly 
associated  with  delinquency— cspcciahy  serious 
delinquent  behavior  and  recidivism — in  later  ado- 


lescence (48^69353).  Studies  have  consistently 
found  higi  rates  of  delinquency  among  adolescents 
who  as  children  or  young  adolescents  di^l^red 
behaviors  described  as  aggr^on,  stealing,  lying, 
truancy,  acting  troubles(Nne  in  school,  fitting, 
being  aggressive  -disruptive,  daring,  dishoo^  nerv- 
ous, antisocial,  or  destructive  or  evidencing  poor 
socialization. 

One  meta-analysL,^  concluded  that  aggression  and 
stealing  in  childhood  woe  better  predictors  of 
adolescent  delinquency  than  any  other  of  the  early 
antisocial  behaviors  (268).  The  time  at  which  the 
antisocial  behavior  is  measured  iqjparcatly  affects 
the  strength  of  the  relationship.  A  few  studies  have 
found,  for  example,  that  aggressiveness  in  early 
adolescence  is  more  highly  predictive  of  delin- 
quency at  a  later  age  of  adolescaice  and  adult 
criminality  than  is  aggressiveness  in  early  childhood 
(269). 

Hie  association  between  early  antisocial  behav- 
iors and  delinquency  has  been  found  to  hold  in  many 
places  where  young  children  can  expsress  antisocial 
behavior  (e.g.,  at  home,  in  school,  and  in  clinics) 
when  different  outcome  measures  of  official  records 
of  delinquency  as  weU  as  self-reports  are  used  and 
when  different  measures  of  the  early  behavior  of 
children  (self-reports,  parent  ratings,  teacher  ratings, 
and  peer  ratings)  are  employed  (48.269,353).  For 
that  reason,  the  ability  of  antisocial  behaviors  to 
predict  adolescent  delinquency  is  somewhat  gener- 
alizable.  This  generalizability  is  limited  to  white 
m^es,  though,  because  only  a  few  studies  have 
involved  white  females,  and  even  fewer  have 
examined  the  early  behavior  of  black  and  other 
populations  (48,268,269.353). 

Although  there  seems  to  be  a  general  consensus 
among  researchers  that  problem  behaviors  in  child- 
hood are  a  predictor  of  delinquency,  there  is  less 
consensus  about  the  relative  importance  of  this 
predictor.  One  reviewer  rates  antisocial  behavior  in 
childhood  just  after  poor  family  management  as  the 
best  predictor  of  future  delinquency  (268).  Other 
researchers  rate  antisocial  behavior  in  childhood 
before  famUy  variables  (344,345).  StiU  other  re- 
searchers regard  antisocial  behavior  in  childhood 


»»Abo«dawl««l<xtcdchUdi«i«Jsobcganiheirofncial  criminal  ac  1  y«^<^'^«*^^'^~°^'f"*'j**''"f^^ 

nvo  timS^S  offenses.  TlK  mcrS«l  risk  as«^^^^ 

a*  ninaway,  tniancy,  an4  ungovernability  (449).  ■    ,  k» 

«Anl>80dfll  behaviors  by  chUdren  and  adolcsccnls  are  also  known  as  conduct  problems  in  the  criminology  li«e«in«e  and  are  chanictenslK  of  the 
Q    ^sychiatnc  diagnosis  of  comiuct  disordcf  <scc  box  1 3-A). 
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and  family  variables  as  heing  of  equal  importance  as 
predictors  of  delinquency  (119). 

The  efficiency  of  screening  children  with  antiso- 
cial behaviors  for  some  form  of  intervention  is 
partially  compromised  by  the  large  number  of 
children  who  exhibit  such  behaviors  and  who  do  not 
beconw  adolescent  or  adult  ofTcndcrs  (48).  Further- 
more, the  adolescent  who  commits  only  one  delin- 
quent act  is  quite  similar  in  behaviors  to  the  child 
who  commits  no  delinquent  act  (353).  On  the  other 
hand,  the  child  who  will  eventually  beccmie  a 
chronic  delinquent  or  an  adult  criminal  often  differs 
in  b^viors  from  the  child  who  does  not  become  a 
delinquent.  It  has  been  suggested  by  a  review  of  the 
literature  that  two-thirds  to  almost  all  eventual 
chronic  delinquents  can  be  characterized  in  ele- 
mentaiy  school  by  their  behaviors  (269).  However, 
this  conclusion  does  not  n^ssarily  mean  that  all 
children  who  exhibit  antisocial  behaviors  in  ele- 
mentaiy  school  will  go  on  to  become  chronic 
delinquents. 

Attention  Deficit  Hyperactivity  Disorder^ 
Attention  deficit  hyperactivity  disorder  (ADHD)  is 
a  childhood  disorder  that  has  been  defined  in 
numerous  ways.  The  definition  in  the  latest  version 
of  the  AnKrican  Psychiatric  Association's  Diagnos- 
tic and  Statistical  Manual  of  Mental  Disorders, 
known  as  DSM-IU-R,  is  presented  in  box  13-A. 
According  to  this  definition,  ADHD  is  characterized 
by  "developmentally  inapfn-opriate  degrees  of  inat- 
tention, in^ulsiveness.  and  hyperactivity"  (10). 

ADHD  and  antisocial  behaviors  or  conduct  prob- 
lems are  highly  intercorrelated,  and  some  researchers 
believe  that  they  could  be  grouped  into  a  single 
behavioral  disorder  category  that  would  also  include 
learning  disabilities  (125,331).^'  Other  researchers 
believe  that  ADHD  and  conduct  problems  are  both 
biological  correlates  of  delinquency  that  reflect  a 
developmental  lag  within  the  central  nervous  system 
(331).  However,  the  factors  that  are  strongly  corre- 
lated with  ADHD  differ  from  the  factors  that  are 
strongly  correlated  with  conduct  problems.  A  num- 


ber of  studies  have  found  that  ADHD  is  Unked  to 
poor  cognitive  and  academic  functioning,  while 
early  aggressiveness  is  linked  to  poor  parmting 
factors  and  low  socioeconomic  stmus  (125).  The 
problem  has  a  very  cariy  age  of  onset — from  2.9  to 
5  years  of  age  (125,331). 

Cross-sMtional  and  prospective  longitudinal  stud- 
ies have  found  that  childr»i  with  ADHD  have 
relatively  high  rates  of  delinqumt  behavior  and  of 
criminal  behavior  in  later  life  (125^31).  For  exam- 
ple, a  matched  control  study  that  followed  males 
from  9  years  of  age  until  they  were  18  years  of  age 
found  that  20  percent  of  the  ADHD  males  wer« 
arrested  during  that  period  in  comjwison  with  8 
percent  of  the  controls  (125). 

The  correlation  between  ADHD  and  deliju}uency 
was  corroborated  in  a  rigorous  controlled  sti»dy  that 
collected  information  through  parental  interviews, 
teacher  and  peex  ratings,  and  biological  imasures  of 
psychomotor  impulsivity  to  assess  ADHD  problems 
in  males  of  8  and  10  years  of  age  (125).  All  the 
measures  of  ADHD  significantly  predicted  juvenile 
convictions  between  the  ages  of  10  and  16  independ- 
ent of  measures  of  conduct  problems  and  also  with 
additive  effects.  ADHD  was  particularly  predictive 
of  early  convictions;  conduct  problems  were  more 
predictive  of  self-reported  delinquency,  adult  con- 
victions, and  recidivism.  Both  ADHD  and  conduct 
fWToblems  were  significantly  predictive  of  chronic 
offenders. 

Learning  DisaMlities~-Molesccnt$  with  learn- 
ing disabilities**  have  higher  rates  of  officially 
recorded'^  delinquency  than  adolescents  without 
learning  disabilities  (50,255,331);  they  also  have 
higher  rales  of  recidivism  and  parole  failure  (50,255) 
and  commit  more  serious  offenses  at  rearrest  (50) 
than  those  without  learning  disabilities.  Although 
prevalence  rates  for  delinquent  acts  vary  widely, 
individuals  with  learning  disabilities  conywse  a 
disproportionate  segment  of  the  delinquent  popula- 
tion, even  when  factors  of  age,  race,  and  socioeco- 
nomic status  are  held  constant  (50,255).  TTie  esti- 

"Lcanjing  disabilities,  which  have  not  been  wcU  defined,     discussed  in  the  ncxi  section  bcJpw. 
J*LeantingdisabilitiN  bavc  not  been  wcU  defined,  and  dlagnoslic  criicria  are  not  precise.  TTic  Nattonal  Conference  on  Leaniiag  Disabilities  agreed 
'earamg  diiabilittcs  is  a  generic  t«m  that  nefcre  to  a  bctcrogeoeotts  gixmp  of  disorders  nianifested  by  significant  difficnltiwiB  the  amaisitlra  and 
use  onislenmg.  speaking,  reading,  writing,  reasoning,  or  madiematical  abilities,  or  of  social  skills"  (234).  Tb^  disonietB  are  intrinsic  to  the  individuai 
and  twnaned  to  be  due  to  central  nervoos  systeot  dysftincdon  (234).  Although  some  experts  consider  leantog  disaWUly  a  biolegical  factor  connected 
with  delinqiMncy,  others  think  the  biological  link  needs  much  nuro  investigation  before  teaching  this  conclasico  (331). 

«AltbOTgbchiWrcn  with  learning  disabilities  violate  the  law  at  the  same  rale  as  o&er  childreai.  they  are  ovcncprescntod  in  official  arrest  and  juvenile 
court  statistics  (381):  many  believe  that  such  children  receive  difibretti^  trestmeat  by  the  judicial  system  (50). 
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mated  jn^valence  rate  of  learning  disabilities  in  the 
delinqueot  populaticm  ranges  firom  less  than  12 
p&txnt  to  more  than  70  percent  in  diffcaient  studies, 
The  wide  range  of  estimates  is  di^  to  the  variety  of 
definitions  of  teaming  disabled  and  to  different 
methods  of  assessing  the  condition  (50). 

Many  explanations  for  the  linkage  between  leant- 
ing  disabilities  and  delinquency  have  been  pro- 
posed, but  no  explanation  has  been  fimily  estab* 
lished.  It  is  likely  that  a  learning  disability  by  itself 
is  not  sufficient  to  foster  delinqurat  bdiavior  but  that 
a  leaning  disability  in  complex  interaction  with 
multiple  factors  increases  the  ri^  of  such  behavior 
(50^5).  One  hypothesis  is  that  individuals  with 
learning  disabilities  have  difficulties  with  language, 
social  perception,  and  social  relationships — attributes 
that  place  them  at  higher  risk  of  delinquent  behavior, 
imticularly  when  associated  with  other  factors 
associated  ivith  offending,  such  as  low  IQ,  pai^ntal 
criminality,  and  poor  parenting  practices  (50). 

Low  IQ  and  Poor  School  Performance^ — 
Reviews  of  numerous  studies  ccmclude  that  low 
intelligence  level  as  indicated  by  IQ^^  (48,326)  and 
poor  school  achievement  (48,240,268)  are  associ- 
ated with  and  predictive  of  delinquent  activity  when 
n^asuied  by  self-reports  and  official  records,  re- 
gardless of  race  or  social  class  (353),^^ 

Delinquents  generally  have  merr  ^Os  of  about 
92 — 8  points  lower  than  the  mean  IQ  of  tht  general 
population  (326).  Delinquents'  lower  IQ  is  attrib- 
uted specifically  to  poor  verbal  abilities:  about 
two-th^ds  of  delinquents  are  lacking  in  verbal  skills 
as  measured  by  standardized  tests  (326),  Low  verbal 
skills  may  deter  a  child  from  academic  achie  /cment, 
thereby  contributing  to  delinquency  (326).  Or  the 
lade  of  verbal  skills  may  be  more  complex  and 
underlie  such  **personality-cognitive**  functions  as 
interpersonal  problem-solving  and  moral  reasoning, 
which  can  contribute  to  delinquent  behavior  (326). 

Poor  educational  achievement  is  moderately  asso- 
ciated with  delinquency  regardless  of  race  or  social 


class  (48,240^68),^^  One  review  found  that  by  flic 
end  of  elen^ntary  school,  low  achievement,  poor 
vcKabulary,  and  poor  verbal  reasoning  are  ttu^  best 
predictors  of  fubire  adolescent  delinquency  (268)« 
During  the  high  scbcx)l  years,  this  review  found,  low 
gnufe  point  average  and  not  being  promote  are  the 
best  predictors  of  future  adolescent  delinquency  and 
adult  criminality  (268). 

School  failure  in  high  school  and  dropping  out  of 
school  overly  logically.  The  literature  shows  that 
dropouts  are  more  delinquent  than  nondropouts 
when  in  school,  but  delinquency  anKmg  dropouts 
declines  after  they  leave  ^hooL  Most  icsearehers 
agree  that  the  offense  rates  of  dropouts  and  high 
school  graduates  converge  by  the  midtwenties  at  the 
latest  (181). 

Association  With  Delinquent  Peers — ^Empirical 
evidence  showing  that  association  with  delinquent 
peers  by  young  adolescents  is  positively  related  to 
delinquent  behavior  when  the  adolescents  become 
older  and  to  criminal  m^tivity  when  they  reach 
adulthood  is  consistent  (48,109,125^315) » In- 
deed, involvemrat  with  a  delinquoit  peer  groiq)  by 
young  adolescents  emerged  as  the  strongest  predic- 
tor of  delinquency  among  older  adolescents  in 
several  studies  (106,268,313). 

Studies  ha\^  also  shown  that  involvement  with  a 
delinquent  peer  group  serves  to  maintain  delinquent 
status  (48,125,315).  In  fact,  a  high  percentage  of 
delinquent  behavior  is  carried  out  with  peas  (111). 
Researchers  disagree,  however,  about  whether  expo- 
sure to  delinquent  behavior  i^omotes  delinquent 
behavior,  or  whether  delinquent  behavior  leads  to 
the  choice  of  delinquent  friends  (240). 

A  recent  analysis  of  the  onset  of  delinquent 
behavior  sheds  some  further  light  on  the  debate.  The 
study  concluded  that  for  adolescents  ages  1 1  to  17, 
"'exposure  to  delinquent  friends  preceded  minor 
delinquent  behavior  in  a  majority  of  the  cases  and 


^For  a  general  discusskm  of  schooU  ami  school  pcrfcmnaiicc.  $oc  ch.  4.  "Schools  and  Dismtioosuy  Time/'  in  this  vohime. 

^^InldUgaice  is  a  controvcrsaai  constmcf;  most  studies  use  ''inteiiigcf^  quotients'*  (!Qs)  ds  measured  by  standardized  tests  as  an  tmticafqr  of 
intelligeDce. 

^Altbottgb  intelligence  and  school  achievement  are  not  the  same,  several  studies  have  found  that  they  are  stnu^ty  afffwiatcd  (268),  Poor  school 
performaxK^e  sometimes  results  £roro  probtems  siKii  as  ADHD  or  ieamtng  disabilities  diat  art  not  related  to  intclUgeoce. 
^one  of  the  studies  in  dteese  two  revkws  ovefiq)ped. 

CMK^Ie»  one  tongitudinal  study  found  that  59  percent  of  maJes  wiio  were  involved  with  deliiK|ttent  pern  at  age  14  had  a  convtction  recoid  at 
age  25  in  contiBst  fo  25  percem  of  other  males  who  did  not  have  (felhviucirt  a 
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preceded  serious  delinquency  in  nearly  all  cases'' 
(109)« 

Biological  Fxtors—Mmy  biological  factors — 
genetic*  biochemicaVhoniKmal,  physiologic,  and 
neurophysiologic— 4iave  been  investigated  for  their 
asscK^iation  with  delinquent  behavior  (331)*^^  The 
genetic  ccmtribution  to  delinquency  has  been  exam- 
med  by  studying  twins  (126^93).  Studies  of  twins 
are  conducted  on  the  preniise  that  identical  twins  are 
more  similar  in  heredity  than  firatemal  twins.  If 
identical  twins  are  more  similar  in  their  delinquent 
history  than  fraternal  twins,  some  genetic  influence 
on  delinquent  behavior  is  assumed.  The  eff^t  of 
environment  on  delinquent  behavior,  however,  can- 
not be  discounted  in  studies  of  twins  who  have  not 
been  reared  apart  because  ickntical  twins  typically 
aie  raised  more  similarly  and  evoke  similar  re- 
sponses from  the  social  environment  than  fraternal 
twins  (293).  Although  the  weight  of  the  evidence 
from  studies  of  twins  is  strongly  suggestive,  it  is  not 
conclusive;  studies  to  date  have  not  been  able  to  sort 
out  the  effects  of  heredity  from  the  effects  of 
environment. 

The  linkage  of  genetic  factors  to  delinquency  has 
also  been  examined  by  studying  twins  and  other 
children  who  have  been  adopted  outside  of  their 
biological  family.  Adoption  studies  have  found  that 
there  is  a  positive  relationship  between  antisocial 
behavior  in  adoptees  and  antisocial  behavior  in 
biological  parents,  but  the  studies  vary  tremen- 
dously in  definitions  of  antisocial  t^havior  and  have 
various  methodological  problems  (293). 

Reviewers  of  the  literature  on  twins  and  violence 
and  adoptees  and  violence  have  come  to  diffexenr 
conclusions  about  the  linkage  of  heredity  and 
violence*  Heredity  has  been  characterized  as  having 
some  role  in  violent  delinquent  behavior  (331),  as 
having  no  relationship  with  violent  offending  among 
adult  men  (395),  and  as  possibly  contributing  to 
aggression  in  adolescence  and  early  adult  life  (53). 

The  association  of  another  genetic  lactor — 
variability  in  the  number  and  length  of  the  male  sex 


chromosome — with  violent  behavior  among  adoles- 
cents rwiuires  further  investigation  (331,395). 

Some  studies  have  examined  biochemical/hOT- 
monal  linkages  with  delinqt^ncy,  but  ihe  results  are 
inconclusive*  Some  studies  indicate  that  low  serum 
cholesteit)!  has  some  association  with  violent  behav- 
ior in  children  with  aOtention  deficit  disoidcfs  (331). 
There  are  conflicting  results  among  studies  of 
testosterone  levels  and  adolesc^t  violent  behavior 
(331,381395).  Evidence  linking  progesterone  with 
violent  behavior  during  the  adolescrat  period  is 
indirect  (331)  and  l^;sed  on  studies  of  flawed  design 
(395). 

Current  research  in  many  aspects  of  neuroscience 
now  concentrates  on  neurotransmittm  (substances 
that  are  released  by  nerve  cells  to  carry  nerve 
ixTq7ulses  to  adjoining  cells).  Son^  of  the  several 
substances  that  have  been  found  to  be  neurotrans- 
mitters are  associated  with  inhibitory  effects  on 
brain  function  and  otfim  are  associated  with  excita- 
tory effects  upon  brain  function.  Studies  suggest  that 
either  inhibitory  neurotransmitters,  particularly  se- 
rotonin, or  excit^ory  agents,  or  both,  may  be 
involved  in  the  genesis  of  aggressive  behavior 
patterns.  The  balance  of  inhibitory  and  excitatory 
neurotransmitter  activity  may  dictate  the  likelihood 
of  violent  behavic^  under  certain  cmnmistances,  and 
this  mechanism  may  be  the  final  common  pathway 
by  which  other  variables,  such  as  cholesterol  or 
testosterone  levels  or  the  presence  of  violence- 
inducing  illicit  substances,  achieve  their  effects 
(331,395).  Research  has  been  conducted  on  the 
association  of  many  other  biological  factors  and 
delinquent  behavior  (329),  but  the  results  are  incon- 
clusive. Thus,  no  single  biological  variable  can  be 
specifically  linked  with  delinquency  (53),  although 
evidence  about  the  association  of  biological  factors 
and  adolescent  delinquency  is  suggestive  (53,93,329). 
A  sufficient  body  of  evidence  has  not  yet  developed, 
and  it  is  particularly  difficult  to  use  scientific 
sampling,  control  group  comparisons,  and  other 
validity  checks  when  conducting  research  on  the 
linkage  of  biological  factors  and  delinquency. 


^^Elbotl  hiis  also  noted  tbat  Ibc  uifiuence  of  early  parent  training  and  schcx>l  bonding  is  channclod  ttnough  the  type  of  friends  chosen  during  early 
adolescence.  Adolescents  who  are  isolated  from  family  and  conventional  society  are  more  likely  to  mm  ro  peer  gmops  who  often  arc  groups  who  are 
tolerant  of  and  even  encourage  deKnquent  behavior  (i.e.,  j^usgs)  (97). 

*20nc  of  the  methodological  problems  in  conducting  research  on  dclinqu«icy  is  that  the  populations  in  much  of  the  research  on  the  association  of 
violence  and  biological  facton  arc  samples  of  adjtwlicated  offciKf ers  who  have  been  placed  in  clinical  treatment  settings.  Thus,  the  findipgs  of  sudi 
research  are  haid  lo  generalize .  They  may  apply  only  to  such  delinquents  rather  than  to  delinquents  as  a  whole.  Or  die  studies  may  measure  the  association 
of  biolpgical  tmits  with  arrest  or  conviction  rather  than  tte  association  between  biological  factors  aiKf  violence. 


Chapter  13—DelinQU8ncy:  Prsventbn  and  Servlcss  •  II-611 


Alcohol  or  Illicit  Drug  Use  Immediately  Before 
QgfewJin^^— Available  evidence  indicates  that  many 
delinquent  acts  ^>pear  to  be  committed  while,  or 
immediately  after,  the  prapelrator  has  been  drinking 
leverage  alcohol  (without  tte  conccMnitant  use  of 
any  other  drug).  Different  sources  vary  somewhat  in 
their  findings  regarding  the  strength  of  the  associa- 
tion between  the  consun^tion  of  beverage  alcohol 
and  the  commission  of  delinquent  acts. 

In  1987,  the  Bureau  of  Justice  Statistics  within  the 
U.S.  Department  of  Justice  conducted  a  self-report 
interview  survey  of  11-  to  25-year-old  offenders  in 
long-term,  State-operated  juvenile  institutions  (415). 
This  survey  found  that  nearly  9  percent  of  the 
institutionalized  offenders  under  age  18  reported 
having  committed  the  offense  for  which  they  were 
institutionalized  while  under  the  influence  of  alco- 
hol (415).  In  1979,  Elliott  and  researchers  conduct- 
ing the  National  Youth  Survey  of  14-  to  20-year-olds 
in  the  general  population  had  somewhat  different 
findings  (105).  They  found  that  alcohol  alone  was 
used  immediately  prior  to  24  percent  of  aggravated 
assaults  (including  gang  fights),  and  it  was  used  to 
a  lesser  extent  in  the  commission  of  motor  vehicle 
thefts,  larcenies,  and  robberies  (105).  Differences 
between  these  two  surveys'  findings  may  be  ac- 
counted for  by  a  number  of  factors:  the  8-year 
difference  in  survey  administration,  different  popu- 
lations sampled,  and  differences  in  survey  tech- 
niques. 

\4mous  hypotheses  have  been  proposed  to  ex- 
plain the  association  between  the  intake  of  alcohol 
and  the  subsequent  commission  of  delinquent  acts, 
but  no  one  hypothesis  has  been  confirmed.  One 
hypothesis  is  that  alcohol  may  reduce  inhibitions 
and  provoke  the  expression  of  delinquent  behavior 
(77).  Another  hypothesis  is  that  alcohol  may  reduce 
anxiety  or  build  up  the  requisite  courage  to  commit 
a  planned  offense  ( 105). 

In  some  cases,  alcohol  use  before  an  offense  may 
reflect  typical  alcohol  use  for  the  individual  commit- 
ting the  offense.  The  1987  survey  of  institutionalized 
offenders  by  the  Bureau  of  Justice  Statistics  found 
that  about  three-fourths  (76  percent)  of  the  institu- 
tionalized offenders  under  age  1 8  had  drunk  alcohol 
at  least  once  in  the  year  prior  to  their  current  offense 
and  that  more  than  half  (55.5  percent)  of  them  had 


drunk  alcohol  one  or  more  times  a  week  before 
admission  to  the  facility  (415). 

Source*  of  information  on  the  association  be- 
tw^n  the  use  of  illicit  drugs  alone  and  the  commis- 
sion of  delinquent  acts  disagree  as  to  the  in^wrtance 
of  the  association.  The  Bureau  of  Justice  Statistics' 
1987  survey  of  11-  to  25-year-old  offenders  in 
long-term,  State-operated  juvenile  institutions  found 
that  15,7  percent  of  the  offenders  under  age  18 
reported  having  committed  the  offense  for  which 
they  were  institutionalized  while  they  were  under 
the  influence  of  illicit  drugs  alone  (415).  On  the 
other  hand,  the  1979  National  Youth  Survey  of 
14-  to  20-year-olds  in  the  general  population  found 
that  robbery  was  the  only  offense  which  was 
immediately  precede  by  drug  use  alone  in  more 
than  10  percent  of  the  incidents  (105).  Elliott  and  his 
colleagues  who  conducted  the  National  Youth 
Survey  are  careful  to  point  out  that  alcohol  or  drug 
use  is  not  necessarily  the  cause  of  any  delinquent 
behavior. 

According  to  the  Bureau  of  Justice  Statistics' 
1987  survey  of  institutionalized  11-  to  25-year-old 
offenders,  it  appears  that  more  offenders  are  affected 
by  using  a  combination  of  alcohol  and  drugs  before 
they  commit  an  offense  than  by  only  drinking 
alcohol  or  taking  dmgs  (415).  This  survey  found  that 
more  than  23  percent  of  institutionalized  offenders 
under  age  18  used  both  illicit  drugs  and  alcohol 
immediately  before  they  committed  tiie  offense  for 
which  they  were  institutionalize  (415).*** 

In  sunmiary,  the  Bureau  of  Justice  Statistics'  1987 
survey  and  the  1979  National  Youth  Survey  agree 
that  the  use  of  alcohol  or  illegal  drugs  is  associated 
with  a  substantial  percentage  of  serious  delinquent 
acts.  However,  neither  alcohol  nor  illegal  drugs 
alone  or  in  combination  is  involved  in  most  delin- 
quent acts,  nor  do  adolescents  use  these  substances 
only  when  committing  offenses. 

Possession  of  a  Gun — Guns  are  often  used  while 
committing  delinquent  acts  in  the  United  States, 
particularly  those  that  result  in  death.  To  OTA's 
knowledge,  however,  no  research  has  been  con- 
ducted to  determine  whether,  and  if  so,  to  what 
extent,  the  presence  of  a  gun  increases  the  probabil- 


^Poradiscuaslonof  alcohol  and  drug  us.  by  adoIcscenU.secch.  12.  •  •Akohol.-R>bacco.  and  Dn,g  Abase:  Ptevemion  and  Scrvim."  inthisvotomc. 

of  insUmtionalized  offenders  vvho  used  both  iUegaldn,gs  and  alcohol  tomj^ 
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Table  13-8— Use  of  a  Weapon  by  institutionalized  Offenders  Under  Age  18  Who  Vitere 

Sentenced  tor  a  Violent  OtHense,  1S87« 

  Offenders  sentenced  tor: 


Gun . 
Knife 


Alt 
^tolent 
offenses 

HomJdde" 

Sexual 
assault^ 

Robbery 

Assault 

Other 
violent 
offenses 

40.9% 

77.8% 

5.3% 

44.0% 

43.9% 

28.1% 

19.7 

56.9 

1.5 

23.7 

15.4 

13.0 

10.1 

17.8 

2.6 

11.2 

8.9 

*  9.5 

11.1 

3.1 

1.2 

9.1 

18.6 

5.6 

59.2% 

22.3% 

94.7% 

56.0% 

56.1% 

71.9% 

8.194 

563 

955 

3,204 

2,985 

488 

**Homte«(te  faKfudM  murdar  and  ^  fwms  of  manslaught»f. 
gonial  assault  induct  rapo  and  oth9f  oiMual  assaults. 

SOURCE:  |JLS.O^a)*TWj«of  unpulrilshad  data  from 

DC.                               ^^'^'"P'^'^^^  'i-  SA  Knm». and  LA.  Qr^^XkuSSlnS 


ity  that  a  delinquent  act  will  occur.  It  is  clear, 
however,  th^  the  use  of  a  gun  worsens  the  outcome 
of  a  violent  act  that  would  have  occurred  anyway. 

The  Bureau  of  Justice  Statistics*  1987  survey  of 
11-  to  25-year-old  offenders  in  long-tenn.  State- 
operated  juvenile  institutions  found  that  about  41 
percent  of  the  offenders  under  age  18  who  were 
sentenced  for  a  violent  crime  used  a  weapon  in  the 
conounission  of  that  crime  (see  table  13-8).  The  vast 
majority  (77.8  percent)  of  institutionalized  offenders 
under  age  18  who  were  sentenced  for  homicide 
(murder  or  manslaughter)  used  a  weapon,  and  more 
than  half  (56.9  percent)  used  a  gun  (415). 

Federal  law  jH-ohibits  the  sale  of  handguns  and 
handgun  ammunition  to  individuals  under  the  age  of 
21  and  the  sale  of  rifles,  shotguns,  and  ammunition 
for  them  to  individuals  under  the  age  of  18  (Title  18 
of  the  U.S.  Code  section  922,  subsection  1).  State 
laws  also  limit  the  ownership,  purchase,  and  posses- 
sion of  firearms  by  minors.  As  noted  elsewhere  in 
this  Report,  40  percent  of  8th  and  10th  graders 
responding  to  the  1987  National  Adolescent  Student 
Health  Survey  reported  havuig  used  a  gun  some  time 
during  the  year  prior  to  the  survey;  35  percent  of  the 


respondents  who  had  used  a  gun  in  the  last  year  had 
used  a  gun  more  than  10  times  i\2).^  Almost  40 
percent  of  10th  graders  (and  almost  half  of  male  10th 
graders)  said  that  they  could  get  access  to  a  handgun, 
and  1.6  percent  reported  carrying  a  handgun  to 
school  during  the  year  before  the  survey.** 

Nationwide,  the  number  of  adolescents  identified 
as  murder  offenders  and  the  use  of  guns  by 
adolescent  murder  offenders  have  been  increasing 
(see  table  13-9).  to  1976,  1,859  10-  to  18-year^lds 
in  the  United  States  were  identified  as  murder 
offenders;  993  (53  percent)  of  them  used  guns  and 
866  (47  percent)  used  other  weapons  (41 1).  to  1988, 
1.926  10-  to  18-year-olds  were  identified  as  muider 
offenders;  1 , 1 36  (59  percent)  of  them  used  guns  and 
790  (41  percent)  used  other  weapons.  Thus,  ftom 
1976  to  1988,  the  number  of  10-  to  18-year-olds 
identified  as  mmder  offenders  tocreased  by  about  4 
percent,  and  the  number  of  murders  where  guns  were 
used  by  10-  to  18-year-olds  increased  by  14  percent, 
although  the  size  of  the  adolescent  popui^on 
decreased  (411). 

The  number  of  adolescents  who  were  muider 
victims  and  the  number  whose  murder  resulted  from 


„f  ™f c  ,ii  .1^*^  Innmcs:  Rrcvcation  aiKl  Sen, ices.' '  in  this  volume,  nie  questioD  did  not  distiivuish  between  posdbJc  legal  and  iDegal  use 
^  ^'  the  past  year,  about  how  many  times  did  youv^»  handgm..  riflVor  s!»S  to  «^  ^ 

ft  ^^^^w  «r  ^  *  ™^  ^  of  questions  about  high-risk  behaviors  (inctedtog^onsSS  taki^gSnSS 
aspertamingto  »ccess  to  weapons"  were  hm.ted  to  ca^yi^g  various  types  of  weapons  to 

««Fifleen  percent  reponcd  canying  a  knife  to  scbool.  and  8  percmi  reported  canyicg  anodier  weapon  (12). 
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TBtAo  13-9— U»  Of  Guns  and  Other  Wteapons  by  Adolescent  Murder  Oftendere, 

1976  end  1988 


Adelesoent  murder  offenders.  1 976         Adotescent  murder  offenders.  1988 


Used 

Usedanothsr 

Used 

Usedanothsr 

Offender's  age 

Total 

a  gun 

weapon 

Total 

a  gun 

weapon 

10  

4 

1 

3 

1 

1 

0 

11   

15 

9 

6 

7 

3 

4 

12  

12 

6 

6 

14 

8 

6 

39 

22 

17 

41 

21 

20 

14  

95 

38 

57 

98 

63 

35 

15  

215 

125 

90 

221 

137 

84 

16  

385 

207 

178 

373 

244 

129 

527 

289 

238 

571 

377 

194 

18  

587 

296 

271 

600 

2^ 

318 

Total   

1,859 

993 

1.928 

1.136 

790 

SOURCE:  U.S.  D»partiT»nt  of  Justico.  F«cteral  ftffaaH  of  Imwstlgation.  tmpuWtefwd  1976  and  1988  data  from  t»H» 
Uniform  Crim»  Raports,  Washington.  DC,  D«SBml»r  1989. 


Table  13-10— Use  of  Guns  and  Other  Weapons  To  Kill  Adolescent  Murder  Victims 

Ages  10  to  18, 1976  and  1988 


Adolescent  murder  victlnre,  1976  Adotescent  murder  victims,  1 W8 


Victim's 
age 

Total 

Killed  by 
agun 

Ktltedby 
anotfwr  weapon 

Total 

Killed  by 
agun 

Killed  by 
another  weapon 

29 

14 

15 

27 

17 

10 

11  

18 

7 

11 

32 

12 

20 

12  

54 

27 

27 

38 

20 

18 

13  

47 

30 

17 

51 

29 

22 

14  ,  ,, 

65 

40 

25 

78 

59 

19 

15  .,  .. 

101 

55 

46 

184 

102 

92 

16  

2D4 

150 

54 

237 

192 

45 

17  

296 

212 

84 

340 

276 

64 

18  

.  324 

222 

102 

435 

330 

105 

Total  ... 

.  1,138 

757 

381 

1,432 

1.037 

395 

SOURCE;  U.S.  D^artnwrt  of  Justic©.  Fwteral  Buraau  of  InwstSgatton.  unptAlishw*  1976  and  1988  data  from  tha 
Uniform  Crtna  R«^rU.  Washington,  DC,  Daoambar  1989. 


the  use  of  guns  also  increased  from  1976  to  1988 
(41 1  As  shown  in  table  1 3- 10>  1 976,  there  were 
1,138  victims  of  murder  from  10  to  18  years  of  age; 
757  (67  percent)  of  them  died  from  the  use  of  a  gun, 
and  381  (33  percent)  of  them  died  from  the  use  of 
other  weapons,  hi  1988,  there  were  1 ,432  victims  of 
murder  from  10  to  18  years  of  age;  1,037  (72 
percent)  of  them  died  from  the  use  of  a  gun,  and  395 
(28  percent)  of  them  died  from  the  use  of  another 
we^xin. 


The  lethality  of  guns  for  adolescents  in  the  United 
States  is  confirmed  by  mortality  data  from  the 
National  Center  for  Health  Statistics  within  the  U.S. 
Department  of  Health  and  Human  Services.  TTiese 
data  indicate  that  in  1987, 65  percent  of  the  homicide 
deaths  among  U.S.  adolescents  10  to  14  years  of  age 
involved  the  use  of  a  gun,  and  71  percent  of  the 
homicides  among  U.S.  adolescents  ages  15  to  19 
involved  the  use  of  a  gun  (404).  Fuithermoie,  80 
percent  of  the  homicide  de^hs  among  black  mdes 


OAs  noted  above  Umfonn  Crime  Reports  data  arc  based  on  crime  reports  and  may  not  reflect  ttie  uni  verw  of  homicides  or  other  crimes.  In  tddldon. 
there^^SiSSS^vSEle  Unifonn Crime  Reports  aild  availaWe  vital  sutistics data.  For  caample.  t988  vital  ««isti« 
SS  a?^SSq^bcingprepa«*rcadilyaSble  vital  statist 
vittSsttesdataiKtodetomiciaebyl^imcn^ 

Obd)  vital  atadsdcs  data.  National  Ccatas  for  Health  Statistics'  mortaWty  data  indicated  that  in  1987.  tt»e  wcrc  2.104  hoinidcte  d^ 
S5intr5S^compar.d  *itt.  1 .432  m^trs  reported  to  the  Uniform  Crime  Reports  in  1988.  Vital  statistics  data  for  1987  inctaled  16  homicides 


O    a  irsulf  of  legal  immentkm. 
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ages  15  to  19  were  associated  with  guns  (404).^  The 
United  States  has  a  much  higher  number  of  gun- 
related  homicides  among  adolescents  than  do  odier 
industrialized  countries.  Among  males  ages  15  to 
19,  in  1986,  there  were  1 ,043  gun-related  homicides 
(out  of  a  total  of  1,432;  thus,  73  percent^  in  the 
United  States;  there  were  6  {29  pwcent)  gun-related 
homicides  out  of  a  total  of  21  in  Canada,  and  there 
were  2  (10  percent)  gun*related  homicides  out  of  a 
total  of  21  in  Japan  (140a). 

The  Importance  of  Interactions  Between  Age  and 
Factors  Related  to  Delinquency 

TTie  interaction  of  specific  factore  and  delin- 
quency depends  on  the  developmental  status  of  the 
child  or  adolescent  (268).  Preliminary  research 
indicates  that  the  best  predictors  of  delinquency 
when  a  child  is  6  years  of  age  are  family  characteris- 
tics and  that  the  l^st  predictors  from  9  years  onward 
are  early  childhood  antisocial  behaviors  (268).  At 
age  10,  parent  criminality  appears  to  be  the  best 
predictor  of  delinquency,  and  at  age  15,  grade  point 
average  becomes  the  best  predictor  (268). 

Interactions  between  age  and  a  number  of  factors 
related  to  delinquency  influence  not  only  whether 
delinquency  ocau-s  but  also  what  course  delin- 
quency takes  if  it  occurs  (353).  Children  who  exhibit 
problem  behaviors  at  an  early  age"^^  tend  to  be  the 
most  delinquent  and  aggressive  at  later  ages — 
particularly  children  who  were  delinquent  when 
unusually  young  and  who  had  a  broad  spectrum  of 
interpersonal  and  social  difficulties  (e.g.,  lack  of 
parental  supervision,  low  intelligence,  and  low 
socioeconomic  staftis  (353). 

Interactions  Among  Factors  Associated 
With  Delinquency 

Although  the  exact  mechanism  of  interaction  iz 
not  understood  in  most  cases,  the  interaction  among 
factors  with  respect  to  delinquent  behavior  appears 
to  be  profound.  A  few  of  the  many  examples  of 
factors  that  are  thought  to  interact  are  described 
below. 


•  Certain  family  variables  that  have  a  direct 
effect  on  family-child  relations — e.g.,  parental 
rejection,  the  irfjsence  of  parental  supervision, 
the  lack  of  parental  involvement,  poor  parental 
disciplinary  practices — tt|^>ear  to  be  fairly 
strongly  and  directly  associated  with  delin- 
quent behavior .7^  Other  family  variables—poor 
marital  relaticHSs  as  expressed  by  family  dis- 
cord, family  disruption,  and  fsmHy  size- 
appear  to  be  less  strongly  associated  with 
adolescent  delinquency  and  may  act  indirectly 
by  interfering  with  the  ability  of  parents  to 
appropriately  supervise,  or  be  involved  with, 
their  children  or  adolescents  (269).  Homes 
where  parents  provide  only  weak  control  over 
their  children's  behavior  seem  to  facilitate 
adolescents'  adhering  to  a  delinquent  peer 
group  (106,320). 

•  A  child  who  has  ADHD  and  is  in^ulsive  and 
hyperactive  may  be  difficult  to  handle.  Parents 
who  might  be  capable  of  supervising  a  child  of 
normal  temperament  may  not  have  the  ability 
to  be  good  parents  for  an  impulsive  or  hyperac- 
tive child.  Low  socioeconomic  status,  poor 
parental  health,  social  isolation,  marital  dis- 
cord, and  large  family  size  are  other  factors  that 
could  further  aggravate  the  sitoation  (269). 

•  Child  maltreatment  and  delinquent  behaviors 
may  be  causal  in  both  directions  and  may  be  the 
result  of  a  cornmon  etiology  in  nonfunctional 
families  and  among  cultural  practices  that 
legitimatize  family  violence  (150). 

•  Neighborhood  factors  (e.g,  high  neighborhood 
delinquency  rates)  seem  to  be  indirectly  associ- 
ated with  delinquency  and  to  operate  in  con- 
junction with  family  factors  and  peer  factors 
(353,383). 

Factors  Associated  With  Continued  Official 
Dennquenf  Activity 

The  previous  discussion  for  ihe  most  part  has 
focused  on  factors  that  are  correlated  witli  ur 
predictive  of  an  adolescent  *s  decision  to  engage  in 
delinquent  behavior.  Many  factors  have  also  been 


^As  noied  jo  ch.  18.  "Issues  in  the  Eteltveiy  of  Services  to  Selccfcd  Populaiions/ '  in  Vol.  m.  homicides  arc  ihe  leading  cause  of  death  among  black 
nmles  ages  15  ro  19  in  ihc  United  States  Ftrcarms  have  been  ncspcmsiblc  for  75  to  SO  percent  of  all  Mack  male  adolescent  homicides  siiKc  1968.  Behveen 
1 984  and  1987  ite  firearm-related  homicide  rate  increase  66  percent  from  29  6  to  49.2.  which  accounts  for  95  percent  of  tlK  morcasc  in  the  total  homicide 
rate  for  the  1984-87  period  among  black  males  15  to  19  years  of  age  (40). 

^^ote  that  these  data  arc  from  the  U.S.  vital  statistics  systwn.  and  not  from  the  Uniform  Crime  Reports. 

'^Studies  have  examined  the  onset  of  problem  behavlon  in  children  as  young  as  5  to  10  years  and  older.  The  interval  between  onset  of  problem 
behaviors  ami  later  delinquency  varies  among  tbc  studies. 

^  ^'Foradisctission  of  the  general  effect  of  different  parenting  styles,  see  ch.  3.  "Parents  and  Families*  Influence  on  Adolescait  Health* '  in  this  volume 
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identified  that  are  predictive  of  continued  officially 
reconied  delinquent  activity,  some  of  which  are  also 
associated  with  initial  involvement  in  delinquent 
behavior. 

Factors  that  are  predictive  of  continued  official 
delinquent  activity  include  the  age  of  first  court 
contact,  inconsistent  discipline  in  the  home,  expul- 
sion or  suspensions  in  school,  diagnosis  of  need  for 
specM  education  services,  referral  to  jnotective 
services  for  abuse  and  neglect,  parental  substance 
abuse  and  criminality,  sibling  criminality,  being 
behmd  grade  level  in  school,  and  alcohol  or  drug  use 
(170,439). 

In  addition,  there  are  system  factors  such  as  prior 
probation,  prior  out-of-home  placement  for  abuse 
and  neglect,  prior  efforts  to  run  away  from  home  or 
out-of-home  placement,  number  of  court  adjudica- 
tions or  referrals,  and  number  of  felony  adjudica- 
tions or  referrals.  All  of  these  factors  are  highly 
correlated  with  one  another,  and  usually  a  set  of  8  or 
12  of  these  variables  is  predictive  of  continued 
official  delinquent  activity  (170,439). 

Summary:  Factors  Associated  With  Delinquency 

Understanding  what  factors  put  adolescents  at 
risk  for  delinquent  behavior  and  the  strength  of  the 
relationship  between  such  factors  and  delinquency 
would  be  useful  in  the  development  of  interventions 
to  prevent  delinquency  or  to  treat  young  offenders. 
>^ous  demographic  factors  have  been  identified  as 
risk  factors  for  delinquency,  but  definitive  knowl- 
edge about  the  strength  of  Uieir  Unkage  with 
delinquency  is  lacking.  It  is  clear  that  delinquency 
rates  generally  increase  with  the  age  of  the  adoles- 
cent, peaking  from  15  to  17  years  of  age  and  then 
decHuing  for  most  offenses.  It  is  also  known  that  for 
most  offenses,  urban  areas  experience  higher  delin- 
quency rates  Uian  suburban  and  rural  areas. 

Male  adolescents  are  more  involved  in  almost  all 
categories  of  offenses  than  female  adolescents,  and 
black  adolescents  are  more  involved  in  abnost  all 
categories  of  offenses  than  white  adolescents,  but 
tiie  gender/delinquency  and  race/delinquency  rela- 
tiondups  appear  stronger  if  one  looks  at  arrest 
records  tfian  if  one  looks  at  victim  survey  data  and 
self-report  data.  Furthermore,  gender  differences  in 
airest  rates  appear  to  be  narrowmg,  with  arrest  rates 
for  adolescent  females  changing  at  a  greater  rale  than 
arrest  rales  for  adolescent  males.  The  strength  of  the 
O  race/delinquency  relationship  as  measured  by  arrest 
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rates  can  be  questioned,  because  1)  low  income  and 
living  in  urban  areas  are  associated  with  delinquency 
and  2)  low  income  ami  living  in  urban  areas  are  more 
typical  of  black  adolescents  than  other  adolescents. 

The  strength  of  the  linkage  between  most  nonde- 
mogra{rfuc  factors  and  adolescent  delinquency  is 
similarly  open  to  interpretation.  The  strength  of  the 
linkage  between  the  factors  listed  in  table  13-7  and 
delinquent  behavior  varies  not  only  among  Ae 
factors  and  age  of  the  individual  but  also  among 
studies.  The  statistical  associations  of  delinquency 
and  some  factors— fanuly  factors  (e.g.,  parental 
rejection,  lack  of  parental  supervision,  lack  of 
parental  involvement,  familial  criminal  behavior, 
and  poor  disciplinary  practices),  early  socially 
disapproved  behaviors,  low  IQ  (particularly  poor 
verbal  ability),  and  associating  with  dclincpient 
peers  during  the  adolescent  period— is  significant 
and  well-established  in  a  relative  sense.  Other 
factors  that  also  seem  to  be  associated  wiUi  adoles- 
cent delinquency  include  child  abuse  and  neglect, 
learning  disabilities  and  problems  such  as  ADHD, 
poor  school  performance,  and  drug  or  alcohol  use. 

Some  neighborhood  and  community  factors  are 
associated  with  delinquent  behavior  only  if  other 
factors  are  present  and,  even  then,  may  have  a  low 
association  with  delinquency.  The  role  of  guns  in 
delinquency  is  unclear,  although  the  use  of  guns  by 
adolescents  who  conunit  homicide  and  their  use 
against  adolescent  homicide  victims  has  been  in- 
creasing. Alcohol  and  drug  use  seem  to  precipitate 
the  commission  of  deUnquent  acts,  but  early  delin- 
quent behavior  also  precedes  initiation  of  alcohol 
and  dmg  use. 

In  the  design  of  prevention  and  treatment  strate- 
gies, it  is  extremely  important  to  recognize  that/f  jv, 
if  any.  risk  factors  for  delinquency  act  inde- 
pendently. Many  of  the  risk  factors  for  adolescent 
delinquency  are  interrelated  in  ways  that  are  still 
not  well  understood.  It  is  clear  that  no  one  factor  by 
itself  is  correlated  witii  or  predicts  delinquency  very 
well,  but  rather  for  most  adolescents,  delinquency  is 
the  resuU  of  the  interaction  of  multiple  risk  factors 
(including  individual,  familial,  social,  and  situa- 
tional factors),  each  of  which  incrementally  in- 
creases the  risk  of  delinquent  behavior.  The  impor- 
tance of  each  factor  also  depends  on  the  age  of  the 
individual. 

An  extremely  critical  question  is  why  not  all  of  the 
adolescents  who  have  been  exposed  to  any  one  risk 
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Box  U'B^acton  Thai  Protect  AOokseents  Exposed  to  Risk  Foetors  for  DeUnquency 

A  striking  fimling  of  sludks  of  risk  fiactoRassoc^^ 
to  rbkfactes  do  intfbecowdcifaqBcm.Atongfftidhiflls^ 

half  of  tbe  hig|i-i<sk  adolescents*  in  die  study  who  did  not  become  deUnqmot  were  at  the  age  of  22  "socially 
iiiyaiied"inoflierw^r8-^eTOiiqde,flieyweresodalisd^ 

«ih^  (443.445)2  A  fiew  young  mea  in  tbis  sindy,  howevw,  were  fivtag  pmdactim  lives  aad  wen  soci^y 
adjusted  (443,445).  Tlie  mtfaors  posi^  that  some  (tfibe  di£feK»^ 

in  the  seiioosness  or  duonfcity  of  tlie  enviroomealal  risk  feclois  and  some  to  the  difference  in  *Mfa"ffHt 
tempeianients. 

Otfter  studies  have  fomd  that  a  positive  ten|)eran»m,  inctoding  po^thw  mood  and  a  temlency  to  evoke 
positive  itqwoses  fiom  ofheis,  hi^  IQ.  positive  schod  and  wQzk  expe^^ 

stmctmy  in  the  mviropment,  and  oi»  good  relationship  witfa  a  parent  or  catfaer  sdnh  redace  tha  ridr  nftfaHnmww-y 
ajdMBidate^ 

(29S.3S3Middition8l  fiKt(»s  identi&d  as  bavh^ 

locus  of  control,  higher  self •«$teeni,  and  an  faifbrmal  D^w«t  ctf  fimify  a^ 

in  times  of  criste  (29S).  Ovendl,  a  picture  emeiges  of  the  resiliem  cfaiM  as  ha^ 

IQ,  being  more  autonomous,  havteg  a  good  relatioiidiip  with  at  least  cme  adalt«  md  bdnc  mooe  siKcessftil  and 
involved  in  school^ 


<m  SOGM  wdto  peooaiKiu  sqmtloo  fiom  one  or  tio0>  pa^^ 
^^^^^^^^^2Tto  aiitli«  led  ItaBBT  and  Gl^ 


factor  become  offenders.  What  protects  them  from 
becoming  delinquent?  As  noted  in  box  13-B,  some 
evidence  suggests  that  having  a  good  relationship 
with  at  least  one  aduh  and  having  a  supportive 
school  environment  are  among  the  factors  that 
contribute  to  **resiliency'*  among  children  exposed 
to  risk  factors-  Further  research  on  this  topic  could 
provide  informed  directions  for  interventions. 

Consequences  ofAdotescent  Delinquency 

Any  attempt  to  evaluate  the  consequences  of 
adolescent  delinquency  on  adolescent  offenders,  on 
victims,  and  on  society  is  problematic  because  the 
dimensions  of  the  problem  of  adolescent  delin- 
quency have  not  been  established.  As  noted  earlier, 
the  volume  and  distribution  of  delinquent  acts  and 


the  number  and  characteristics  of  adolescents  in- 
volved in  delinquency  in  any  one  year  are  not 
definitively  known.  Furthermore,  data  sources  and 
studies  that  directly  address  the  issue  of  the  conse- 
quences of  adolescent  <lelinquency — e.g.,  exact 
national  mortality  and  morbidity  attributable  to 
delinquent  acts  by  adolescents — are  not  available 

Qearly,  though,  society  and  individuals  bear 
many  costs  as  the  result  of  adolescent  delinquency, 
some  of  which  may  not  be  measurable-  In  addition 
to  the  economic  and  physical  harm  that  delinquency 
causes  individuals  of  all  ages,^  there  are  uniwas- 
ured,  and  perhaps  immeasurable,  costs  due  to 
adolescent  delinquency,  particularly  violent  delin- 
quent acts.  These  include  the  cost  associated  with 
the  pain,  suffering,  the  reduced  quality  of  life  of 


A  rearm  analysis  of  the  cost  of  injury  provMjes  sotjc  cvideoce  on  effects  of  homicide  and  other  intcotional  injuriess  (340).  That  analysis  notes  that 
19,830  deaths  in  the  United  Stales  tn  1985  were  the  result  of  homicides  and  that  about  130,869  persons  were  hospitalized  as  the  result  of  injuries 
uitemionaljy  inflicted  by  others.  (Tte  data  to  categorize  Inlentiotta!  injuries  other  than  those  rcqulrii^  hospitalization  arc  not  avaUaWe.)  The  authors  do 
not  specify  ages  of  those  who  committed  ittt  homicides  mui  inflicted  injuries  serious  enough  to  rcquiit  bospttalizatioa  or  the  ages  of  thdr  victims 

Wid  inforoation  on  injuries  sustained  as  a  result  of  crime  is  also  prcsaitcd  in  a  report  on  aU  physical  injuries  resultii^  from  a  tape,  robbery,  or  assault 
and  reported  to  the  National  Crime  Survey  <420).  That  report  does  not  add  to  information  oo  posonal  consequences  of  adolescent  dcliiMuetKry  since 
tbe  age  of  the  ofTendcr  is  not  provided. 

^The  extent  to  which  adolescents  arc  victinis  of  crime  and  delinquency  is  discussed  helow  in  the  section  entitled  '*  Adolescents  as  Victims  of  Crime 
^and  r>elinqucncy . '  * 


ERIC 


Chapter  IS-'DeilnQimcy:  Prwventton and Servlcss  ♦  11-617 


victims  and  their  families,  and  the  fear  of  violence 
experienced  by  members  of  society  that  restrains 
them  from  pureuing  their  nomial  activities  of  living. 
Violent  delinquent  acts  also  result  in  a  high  death 
toll,  high  costs  for  the  hospital  and  other  care  of 
injured  peisons,  and  the  prevalence  of  long-term 
disabling  conditions.  The  trauma  centos  of  many 
hospitals,  particularly  in  large  metropolitan  areas, 
are  facing  financial  crises,  in  part,  because  of 
shootings  and  stabbings  of  individuals,  many  of 
whom  are  adolescents  and  most  of  whom  are 
reported  to  have  no  insurance  coverage  (437)7"^ 

At  present,  there  is  no  solid  foundation  upon 
which  to  base  estimates  of  the  costs  of  offirading  in 
adolescence.  The  most  critical  deficiency  is  the  lack 
of  data  on  the  co^  of  offending  disaggregated  by 
age — e,g,.  Are  burglaries  committed  by  adolescents 
as  costly  as  those  conunitted  by  t^ults?  Do  aggra- 
vated assaults  committed  by  adolescents  result  in 
more  seriou.  >iealth  impairments  than  those  commit- 
ted by  adults? — and  the  lack  of  self-report  data  that 
would  allow  researchers  to  ascertain  what  propor- 
tion of  offenses  are  committed  by  adolescents  as 
opposed  to  adults.  Arrest  rates  might  provide  some 
basis  for  making  such  estimates,  but  we  do  not  know 
whether  the  likelihood  of  arrest  varies  by  age — e.g,. 
Are  adolescent  burglars  more  or  less  likely  to  get 
caught  than  adult  burglars? 

Only  partial  data  are  available  for  use  in  estimat- 
ing the  costs  of  offending  by  offenders  of  all  ^es. 
The  Federal  Bureau  of  Investigation  in  the  VS. 
Department  of  Justice  provides  estimates  of  eco- 
nomic losses  due  to  robberies,  burglaries,  larceny/ 
theft,  motor  vehicle  theflt,  and  arson  in  its  annual 
Uniform  Crime  Reports  (409).  Estimates  of  the 
economic  costs  and  the  time  lost  from  work  due  to 
robbery,  rape,  assault,  and  theft  are  also  available 
from  the  National  Crime  Survey  conducted  by  the 
Bureau  of  Justice  Statistics  in  the  U,S.  Department 
of  Justice  (414).  The  National  Crime  Survey  also 
provides  estimates  for  m^ical  expenses  due  to 
robbeiy  and  assault.  Many  costs  are  not  in  the 
Uniforai  Crime  Reports  or  National  Crime  Survey 


estimates,  howevCT,  including  the  costs  associate 
with  most  minor  offenses,  the  cost  of  premature 
death,  the  costs  of  private  secmity  devices  and 
services,  losses  from  tax  revenues  for  illegal  activi- 
ties, and  the  cost  of  the  criminal  justice  system. 

Estimates  of  the  cost  of  offending  are  highly 
variable.  For  1980,  Siegel  reported  Federal  Bureau 
of  Investigation  estimittes  that  the  cost  of  organized 
crime  was  $130  billion  and  the  cost  of  white  collar 
crime  $  100  billion  (38 1 }.  Conklin  reported  estimates 
from  various  sources  that  would  suggest  that  the 
Federal  Bureau  of  Investigation  Hgures  reported  by 
Siegel  should  be  50-pCTcent  lower  than  diey  were 
(77).  The  Bureau  of  Justice  Statistics  presrated 
estimates  of  the  total  receipts  of  criminal  activity, 
ranging  from  $27  billion  (less  than  the  estimates 
repwted  by  Conklin  for  white  collar  crime  alone)  to 
$137  billion  (a  little  higher  than  the  Federal  Bureau 
of  Investigation  estimate  for  organized  crime  re- 
ported by  Siegel)  (415).  Even  allowing  for  the  fact 
that  the  **costs"  of  crime  may  be  much  greater  than 
the  ''receipts*'  generated,  the  latter  range  of  esti- 
mates for  receipts  of  criminal  activity,  a  range  of 
$110  billion,  is  terribly  large.  Even  if  age-specific 
data  were  available,  it  would  seem  best — given  these 
variations  in  estimates  of  the  costs  of  crime  (or  the 
gains  from  crime) — to  avoid  using  them  as  a  basis 
for  estimating  the  costs  of  offending  in  adolescence. 

Annual  operating  expenditures  on  juvenile  con- 
finement in  public  and  private  juvenile  facilities 
alone  exc^s  $2  billion  per  year  (418).  State 
spending  on  juvenile  services  varies  greatly:  South- 
em  States  spend  the  least  per  incarcerated  adolescent 
and  Northeastern  States  the  most  (414). 

Some  juvenile  corrections  agencies  receive  par- 
tial financial  assistance  through  Federal  and  State 
educational,  vocational,  and  welfare  fimdingJ^  A 
recent  California  legislative  analysis  reported,  for 
example,  that  over  $150  million  annually  in  Aid  to 
Families  With  Dependent  Children  funds  is  spent  on 
group  homes  and  foster  placements  for  juvenile 
court  clients  (246). 


^As  noted  in  chs.  5  sod  6  in  this  voluine.  haspHal  di^hargc  data  are  not  coded  by  cause  of  injury,  ami  emefgciKry  departmcDt  and  facility  data  are 
0Ot  available  on  a  ssrstematic  basis:  thus,  it  would  be  dififkuit  to  detcimine  systematically  the  amouot  of  care  for  ifUentiooal  injuries  affordwl  to 
adolescents  without  health  intotrance  coverage.  Denjogi^hic  data  that  adolescent  victims  and  peipetratom  (^violent  crime  are  also  those  less  likely  to 
be  insured  (see  chs.  1 6  and  1 8  in  Vol.  DI)  suggest  that  atM^otal  evidence  from  hospital  emergency  departn^nts,  such  as  thai  reported  by  the  Washington 
Fast,  is  accurate  (437). 

"^^See  cb.  19.  "The  Role  of  Federal  Agencies  In  Adolescent  Health,"  in  Vol.  m  for  a  discussion  of  various  Federal  programs  related  to  adolescent 
^•-alth. 
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Adolsscents  as  Victims  of  Crime 
anil  Delinquency 

In  1988,  as  shown  in  figure  13-6,  adolescents  and 
young  adults  ages  12  though  24  exfiN^enced  the 
highest  victimization  rates  of  all  age  groups  for  the 
violent  offenses  of  robbery,  rape,  and  asswilt  com- 
mitted by  persons  of  all  ages.  Indeed,  adolescoits 
ages  16  to  19  have  the  highest  rate  of  bemg  victims 
of  violence  (423).  Young  males  are  far  more  often 
the  victims  of  violent  acts  than  females  in  the  same 
age  groups  (423). 

As  shown  in  figure  13-7,  adolescent  and  young 
adults  ages  12  through  24  also  experience  the 
highest  victijTozation  rates  of  all  age  groups  for  theft 
in  1988.  Whereas  the  victims  of  violence  were  most 
often  young  males,  the  victims  of  theft  were  often 
just  as  likely,  if  not  more  likely,  to  be  young  females. 

Young  blacks  are  overrepresented  among  the 
victims  of  most  offenses  committed  by  people  of  all 
ages.  Blacks  of  all  ages  are  also  more  libety  to  be  the 
victims  of  all  violent  crimes,  particularly  homicide, 
than  are  whites  or  members  of  other  mincnity  groups 
(415).  Mortality  data  indicate  that  black  male 
adolescents  ages  10  to  19  are  more  likely  to  die  from 
homicide  than  are  white  males  in  the  same  age  group 
(404).  In  1985, 689  black  males  from  10  to  19  years 
of  age  died  from  homicide,  as  con^>ared  with  657 
white  males  in  this  age  group.  The  higher  number  of 

Rgure  13-6— Victlmlwtlon  Rotes*  for  Rape, 
Robbery,  and  Assault  by  Age  and  Sex,  1988 
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Rgure  13-7— VIctlmteatlon  Rates*  for  Theft 
by  Age  ami  Sex,  1988 
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deaths  among  blacks  is  startling  in  light  of  the  fact 
that  there  were  abnost  5.5  times  as  many  white  males 
as  black  males  ages  10  to  19  in  1985  (402).  The 
leading  cause  of  death  among  black  adolescents  ages 
15  to  19  in  1987  was  hcmiicide,  while  the  leading 
cause  of  death  among  white  adolescents  ages  15  to 
19  in  1987  was  motor  vehicle  injuries  (see  figure 
13-8  and  figure  13-9).  Although  homicide  is  not  the 
leading  cause  of  mortality  for  either  white  or  black 
l(y-  to  14-year-olds»  black  10-  to  14-year-olds  are 
still  disproportionately  affected  by  homicide. 

Young  blacks  from  12  to  19  years  of  age  are  also 
considerably  more  likely  to  be  victims  of  robbery, 
rape,  and  assault  conunitted  by  people  of  all  ages 
than  are  young  whites  ages  12  to  19  (see  figure 
13-10).  In  the  case  of  theft,  the  pattern  is  somewhat 
different.  Black  adolescents  ages  12  to  15  are 
somewhat  more  likely  to  he  victims  of  theft  than 
white  adolescents  of  those  ages,  but  blacks  ages  16 
to  19  fire  much  less  likely  to  be  victims  of  theft  than 
white  kjdolescents  of  those  ages  (see  figure  13-1 1). 

As  in  the  case  of  delinquency,  it  is  hard  to 
disentangle  the  factors  of  race^  location,  and  poverty 
in  analyses  of  victimization.  Adolescents  who  live  in 
inner  cities  experience  higher  victimization  rates 
than  those  who  live  in  the  suburbs  (446),  and  a  large 
proportion  of  black  and  Hispanic  adolescents  live  in 
inner  cities  (157)* 
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Figure  13-9— Percent  Mortality  Due  to  Seven 
Uading  Causes  of  Iteeth  for  Black  Adolracents 
Ages  10  to  14  and  15  to  19. 19B7 


Accidental  Injuries, 
motor  vehlde 


Figure  13-10— Victtmizatlon  Rates*  for  Rape, 
RObtMfy,  and  Assault  t)y  Age  and  Race,  1988 
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Rgure  13-9— f^rcent  Mortality  Due  to  Seven 
Leading  Causra  of  Death  for  White  Adolesoents 
Ages  ID  to  14  and  15  to  19, 1987 
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It  is  clear,  however,  that  adolescents  themselves 
pose  a  risk  to  adolescents*  Individuals  ages  12  to  19 
are  by  far  the  major  victims  of  the  violent  offenses 
of  robbery  •  rape,  and  assault  committed  by  individu- 
als ages  12  to  20?^  In  1987,  more  than  60  percent  of 
the  1 ,71 1,840  reported  violent  offenses  of  robbery, 
rape,  and  assault  committed  against  victims  12  to  19 
years  of  age  were  committed  by  offenders  ages  12  to 
20(419)-^ 

Another  category  of  victim  is  the  adolescent  who 
views  delinquent  behavior,  particularly  violent  acts. 
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Figure  13-11— Victimisatton  Rates*  for  Theft 
by  Age  and  Race,  1988 
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Preliminary  research  indicates  that  significant  num- 
bers of  children  and  adolescents  have  seen  violent 
acts,  such  as  shootings  and  stabbings  (38,158).  The 


76Thc  focus  of  this  OTA  Report  ison  lO-thiougb  I8-ycar-olds  Some  of  the  data  presented  in  this  discu&akm  are  for  otto 
for  10-  tbrougb  IS-yesr-okis  are  not  readily  availabte. 

^atiottaf  data  rclatiDg  both  tlic  age  aiid  race  of  ofiTciiders  lo  tlM^     and  race  of  thdr  victims  are  not  available.  Thus,  white  it  is  known  that  the  grtMt 
majorify  of  viol^  offenses  gainst  whites  are  commixed  t^  whites  (79  pen^oxt  of  robbenes.        and  assaults,  and  S8  pmoA  of  nmtdm)  and  that 
the  great  majority  of  viotcm  o0enscs  ^aiittt  tracks  are  conHnittcd  by  blacks  (82  pcrecnl  of  ipbbcncs,  ra|»w,  ani  assaults*  and  94  pescent  of  mindos), 
O    c  ages  of  victims  relative  to  the  victimizcn?  within  races  are  twt  known  {4(».419). 
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early  findings  also  indicate  that  viewing  violence  is 
deleterious  to  the  normal  emotional  and  intellectual 
development  of  children  expose  to  violence  (38). 

Prevention  of  Adolescent  Delinquency^^ 

When  considering  approaches  to  preventing  de- 
linquency among  adolescents,  it  is  iiiq>ortant  to  note 
methodological  and  other  problems  in  the  literature 
evaluating  past  jnevention  efforts.  One  is  the  prx)b- 
lem  of  different  definitions  of  delinquency^  noted  in 
the  first  section  of  this  ch^er*  Tt^  definition  of 
delinquency  is  critical  when  designing,  implement- 
ing, evaluating,  and  comparing  prevention  pro- 
grams. 

Another  critical  issue  is  the  paucity  of  evaluations 
of  many  interventions  to  prevent  (telinquency,  par* 
ticularly  of  programs  develcq^ed  and  implemented 
by  schools  and  communities  in  response  to  pressing 
social  pnoblems*  I^grams  developed  by  univ^ity- 
based  researchers  have  generally  been  more  rigor- 
ously evaluated  (455).  However,  a  general  {roblem 
is  that  the  evaluations  that  are  conducted  are 
typically  performed  by  the  same  organizations  and 
individuals  who  design  and  nnplement  the  interven- 
tions. 

A  major  problem  in  all  methods  used  to  evaluate 
pievention  and  treatment  interventions  is  that  the 
researchers  in  delinquency  have  typically  but  incor- 
rectly assumed  that  programs  that  fall  under  the 
same  general  mbric  (e.g.,  group  hon^s)  are  all 
providing  the  same  type  of  service  to  a  uniform 
degree  to  the  adolescents  involved.  As  a  result,  only 
outcomes  are  evaluated,  although  processes  that 
affect  the  in^lementmion  or  strength  of  an  interven- 
tion may  have  a  greater  influence  on  the  program's 
effectiveness  than  the  program's  overall  interven- 
tion strategy  per  se  (177,362).  Systematic  documen- 
tation or  investigation  of  outcome  and  process 
factors  in  evaluation  reports  is  rare^  which  tnakes  it 
impossible  to  tell  whether  a  strategy  failed  because 
it  was  implemented  badly,  its  impact  was  limited  by 
mediating  processes,  or  the  underlying  theoretical 
assumptions  were  wrong. 


Another  issue  of  importance  is  that  although 
information  gleaned  from  the  knowledge  of  factors 
link^  to  delimiuency  has  potential  for  designing 
in^ventive  strategies,  mmy  prognam  do  not  make 
use  of  such  information.  In  devising  pievention 
strateg^s,  it  would  be  useful  to  incotporote  knowl- 
edge about  the  relationship  of  particular  factors,  and 
knowledge  of  the  development  of  delinquent  bdiav- 
ior.  Interventions  should  not  be  expected  u>  be 
equally  effective  across  all  st^es  of  child  and 
adolescrat  <tevelq>ment.  As  an  obvious  exao^le, 
family  apfnoaches  might  be  e3q>ected  to  have  better 
outcomes  with  younger  ^olescents  than  widi  older 
adolescents. 

Strategies  for  the  priflMiy  and  secondary  preven- 
tion of  adolescent  delinquency  are  discussed  below. 
Ikble  13-11  displays  several  types  of  prinuuy  and 
secondary  prevention  interventions. 

Primary  PrsvBnIloii  of  Delinquency 

Primary  prevention  of  adolescent  delinquency 
means  identifying  individuals  at  risk  for  delinquent 
behavior  becwse  of  their  general  life  situations  (e.g., 
children  in  stressed  families)  or  identifying  environ- 
ments at  risk  for  delinquent  activity  (e.g.,  school 
settings)  before  the  delinquent  behavior  has  oc- 
curred, and  intervening  to  reduce  the  eventual 
amount  of  delinquent  behavior  in  that  group  or 
setting.^ 

Family-Based  Primaiy  Prevention^ 

Provision  of  Family  Support  Services — ^The 
provision  of  family  support  ^rvices  refers  to  the 
provision  to  families  of  a  broad  anay  of  social 
support  services,  including  day  care,  medical  care, 
counseling,  family  ne^  assessment,  and  referrals 
to  other  social  service  agencies.  Although  numerous 
studies  have  examined  the  effects  of  famUy  support 
on  infants  and  disadvantaged  families  (40,7 1  J2,278, 
318,330),  only  a  few  have  examined  the  long-term 
effects  of  day  care  and  other  family  support  interven- 
tions on  later  delinquency  and  antisocial  behavior. 

A  notable  exception  is  the  Yale  Child  Welfare 
Research  Program  (364,365),  an  intervention  that 
{nx>vided  to  low-income  mothers  and  their  first-bom 


^This  section  is  hasad  on  a  p^w  enliUed '  'Review  of  lYc^mms  for  the  Prevention  and  Trcatmem  of  Delinquency. ' '  prepartd  for  OTA  itndef  comrect 
by  Edward  Molvey,  Mtdbael  A.  ArUm.  and  N.  Dickon  Repptfcct  (295). 

^?En  tnany  bcahh  areas,  primary  prevemlcm  is  not  Umtied  to  tu^-risk  individuals. 

^ioce,  as  noted  earlier,  pocn^  family  fimctionii^  is  stioqgly  related  to  dclEDqucocy.  intcrvaitioD  with  families  has  received  wide  endoisement  as  a 
0    I  for  prevottive  intoventioD  (29^5.1  S6^7;269,389). 
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Tabte  13-11— Illustrative  Rimary  and  Seconttery 
Pmvontive  intervsntlons  tor  Delinquency 


Primary  prevenOon 

•  Famliysiqjport 

•  Parent  sMBtrBhIng 
S^tooHtsssd 

•  PtmoNxM  programs 

•  Cognitfve-betttvfofai  programs 

•  Social  praoess  interventions 

•  Community  watoh  organizations 
»  Adotosoem  support  organizatlonB 

•  Youth  recreation 

Secondaiy  prpvenUon 

•  Vbcatlonal  and  alternative  education  programs 

•  Family  therapy  and  family  comnumteatlmi  skills  training 
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children  a  coordinated  set  of  social  work,  pediatric, 
child  care,  and  psychological  services  for  30  months 
following  the  child's  birth.  Tfen  years  following  the 
end  of  intervention,  when  they  were  12.5  years  of 
age,  boys  whose  families  were  involved  in  the 
program  were  found  less  likely  to  exhibit  predelin- 
quent behavior  problems,  such  as  truancy,  than 
comparison  boys  whose  families  were  not  involved 
(364,365).  These  long-term  results  may  not  be 
gen^^alizable  because  they  were  based  on  compari- 
sons of  only  15  matched  experimental  and  control 
low-income  families,  none  of  whom  were  suffering 
firom  serious  health  or  emotional  problems. 

The  Yale  Child  Welfare  Program  cited  evidence 
for  approximately  $40,000  in  benefits  per  year  after 
a  total  program  cost  per  child  of  $20,000  (364).  The 
analysis  on  which  these  figures  were  based,  how- 
ever, was  not  comprehensive  enough  to  represent  a 
complete  picture  of  the  cost-benefit  ratio  (30). 

Parent  Skill  Training— Parent  skill  training 
involves  teaching  child  development  and  parenting 
skills  to  parents.  EX>cumentation  that  this  is  an 
effective  primary  preventive  strategy  for  delin- 
quency is  limited.  The  only  evidence  comes  from  a 
small  number  of  reports  which  found  that  the 
siblings  of  delinquent  youths  whose  parents  re- 
ceived parent  skill  training  were  less  likely  to  exhibit 
problem  behaviors  (20)  and  delinquency  (244)  than 
were  siblings  of  delinquent  youth  whose  parents  did 
not  receive  such  services.  These  data  suggest. 


however,  that  parent  traming  may  be  effective  for 
adolescents  at  high  risk  of  delinquency. 

Smie  studies  have  assessed  parent  training  as  a 
component  of  larger  prevention  packages.  An  inter- 
vention with  low-income  Mexican  Americans  with 
childrwi  ages  1  to  3  (227)  and  a  carefiiUy  assessed 
delinquency  prevention  project  based  in  eight, 
inner-city  Seattle  schools  (186)  were  found  to  have 
positive  attitudinal  and  behavioral  outcomes  for  die 
parents  and  children.  The  Seattle  project  also 
reported  that  children  in  the  experimoital  classes 
were  less  likely  than  cMldroi  who  were  not  in  such 
classes  to  have  started  drug  use  or  ddinquent 
activity  by  the  fifth  grade  (185).  In  neither  of  these 
jM-ograms,  however,  can  the  effects  of  parrat  training 
be  ^parated  from  oihex  a^iects  of  the  intervration. 

A  consistent  finding  is  that  high-risk  parents,  i.e., 
those  subject  to  multiple  stresses,  often  do  not 
complete  a  family  training  program  or  a  program 
with  a  family  training  component  (89,90^27,435). 

School-Based  Frimaiy  Prevention 

Preschool  Programs**— Head  Start  is  the  Fed- 
eral Government's  comprehensive  child-develop- 
ment program  designed  to  enhance  the  social 
competence  of  low-income  3-  to  5-year-olds.  Along 
with  ^ucational  instruction,  the  program  delivers 
health  and  dental  care,  immunizations,  and  hot 
meals  to  its  preschoolers  while  connecting  chil- 
dren's families  with  needed  social  services  to  help 
them  achieve  self-sufficiency. 

Chi  balance,  followup  evaluations  of  Head  Start 
programs  indicate  that  many  of  the  programs  pro- 
duce short-lived  improvements  in  children's  IQ  and 
academic  performance  and  long-term  improvements 
in  school  functioning,  including  a  reduced  need  for 
special  education  placement  and  an  increased  likeli- 
hood of  grade  promotion  and  graduation  (183.465). 
Because  there  is  an  association  of  factors  that  affect 
school  fimctioning  with  delinquent  behavior,  many 
Head  Start  programs  can  be  said  to  have  an  indirect 
preventive  effect  on  delinquency. 

Followup  evaluations  on  the  effects  of  Head  Start 
in  directly  preventing  delinquency,  however,  are 
sparse.  One  exception,  a  longitudinal  evaluation  of 


M  noted  m  the  section  on  factors  assixialed  with  dclinqucnc^^ 
rcUtcd  to  and  often  precede  official  and  self-reports  of  delinquent  beliflvior.  Scbool-system-tevel  imerventions  intended  to  prevent  delimnieot 
behavior  have  only  recently  been  tried  {126.286).  bolstered  by  research  showing  that  school  processes  and  climate  arc  related  to  acadwnic  acliiev^ 
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flw  Perry  Preschool  Project,  found  evidence  of 
reductions  in  delinquency,  adolescent  pregnancy, 
and  crime  (43,44361)-  Fifty-eight  3-  to  4-year-olds 
who  were  participanis  in  the  Perry  Preschool  Project 
were  followed  up  through  age  19,  as  were  matched 
controls.  In  comparison  to  the  control  group,  pro- 
gram participants  at  age  19  were  less  likely  to  have 
been  iurested  at  all,  to  have  had  five  or  more  arrests, 
to  have  had  special  wlucation  placements  in  school, 
to  have  dropped  out  of  high  school,  or  to  have  been 
on  welfare.  Participants  also  had  lower  rates  of 
adolescent  pregnancy  and  adult  arrests  and  higher 
rates  of  adult  employment  and  postsecondary  school 
enroUment  (43,44.361).  The  program  appeared  to 
have  a  greater  effect  on  adult  arrests  than  on  juvenile 
arrests. 

The  evaluation  of  the  Perry  Preschool  Project 
reported  that  the  program  resulted  in  benefits  to 
taxpayers  of  approximately  $28,0(X)  per  child  partic- 
ipant, about  six  times  the  annual  program  operation 
cost  of  about  $5,000  per  child  (361).  The  analysis 
included  a  broad  range  of  calculated  benefits  and 
costs  and  discounting  for  the  time  difference  be- 
tween costs  and  long-term  benefits  (30,43). 

Cognitive-Behavioral  Skills  Training  Programs— 
Cognitive-behavioral  interventions  are  based  on  the 
idea  that  delinquency  sometimes  results  from  an 
inabiUty  to  develop  and  mainiam  positive  social 
relationships  due  to  deficits  in  social  skills  (59,288, 

Evaluations  of  cognitive-behavioral  skills  train- 
ing programs  have  shown  that  such  programs  yield 
consistent,  short-term  improvements  in  problem- 
solving  abUities  (e.g.,  92,175,379,380,441),  particu; 
larly  for  younger,  disadvantaged  children.  Evalua- 
tions of  such  programs  also  provide  evidence  that 
such  programs  produce  behavioral  improvements 


(37349,379,380),  but  the  evidence  for  tong-term 
behaviOTal  in:^)roven^t8  is  not  clear  (92,175,M8). 
Cognitive-behavioral  skills  training  has  also  been 
used  as  a  sw:ondaiy  jweventive  intervMition  with 
children  who  have  conduct  disorders,  and  investiga- 
tors have  found  that  changes  in  behavior  at  home,  at 
school,  and  in  the  community  arc  evident  up  to  a  year 
later  (235). 

An  interesting  approach  that  incorporates  many  of 
the  techniques  used  in  cognitive-behavioral  strate- 
gies has  been  mounted  in  Massachusetts,  the  aim 
being  to  change  adolescents*  attitodes  toward  the 
use  of  violence  (323).  Using  a  standard  curriculum 
of  information  provision  and  role-playing,  the  Vio- 
lence Prevention  Curriculum  Project  specifically 
addresses  the  issue  of  anger  and  the  cwitrol  of 
violence.  This  program  is  attractive  for  its  focus  and 
direction,  but  interpreting  the  only  evaluation  of  its 
overall  effectiveness  is  somewhat  problematic  be- 
cause the  curriculum  was  published  and  evaluated 
by  the  same  organization  (455),  The  evaluation 
found  that  the  curriculum  had  a  statistically  signifi- 
cant impact  on  shidents'  knowledge  and  locus  of 
control.*'  Marginal,  but  not  statistically  significant, 
differences  were  found  for  positive  self-esteem  and 
for  self-reports  of  arrest.  The  final  report  emphasizes 
the  problems  of  implementing  the  rigorous  study 
design  and  concludes  that  the  fmdings  should  be 
viewed  as  preliminary.** 

Social  Process  Interventions— The  major  focus 
of  school-based  social  process  interventions  is  to 
change  the  social  structures  and  processes  of  schools 
lo  encourage  greater  involvement  and  conunitment 
among  students  (54,61,133,168,188).  Some  of  the 
interventions  also  incorporate  social  skills  training. 

Evaluations  of  a  project  that  trained  seven^  grade 
teachers  in  inner-city  schools  to  apply  proactive 
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classroom  management,  intewtive  teaching,  and 
cooperative  learning  strategies  reported  generally 
positive  results  regarding  teacher  behavior  and  the 
relationship  of  the  ^tescoits  to  the  school  environ- 
ment after  1  year  (187,189).  Students  in  experimen- 
tal classes  had  fewer  disciplinary  actions  and  days 
suspended  and  reported  less  fir^uent  drug  use  at  * 
school  than  students  in  control  classes  but  did  not 
differ  in  self-reported  school  delinquency  (187,189). 

Although  many  studies  have  reported  that  changes 
in  teacher  and  classroom  procedures  have  jwsitive 
results  on  classroom  behavior  (52,54,6 1 , 1 33, 1 34, 168, 
188,442),  very  few  studies  (e.g.,  48a)  have  demon- 
strated that  such  interventions  can  have  a  positive 
effect  on  subsequent  achievement  and  delinquency. 

Community -Based  Primafy  Prevention 

Community  organization  interventions  to  prevent 
delinquency  are  based  on  Shaw  and  McKay*s 
pioneering  work  tliat  showed  that  community  disor- 
ganization is  related  to  higher  rates  of  offending 
(371).  As  noted  earlier  in  the  section  on  factors 
associated  with  offending,  the  relation  appears  to  be 
indirect  ( 1 16,383).  As  noted  below,  there  is  a  paucity 
of  evidence  on  the  effectiveness  of  all  types  of 
commimity-based  preventive  interventions,  a  situa- 
tion which  is  probably  due  to  the  primitive  state  of 
measurement  conne^rted  with  assess'mg  variables  at 
a  comjTiunity  level,  and  tiie  difficulty  of  teasing  out 
the  many  interactions  among  community,  family, 
and  individual  level  factors. 

Community  Watch  Organizations— Neighbor- 
hood and  Block  Watch  organizations  and  citizen 
patrols  such  as  the  Guardian  Angels  are  attempts  to 
decrease  offending  through  community  involvement 
(42,15 1 3 17,348)-  While  such  prc^rams  reduce  crime 
and  fear  of  crime  (42317),  they  are  hard  to  organize 
and  have  been  found  to  be  less  effective  in  high- 
crime  neighborhoods  (290,348384385).  Evidence 
on  the  effectiveness  of  these  programs  in  terms  of 
reducing  delinquency  is  sparse.  A  recent  evaluation 
of  neighooriiood  wsidch  programs  in  inner  city  areas 
concluded  that  such  programs,  by  themselves*  rarely 
r^uce  delinquency  and  ciime  in  inner  cities  areas 
(290).  They  appear,  however,  to  help  support  a 
broader  strategy  that  includes  reducing  school  drop- 
out rateSt  providing  job  training,  and  providing  job 
opportunities  in  inner  city  neighborhoods  (290), 


Adolescent  Support  Organizations — Adoles- 
cent sufqxnt  programs  provide  multiple  sCTvices, 
tempting  to  be  responsive  to  the  particular  life 
situation  of  the  individuals  who  con^  to  them  for 
help.*'  Evaluations  of  such  targeted  community- 
ba^  {Ht>grams  offering  a  supportive  place  for 
adolescents  to  go  with  a  variety  of  jroblems — e.g.» 
Argus  Community  in  the  South  Bronx,  Delancy 
Stiwt  in  San  Francisco,  or  House  of  Umoja  in  West 
Philadeli^ft— are  sparse  and  not  methodologically 
rigorous  (290).  Informal  as^ssmente  (i^e^  assess- 
ments without  formal  control  groups)  of  high-risk 
adolescents  in  the  Argus  CcMnmunity,  the  House  of 
Umoja,  and  the  Dorchester  Youth  Collaborative 
suggest  that  enrollees  in  these  programs  have  been 
less  likely  to  commit  delinqtient  acts  than  similar 
liigh-risk  adolescents  in  the  general  conununity 
(290), 

Youth  Recreation — Numerous  youth  recreation 
programs  such  as  the  Police  Athletic  League,  Boys* 
aubs,  and  the  Fresh  Air  Fund  provide  constructive 
activities  for  youth  and  theoretically  reduce  their 
involvement  in  antisocial  activity  (45).  Although 
organized  sports  may  have  tremendous  potential  for 
promoting  competence  and  preventing  delinquency 
(56,8 1 ,337),  this  potential  has  never  been  systemati- 
cally assessed.  A  few  studies  have  shown  a  relation- 
ship between  participation  in  organized  athletic 
programs  and  lower  levels  of  delinquent  activity, 
particularly  for  working  class  boys  (356,363). 

Secondary  Prevention  of  Delinquency 

Secondary  prevention  of  adolescents  for  delin- 
quency means  attempting  to  keep  adolescents  who 
have  already  shown  indications  of  troublesome 
behavior  (e-g.,  school  problems)  from  engaging  in 
delinquent  acts  such  as  theft  or  assault.  (The 
distinction  between  secondary  prevention  programs 
and  treatment  programs  may  at  times  be  arbitrary 
because  the  populations  enrolled  in  some  jrograms 
arc  sometimes  heterogeneous.  In  any  one  program, 
some  participants  may  only  have  indications  of 
troublesome  behavior,  while  others  may  have  com- 
mitted delinquent  acts.  Some  pro-ams  that  target 
adolescents  with  self-reported  delinquency  and  offi- 
cial delinquency — ^for  example,  some  diversion 
programs— are  discuss^  in  the  section  on  treatment 
programs  below.) 


WTtKsc  programs  cao  also  be  considered  secondary  prevention  interventions,  because  some  of  the  attendees  are  ado!csc«its  at  high  risk  of  dcIioqu«icy 
O    5  g « adolescents  who  have  school  problenis  or  adolescents  who  have  commiited  one  or  more  deUoqiient  acts). 
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Vbcational  and  Alternative  Education  Programs^ 

Hope  for  vocational  training  and  other  alterna- 
tives to  traditional  school  programs  is  based  on  the 
consistent  finding  that  adolescents  with  bdiavior 
{m>biems  are  frequently  doing  poorly  in  school,  are 
not  engaged  by  common  classnnmi  procedures,  and 
are  lacking  in  job-related  skills  (172382).  Evidence 
from  a  number  of  evaluations  shows  that  when 
vocational  education  {nograms  carefully  integrate 
classroom  and  work  experience,  are  perceived  by 
students  as  being  relevant  to  their  interests,  and  are 
closely  monitored,  the  programs  reduce  school 
dropout  rates  and  increase  learning  and  school 
attendance  among  adolescents  at  high  risk  of  delin- 
quency (168)^ 

For  the  most  part,  the  direct  effect  of  the 
vocational  and  alternative  education  programs  on 
delinquency  has  not  been  evaluated.*^  Exceptions 
inclu(te  a  series  of  rigorous  followup  studies  of  male 
adolescents  who  had  just  been  expelled  or  dropped 
out  of  high  school  and  then  received  a  comfrohen- 
sive  intervention  that  combined  job  placement, 
rem^iial  education,  and  psychotbenq>y.  All  aspects 
of  the  intervention  were  administered  by  one  thera- 
pist. Services,  which  began  24  hours  after  the  males 
left  school,  were  individualized,  intensive,  and 
flexible  as  to  time,  place,  and  activity  (277375,376, 
377,378).  I>ata  from  the^  foUowup  studies  showed 
that  recipients  of  this  vocational  and  p^chottierapeutic 
intervention  had  adjusted  well  in  terms  of  employ- 
ment, schooling,  and  marital  status,  and  that  delin- 
quency was  clearly  lower  among  these  adolescents 
than  among  adolescents  in  a  control  group.  Even 
after  15  years,  the  uiales  who  had  received  the 
treatment  showed  much  better  social  ad^tation  with 
respect  to  family  life,  employment  success,  and 
avoidance  of  legal  difficulties  than  those  in  the 
control  group.  The  generalizability  of  the  studies  is 
limited,  however,  because  the  researchers  compart 
only  10  participants  with  10  control  adolescents  and 
used  a  veiy  talented  therapist.  Nonetheless,  this 
study  is  unique  in  illustrating  that  long-term  effects 
arc  possible  and  suggesting  the  importance  of 
multiple  components  of  treatment. 


Family  Therapy  and  Family  Communication 
Skills  Training 

Family  ther^y  and  family  communication  skills 
training  has  beeai  found  to  be  effi^tive  in  redi^ing 
problem  b^viors  among  conduct-disoid^ed  chil- 
dren of  treated  families  (232,144^35;236,314).  Hie 
effects  are  maintained  up  to  1  year  and  occasionally 
long»,  and  programs  have  been  found  to  be  effective 
anH)ng  chiMren  with  conduct  problrais  vaiying  in 
severity  of  dysfunction  (235). 

Family  th^py  and  family  communication  skills 
training  does  have  several  limitations.  One  is  that  it 
is  not  effective  for  some  types  of  children  and 
parents— e.g.,  parents  who  arc  dysfunctional  or 
parents  who  have  reached  the  limits  in  coping  with 
a  child  with  a  conduct  disoitia^  (235).  Furthermore, 
the  method  has  yet  to  demcmstrate  eithn^  a  long-* 
lasting  effect  on  delinquent  behavior  or  success  with 
severely  antisocial  adolescents. 

Summaiy:  The  Effectiveness  of  Adolescent 
Delinquency  Prevention  Efforts 

Although  efforts  at  primary  prevention  of  delin- 
quency are  rektively  new,  recent  research  has 
provided  some  evidence  that  primary  prevention 
programs  at  an  early  age  may  have  an  eniuring 
effect  in  tefms  of  reducing  delinquent  behavior  in 
early  adolescence.  For  any  given  approach,  the 
evidence  on  effectiveness  is  inconclusive  and  at 
times  indirect,  but  the  cumulative  evidence  from  h 
variety  of  ^>pn>aches — parent  training  programs, 
family  suppcm  interventions,  and  school-bas^  in- 
terventions— is  encouraging.  There  are,  however, 
too  few  controlltti  trials  to  draw  definitive  conclu- 
sions-  Given  what  we  know  about  the  complex, 
socially  embedded  nature  of  delinquency  and  the 
realities  of  service  provision,  it  is  unreasonable  to 
expect  that  any  single  preventive  approach  would  be 
uniformly  applicable  and  efficacious. 

The  overall  record  of  strategies  for  efforts  at 
secondary  prevention  of  delinquency  is  less  impres- 
sive. One  intensive  and  flexible  vocationally  ori- 
ented program  that  included  psychotherapy,  reme- 
dial education,  and  job  placement  clearly  reduced 


**For  a  discus&lon  of  schools  aod  (Mlolescoit  hcalUi.  see  ch.  4,  "Sdiocls  and  Discmiooary  Tkme."  in  this  volume. 

•^For  cxaii^)te,  other  altemgthrc  programs  such  as  City  Ljjghts  in  Waahingtatu  DC  {397a)  and  tfic  PhocaU  Ptogiam  in  Akron,  Ohio  (290)  aj^war  to 
bc^tcccs^ininyohfii^gfidlfa^gstiKteittswithbe^ 

fhdr  educational  prc^ems;  or reducif^  bebavtorat  piobtems.  lYeJiminary  cvoluatioiis  indicate  success  in  iocitasU^  the  school  attendaace  fute  of  faitit^ 
students  and  die  Pbocaia  Program  has  shown  a  decUoe  hi  rectdivism  rues  (290). 
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delinquency  in  the  long  tenn  (375,377).  The  quality 
of  the  findings  suggests  that  such  programs  may  be 
a  promising  way  to  prevent  delinquent  behavior,  but 
the  program  that  was  evaluated  had  a  veiy  small 
sample  size,  which  hinders  ^plication  of  findings  to 
other  populations.  Promising  early  evidence  suggest 
that  organizations  providing  multiple  elements— 
e.g.,  advocacy,  mentoring,  nutrition,  social  support, 
employment  training,  and/or  employment  place- 
ment to  high-risk  adolescents— result  in  multiple 
advantages  to  high-risk  youth.  These  advantages 
include  less  involvement  with  delinquency  than 
similar  high-risk  adolescents  (290).  However,  more 
scientifically  rigorous  evidence  is  needed  for  defini- 
tive conclusions  about  the  effectiveness  of  these 
interventions  in  preventing  adolescent  delinquency. 

Following  their  review  of  prevention  programs  on 
behalf  of  OTA,  Mulvey  and  his  colleagues  con- 
cluded that  three  general  lessons  can  be  drawn  (290). 
One  lesson  is  that  policymakers  at  all  levels  should 
seriously  plan  for  service  provision  as  an  ongoing, 


rather  than  "one  shot,"  enterprise.  For  adolescents 
who  appear  to  have  an  identifiable  propensity  for 
antisocial  behavior,  intervrations  should  be  concq>* 
tualized  as  a  series  of  possible  treatments  for  a 
problem  that  is  likely  to  appear  again  in  a  different 
form  as  the  adolescent  beconws  older  and  new  issues 
and  challenges  arise. 

A  second  major  lesson  would  seem  to  be  that 
successful  prevention  programs  appear  to  take  a 
broadly  based  approach,  addressing  behaviw  in  its 
social  context.  Because  delinquency  is  not  unidi- 
n^nsional  or  independent  of  a  variety  of  social 
forces,  interventions  must  address  multiple  issues  of 
the  youth's  family,  school,  and  peer  life  to  show  any 
real  progress.  TTiere  is  little  evidence  that  any 
service,  regardless  of  its  modality  or  theoretical 
rationale,  can  produce  impressive  results  when 
applied  in  isolation.  Early  intervention  programs 
that  provide  comiwehensive  care  to  families,  (x>gni- 
tive  behavioral  cuiriculums  that  are  coupled  with 
changes  in  the  school  environment,  and  individual 
interventions  that  work  with  the  adolescents*  home, 
school,  and  i»er  environment  appear  to  provide 
more  in^ssive  results  than  programs  that  arc 
focused  on  a  single  facet  of  an  adolescent's  life. 

The  third  clear  lesson  is  that  preventive  services 
(e.g.,  family  support  services)  are  not  delivered 
uniformly  and  that  it  is  counterproductive  to  con- 
tinue to  evaluate  them  as  if  this  were  true.  Compar- 
ing services  only  according  to  their  avowed  theoreti- 
cal approach  or  stated  program  type  appears  to  be  a 
task  with  limited  return.  Better  measures  of  particu- 
lar program  dimensions  independent  of  theoretical 
justification  or  basic  program  type  (such  as  intensity 
or  comprehensiveness  of  service  delivery)  as  well  as 
operational  measures  of  program  operation  are 
clearly  needed. 

Services  and  Intenrentfons  for 
Adolescents  in  tlie  Juvenile 
Justice  System«8 

The  source  of  ahnost  all  services  and  interven- 
tions explicitly  aimed  at  reducing  adolescent  delin- 
quency once  it  has  been  officially  detected  is  the 
juvenile  justice  system,  which  includes  law  enforce- 


MThistocMsJoD  is  based  partially  on  a  paper  enUUed '  'Review  of  Programs  for  the  Prrvcntlon  aod  Treatroenl  of  DcliiMjucDcy.  • '  which  was  prepami 
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Ibble  13-12— Age  at  Whtaii  Criminal  Courts  In 
Different  States  Gain  Jurisdiction  of  Young  Offenders 

Ageof  ^fsnder 
when  under  criminal 

omirt  jurisdiction  States  

16  years  Connecticut  New  Yorti,  North  Carolina 

17  Uars   Qeorgla.  lOlnolp,  Louisiana,  Massachu- 

'  setts,  Missouri.  South  Carolha,"fexas 

18  years  Alabama,  Alasl«aAitiona.Art«an8as,  Cal- 

ifornia, Colorado,  Delaware.  Dfstrtct  of 
ColumWa.  FtorWa.  HawaB,  Idaho,  Indi- 
ana, Iowa  Kansas,  Kentucky,  Maine, 
Maryland,  MWtigan,  Mhinesoia.  Missis- 
sippi. Montana,  ftobraska  Nevada,  New 
Hamp^Wre,  New  Jersey.  Now  Mextao, 
North  Dakota.  Ohto.  OWahonw,  Oregon. 
Pennsylvania,  Rhode  l^and.  Stnith  Da- 
kota. Tennessee.  Utah.  Vermont.  Vlr- 
glnto,  Waslftigton.  Wast  Virginia.  Wis- 
consin, f=sderai  districts 

19  years  Wyoming  

SOURCE:  LA.  SiymafMW.  "Uppw  of  Juwnto  Court  -i^^]^ 
Stafutw  Anatyste."  National  Cwifof  for  Juvenile  JusHee.  Prtts- 
tHjrgh.  RA.  March  1987. 


ment  officers  and  others  who  nfer  delinquent  and 
maltreated  juveniles  to  the  courts,  juvenile  courts 
which  apply  sanctions  for  delinquent  offenses  and 
oversee  the  execution  of  child  protective  services, 
juvenile  detention  and  correctional  facilities,  and 
agencies  that  provide  protective  services  and  care 
(e.g.,  foster  care)  for  juvenile  victims  of  abuse  and 
neglect.  The  discussion  that  follows  focuses  primar- 
ily on  the  handling  of  adolescents  by  juvenile  courts 
and  juvemle  detention  and  conectional  facilities. 

What  Is  the  Juvenile  Justice  System? 

The  juvenile  justice  system  is  actually  50  distinct 
statewide  juvenile  justice  systems.  State  statutes  that 
establish  the  legal  authority  for  the  deUvery  of 
juvenile  justice  services  vary  widely  from  State  to 
State.  The  upper  age  of  juvenile  court  jurisdiction 
differs  from  State  to  State  (see  table  13-12),  as  does 
the  sccpe  of  misconduct  leading  to  juvenile  court 
intervention  (sec  table  13-13).  Washington  State,  for 
example,  excludes  stanis  offenses  from  court  author- 
ity, whereas  States  such  as  California  merely  limit 
the  range  of         ons  to  be  used  with  stahjs 


Table  13-13— Reasons  for  Referral  of  Delinquency 
C^s  to  Juvenile  Courts,  1987 

Reasons  tor  referral  Numt)er  of  cases  Peroentaga 

Serious  viotent  offense"   5.8% 

Murder  and  iwnnegllgent 

mansiaui^rter   '^i  n'l 

Forcflaie  rape   f.WO  0.3 

Rotibery   21,500  1-9 

A^THvated  assaidt   37,400  J.^ 

Serious  property  offense*   498.000  43  5 

Bitfolarv   131.700  11.5 

S?S?theft   311.^  27.2 

Motor  vehkSe  theft   *-2 

Arson   6' ''00  0-5 

Minor  delbK^t  offense^   ^'222 

Simple  assault   99.700  8.7 

artenjwoperty  offenses   27.9M  m 

Trespas^ng   i'i 

Van&    W,300  7.4 

Wrapons  offenses   20,000 

Other  sax  offenses   18.^ 

Daig  law  violatkms   73,700  B.4 

Ol»tmcttonofJustk»   80,900  7.1 

Uquorlawirfolatkjns   16,300  1-4 

Dlsorderiy  conduct   ^7.800  4.z 

Other  delinquent  acts   63,700  5.e 

Total  delinquency   1,145.000  100-0 

NOTE:  Drtail  may  not  add  to  total  because  of  founding, 
»Switft/softanse8ar9  Federal  Bureau  of  liw««9attoo  Part  I  oflansas  (I.e.. 
muKter  and  ncmneflllfiwrt  manslauflhter.  forcible  r^.  "^'wo;.  aW™" 
vated  assaulf.  bwglary,  laroeny/llwft,  motor  ^ide  theft,  and  arsonj. 
IndivWutf  f^rt  I  OMenses  not  be  oonsWerod  wrtoua  by  other 
definitions,  however. 

bMlnof  oftansos  are  Federal  bureau  of  biwstJgattoo  Part  U 
»ndt\«ual  Part  II  offenses  may  not  be  consWarod  minor  by  oirw 
deflnHtens,  however 

SOURCE:  H.N.  Sny*r.  TA  Rnnegan.  E.H>  NJmlch.  at  al.,  prepubllcatlon 
dratt  of  •■Ouvemie  Court  Slatlstlca.  1987,'*  National  Center  for 
Juvenile  Justice.  PItfsburgh,  PA,  1990. 


offenders  (246).  Some  States  have  fiill-time  juvenUe 
court  judges,  whei-eas  others  rotate  judges  in  and  out 
of  juvenile  court  assignments.  Juvenile  court  judges 
vary  dramatically  in  their  legislatively  mandated, 
powers  and  the  extent  of  their  judicial  training  and 
experience  (351). 

The  manner  in  which  most  juvenile  courts  process 
delinquency  cases  is  illustrated  in  figure  13-12  in 
simplified  form  (388).  Police  are  the  primary  source 
of  referrals  to  the  juvenile  court,*^  but  school 
authorities,  social  welfare  agencies,^  and  parents 


Q    custody  of  adolescents  \siwM\y  commmcd  to  tbcir  care. 
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Figure  l3-l2-<Ju^ile  Court  Recessing  of  Itelinquency  Cases,  1987 


PoNee 

9SB,000  84% 


Other 
187,0(»  16% 


Petitioned  * 
531.000  46% 


Placement 
2,000  <1% 


Non  petitioned 
614.000  54% 


Pn^ation 
179.000  29% 


Other 
133.000  22% 


Dismissed 
300.000  49% 


Waived 
11.000  2% 


Placement 
99.000  30% 


Adludlealed*^ 
333,000  63% 

Pn^Blion 

Other 

Dlsmtssod 
1S,000  4% 

Nonadjudlcated 
187.000  35% 

PlaeemenI 
3^00  2% 

PfObsUon 
44.000  24% 

Other 
23.000  12% 

Dismissed 
116,000  82% 


Source  ol 

Intake 

Intake 

Judicial 

Judicial 

^Apotltlon  IsfHInfl  adoconwnl  in  luvartia  court  aftagtng  thatajuv»nlf»  la  adellnquent,  astatus  oftandar,  ordapandftnt. 

A  pstitfon  raquasts  ttrat  ths  oottrt  assuma  jurisdiction  ovar  tho  jtivanlto  or  that  thajtmnlta  ba  transfarrad  to  crtmM>al 

court  for  pnc»8«cution  as  an  adult, 
waivfld  casa  }9  ona  that  l9  tmrt9f9nad  to  ih9  ctimbial  court 
CAn  acQud)oat«d  oasa  ^  oha  \n  which  tha  court  has  antorad  a  jxKigmant. 

SOURCE:  H.N.  Snytlar.  TA  Flnnagan.  E.H.  Himtek.  at  al..  prafHitritetkm  draft  of  -Ajvanila  Court  Statlstkas,  1987." 
Matbnal  Cantar  for  Juvani^a  Ju^tca.  PHtsburgh.  PA,  1990. 


also  refer  cases,^^  Between  referral  and  court  intake, 
some  delinquency  cases  (20  percent  in  1987)  arc 
held  in  detention  facilities  (388).  At  court  intake,  an 
intake  officer  makes  a  decision  about  whether  or  not 
to  file  a  delinquency  petition  (i.e.,  to  process  the  case 
formally  by  the  courts).  About  half  the  cases  (54 
percent  in  1987)  are  handled  informally  at  the  intake 
level  and  the  adolescent  is  dismissed,  referred  to 
social  service  agencies,  placed  on  probation,  or 
placed  in  secure  cuafinemeot  (388).  Intake  officers 
also  recommend  to  judges  whether  adolescents 
should  be  detained  pending  their  case  being  heard  by 
a  judge. 

Ai  the  next  stage,  judges  or  their  designated 
assistants  (referees)  decide  on  the  legal  merits  of  the 


delinquency  petition.  Of  formally  petitioned  cases, 
35  percent  are  either  dismissed  or  handled  without  a 
juvenile  court  adjudication  hearing  and  63  percesit 
have  a  juvenile  court  adjudication  hearing*  As  figure 
13-12  shows,  the  possible  dispositions  of  adjudi- 
cated or  nonadjudicated  cases  are  similar  to  nonpeti- 
tioned  cases,  except  that  a  small  number  of  nonadju- 
dicated cases,  generally  cases  involving  the  most 
serious  offenses,  receive  special  hearings  and  are 
transferred  or  waived  to  the  criminal  court  systan. 

The  juvenile  courts  tend  to  use  informal,  diver- 
sionary case  dispositions.  In  1987,  only  30  percent 
of  the  delinquency  cases  referred  to  the  courts 
resulted  in  formal  adjudication  and  only  9  percent 


^^Thc  data  in  ihis  smd  (be  succeeding  section  arc  mainly  from  a  nonprobability  sampk  of  t,133  courts  with  jurisdiction  over  roughly  49  pment  of 
the  Nation's  ai -risk  you*  population— the  National  Juvenile  C<mn  Data  Archives  (388).  The  National  luvcnite  Court  Data  Archives  uses  a  complex 
weighting  procedufc  to  geoerate  national  cstiinalcs  based  on  data  from  the  reporting  jurisdictions.  Because  the  data  are  wi  based  on  a  probaMity  sample, 
Che  sampling  error  or  coafidcnce  intervals  around  the  statistics  presented  are  unknown. 
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ended  with  a  placement  in  a  private  or  public 
residential  facility. 

Who  Are  the  Adolescents  in  the  Juvenile 
Justice  System? 

Adofescents  Refemsd  to  the  Juvenile  Courts 

Adolescents  may  be  referred  to  the  juvenile  courts 
for  delinquent  offenses  or  because  they  are  victims 
of  neglect  or  abuse  (418),^  Those  referred  for 
delinquent  offenses  are  usually  referred  by  the 
police.  Not  surprisingly,  therefore,  the  numbers  and 
types  of  delinquency  offenses  for  which  juveniles 
are  arrested  are  similar  to  the  nimibers  and  types  of 
offenses  for  which  adolescents  arc  refmed  to  the 
juvenile  courts,^  In  1987,  for  example,  serious 
violent  offenses  made  up  only  a  small  fraction  of 
delinquency  offenses  for  which  juveniles  were 
arrested  or  referred  to  the  court;  serious  property 
offenses  made  up  a  larger  fraction;  and  minor 
offenses  made  up  the  largest  fraction  (see  table 
13-13).^ 

Juveniles  refened  to  juvenile  courts  for  delin- 
quent behavior  are  demographically  similar  to 
juveniles  who  are  arrested,  hi  1987,  for  example,  the 
overall  delinquency  case  rate^^  and  overall  arrest 
rates  increased  consistently  from  10  years  of  age  up 
to  17  years  of  age,  with  drug  law  violation  cases 
showing  the  sharpest  increase  in  the  older  age 
groups  (388).^  The  delinquency  case  rate  was  much 
higher  for  males  than  for  females  for  all  categories 
of  delinquent  offenses.  Females  received  less  severe 
dispositions  than  male  adolescents  who  are  arrested 
for  similar  delinquency  offenses  (136387,396).  In 


contrast,  females  who  are  arrested  for  status  offoises 
receive  harsher  punishment  than  male  status  offrad* 
ers  (65,252,374). 

Racial  differentials  in  overall  delinquency  case 
rates  are  similar  to  those  in  arrest  rates.  In  1987,  for 
example,  the  delinquency  case  rate  for  nonwhites 
was  76  percent  higher  than  the  rate  for  whites,  with 
the  greatest  dififoence  (209  percent  higher)  in 
offenses  against  pa:$ons  (388).  Dififeienc^  in  socio- 
economic status  and  family  structure  have  also  been 
found  anK)ng  adolescents  processed  by  the  courts. 
State  and  local  studies  have  reported  that  most 
court-processed  adolescents  come  from  low- 
income,  female-headed  households  (247,387,458). 

Several  observo^  have  expressed  concern  that  the 
juvenile  courts  appear  to  handle  nonwhite  adoles- 
cents much  more  harshly  than  their  white  counter- 
parts* Tte  majority  of  delinquency  cases  involving 
white  juveniles  are  bandied  informally  (i.e.,  ••not 
petitioned'*),  while  the  majority  of  cases  involving 
nonwhite  juveniles  are  handled  formally  (i.e.,  *  *peti- 
tioned")  (388).  Furthermore,  delinquency  cases 
involving  nonwhite  juveniles  are  more  likely  to  be 
waived  to  criminal  cdurt  than  are  delinquency  cases 
involving  whites  (428).  It  is  in^rtant  to  note  that  no 
one  has  conducted  an  analysis  of  differential  referral 
patterns  that  takes  into  account  different  levels  of  the 
seriousness  of  the  offense.  As  noted  ^ve,  arrested 
black  adolescents  have  been  found  to  commit 
somewhat  more  serious  offenses  than  white  adoles- 
cents. It  is  unclear  whether  the  level  of  seriousness 
would  totaUy  account  for  the  differences  in  treat- 
ment by  the  juvenile  courts.^^ 


^Foradtsctission  of  maltreated  adolescents  and  the  existing  child  welfare  services,  seech.  X'  'PstcdIs  and  Families'  Influcnccon  Adolescent  Health,"* 
in  this  volume. 

'^Tbc  numbers  are  not  identical  in  part  because  the  upper  age  of  juvenile  court  jurisdiction  is  defined  by  statute  in  each  State.  In  some  States,  the 
upper  age  of  juvenile  court  jurisdiction  is  16  years  of  age.  Thus,  while  arrest  data  tnaintatned  by  (he  U.S.  Department  of  Justice.  Federal  Bureau  of 
Investigation  includes  arrests  for  all  17-ycar^lds.ootaIl  17-year^!ds  are  umf  er  juvenile  court  jurisdiciioa  Id  1987. 1,520.325  adolescoiis  from  lOio 
17  years  of  age  were  arrested  for  dcUnqucnt  oHoises.  but  onty  1J45.O0O  dcUnquciwry  cases  of  adolescents  10  years  of  age  and  over  were  processed  in 
courts  with  juvenile  jurisdiction  (410). 

^In  1 985.  the  fractionof  status  offenses  cases  handled  by  the  Nation \<i  juvenile  courts  was  about  twice  as  high  as  the  fraction  of  s^ous  vbleot  offenses 
handled  <425), 

^^Thc  (kiinquency  case  rate  is  the  number  of  delinquency  cases  per  1 .000  adolescents  age  10  or  above  who  resided  in  the  United  States  and  were  under 
the  jurisdiction  of  a  juvaiilc  court.  It  is  unportant  to  iK>ie  that  these  data  do  not  inchtdc  status  offenses  (388). 

^In  1 985.  the  peak  age  for  referral  of  delinquency  offenses  was  1 7,  iKit  tte  peak  age  for  referral  for  status  offenses  was  15  and  deaeased  for  older 
adolescents  (425)  This  ^e-specific  pattern  may  reflect  juvenile  justice  practices  more  than  adolescent  behavior,  iuvenile  justice  officials  often  use  status 
offense  labels  to  deal  with  the  minor  dehnqtiency  of  younger  adolescents.  Simile  misconduct  by  older  a(k>le$crats  may  be  treated  as  dchmjueiu 
violations.  Also,  the  juvenile  justice  system  is  less  wiVtmg  to  Interoede  in  family  or  school  conflicts  as  adolescents  approach  the  age  wl«ai  they  can  legally 
leave  school  or  their  families. 

facial  and  ethnic  differeoces  in  institutionalization  patterns  are  discussed  below. 
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Adolescents  in  Juvenile  Detention  and 
Correctional  Facilities 

Types  of  Juvenile  Justice  Facilities— As  noted 
in  box  custodial  facilities  for  juvenile  offend- 
a:s  (and  other  nunors  under  the  jurisdiction  of  the 
juvenile  or  faniily  courts^  can  be  classified  along 
sevaul,  often  ova'lq)ping  dimensions  that  include 
puipose,  tenn  of  stay,  type  of  environment  (institu- 
tional or  op&n),  and  sponsorship  (public  or  TOivate) 
(424,428). 

Juvenite  detention  facilities,  which  are  usually 
called  juvenile  detention  centers  or  juvenile  halls, 
typically  hold  juveniles  who  have  been  arrested  for 
short  pCTiods  prior  to  adjudication  (424).  Such 
facilities  may  also  be  used  for  juveniles  who  have 
been  found  to  be  delinquent  and  are  awaiting  transfer 
to  long-temi  placements  ot  who  have  been  ^ntenced 
to  short  periods  of  confinen^nt  (424),  Juvenile 
detention  facilities  typically  provide  a  physically 
restrictive  enviromnent.  Shelters  are  usually  short- 
term  facilities  that  hold  juveniles  who  are  awaiting 
transfer  to  other  placements,  but  they  offer  an 
environment  that  is  not  physically  restricted. 

Juvenile  correctional  facilities  are  facilities  for 
the  commitment  and  supervision  and  treatment  of 
juvenile  offenders  whose  cases  have  been  adjudi- 
cated (424),  Long-lenn  residential  facilities  that 
serve  adolescent  offenders  (and  other  adolescents) 
range  from  training  schools,  which  typically  have 
strict  physical  and  staff  controls,  to  facilities  such  as 
ranches,  forestry  camps  or  farms,  halfway  houses, 
and  group  homes.  Ranches  and  forestry  camps  or 
farms  lend  to  be  less  restrictive  than  training  schools, 
and  residents  in  halfway  houses  or  group  homes  are 
allowed  extensive  access  to  conununity  resources 
(424). 

Juvenile  facihties  thai  have  institutional  environ- 
ments typically  impose  restraints  on  residents' 
movements  and  limit  access  to  the  community. 
Juvenile  facilities  that  have  open  environments 
allow  greater  movement  of  residents  and  more 
access  to  the  community  (428).  Public  juvenile 


facilities  are  under  the  direct  administration  and 
operational  ccMitrol  of  a  State  or  local  government 
and  staffed  by  governmental  employees.  Private 
f<4Cilities  are  either  profitmaking  or  nonprofit  and 
subject  to  govenmiental  lic^sjosing  but  tmdo^  &e 
direct  administrative  and  operational  omtrol  of 
private  enterprise;  these  facilities  may  r^ive  sub- 
stantial public  funding  in  addition  to  support  from 
private  sources  (428). 

Number  of  Adolescents  in  Juvenile  Justice 
Facilities— In  the  course  of  a  year,  about  7(X),CXX) 
adolescents  are  confined  to  public  and  private 
juvenile  justice  facilities  (418,424)  ^  in  addition 
there  are  about  479,(X)0 juveniles  in  adult  jails,  some 
because  they  were  waived  to  adult  criminal  court 
(254,431).  The  vast  majority  (83  percent)  of  adoles- 
cents in  aU  juvenile  facilities  are  incarcerated  for 
nonviolent  offenses  (79). 

Most  of  the  adolescents  in  public  juvenile  facili- 
ties are  in  custcniy  for  delinquent  offenses.  About  90 
percent  (94  percent  in  1987)  of  the  adolescents  who 
are  in  public  juvenile  facilities  are  in  custody  for 
offenses  that  would  be  considered  crimes  if  commit- 
ted by  an  adult  (418).  Most  of  the  rest  (5  percent)  are 
held  in  custody  for  status  offenses  such  as  running 
away  or  buying  liquor.  A  very  small  percentage  (1 
percent)  are  held  in  public  juvenile  facilities  because 
they  were  dependent,  neglected,  or  abused  juveniles 
or  emotionally  disturbed  or  mentally  retarded  juve- 
niles over  whom  a  juvenile  court  assumed  jurisdic- 
tion to  ensure  adequate  care,  or  because,  without 
having  been  adjudicated  by  a  court,  they  were 
referred  as  •Voluntary  admissions**  to  die  facility  by 
parents,  school,  or  a  social  agency  (418,424). 

Private  jus  enile  facilities  serve  a  somewhat  dif- 
ferent population.  A  link  more  than  half  (55 
percent)  of  the  adoleiwrents  in  private  juvenile 
facilities  are  in  custody  for  delinquent  offenses 
(about  34  percent  for  delinquent  offenses  that  would 
be  considered  crimes  if  committed  by  an  adult  and 
about  21  percent  for  stanis  offenses).  Ahnost  all  of 
the  remaining  45  percent  of  the  adolescents  in 
private  facilities  are  dependent,  abused,  neglected. 


Minors  nuy  be  under  the  jurisdiction  of  the  courts  for  reasons  unrelated  to  juvcaiik  delinquency,  for  example,  because  they  have  been  abandoned, 
neglected,  or  abused  by  their  parents.  Juvcaiic  facilities  may  also  be  used  for  minors  who  ar?  mentally  disturbed  or  o>entaIly  retarded,  as  wcl»  as  minore 
who  art  admitted  by  their  parents  or  a  social  agency  as  ''voluntary  admissions'*  {4IS), 

^  1987,  an  estimated  590,000 juveniles  were  placed  in  public  juvenile  dctcnticm  and  c<Hreciiunal  facilities,  and  pcrtwps  anothe^  1 15,000  in  pnvaie 
facilities  (446).  This  statistic  is  difficult  to  cotelsle  with  arrests  {U20,325)  atKl  refenals  to  juvenile  court  ( 1 , 145,000)  fot  ^  same  year!  The  statistics 
on  arrests  and  refcrrols  to  juvenile  court  pertain  to  offcascs.  and  the  statistics  on  facilibcs  refer  to  incakcs  regaidless  of  the  number  of  offenses  committed 
by  any  individual,  ot  whether  any  individual  has  been  admitted  multqjlc  times  In  addition,  adolescents  may  be  detained  in  juvenile  facilities  prior  to 
or  after  the  dis^sittoa  of  their  cases  in  the  juvenile  court. 
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emotionaUy  disturtwd.  or  other  minors  over  whom  a  Tabte  l3-l4-^venlle8  In  Custody  In  PuWte  and 

juvenile  court  has  assumed  jurisdiction  to  ensure  Private  Juvenile 

actequate  care  (429).   [  

Trends  in  the  Population  Makeup  of  Juvenile  m  aS^w.KSiitos  ^ 

Justice  Facilities— Between  1977  and  1987.  there  1977  1979  1983  1985  ias7  19^7 

wa>  a  43-percent  increase  in  custody  rates  in  pubUc       ^g-totat         247   251   290  313  353  ^ii^ 

and  pnvate  juvenile  justice  facihties  combmed  (see    ^7g  ,85  208  +40% 

table  13-14).  Private.........   98    100    114    128    145  ^48% 

A  change  also  appears  to  be  occurring  m  the  ^^rtsdtettenfniartsiat*. 

population  makeup  of  juvenile  facilities.  Although  source:  B.  KHflbwg,  T.  "nwrnbefry,  and  J.  Austin,  JuwiBm  Wear?  Into 

the  number  of  juveniles  in  both  public  and  private 
facilities  increased  from  1985  to  1987,  data  taken  on 

a  single  census  day  in  1985,  1986,  and  1987,»«'  13.1$).  By  comparison,  less  than  40  percent  of  the 

suggest  that  the  number  of  juveniles  held  for  senous  ^^^^^  juveniles  in  private  facilities  on  census  day 

(index)  violent  and  property  offenses  has  decreased  in'i987  were  nonwhite  or  Hispanic  (see  figure 

(418,428).*°'  The  number  of  adolescents  held  in  13.14) 
public  and  private  juvenile  facilities  for  offenses 

other  than  serious  violent  or  property  offenses,  Nonwhite  and  Hispanic  juveniles  in  public  juve- 

particularly  alcohol-  or  drug-related  offenses,  in-  facilities  were  more  likely  to  be  placed  in 

cKtas&i  36  percent  and  50  percent,  respectively,  institutional  environments  flian  in  open  environ- 

from  1985  to  1987  (418,428).  ments  (see  figure  13-13).  Furthamore,  there  was  a 

Demographic  Characteristics  of  Adolescents  in  15-percent  increase  in  the  number  of  bhick  ^oles- 

Javcnile  Justice Facilitles-Thedemographicchar-  cents  and  a  20-percent  increase  m  the  number  of 

acteristics  of  adolescents  in  juvenile  facilities  corre-  Hispanic  adolescents  held  m  pubhc  juvcmle  facih- 

spond  to  those  of  adolescents  arrested  and  to  those  ties  from  1985  to  1987  (418). 

of  adolescents  fi^"f  ^  i^^'f^f*'""-^^^^^!^  Researchers  have  not  been  able  to  estimate 

centsagesl4to  ]'^»P''y  precisely  the  possibly  differential  effects  of  adoles- 

t^mnl:'Jf::^^^^  oSeSt  beh^-ioj^d  s^^^^^^  ~ 

.          r    t  .         £^           ♦  the  disproportionate  nonwhite  and  Hispanic  pies- 

juvemle  facOinesfor  offe^^^  in  fte  juvenile  justice  system  Socioeconomic 

If  committed  by  an  adul  are  males  (89  percent)  The  J       community  variables  may  also  be 

majonty  of  adolescents  in  custody  m  pubbc  facUities  prejudiced  justice  system  workers 

for  status  offenses  are  females  (4 18);  f  /"^W  o  S^ible,  more  subUe  and  intracta- 

adolescents  in  pnvate  facUities  for  stams  offenses  ^^X^^J^^^  J^^^  ^ork.  Real  and  perceived 

are  males  (4281.  differences  about  the  existence  of  commuiuty-bascd 

Nonwhite  adolescents  are  disproportionately  rep-  alternatives  for  iimer-city  adolescents,  the  strength 

resented  in  both  public  and  private  juvenile  justice  of  family  supervision,  and  the  extent  of  gang  activity 

facilities,  but  the  discrepancy  is  greater  in  public  and  drug  trafficking  in  minority  communities  might 

facilities.  On  census  day  in  1987,  ahnost  60  percent  lead  some  court  official's  to  place  adolescents  out  of 

of  the  53,503  juveniles  in  custody  in  public  juvenile  their  homes  for  reasons  of  child  protection  rather 

facilities  were  nonwhite  or  Hispanic,  including  39  than  for  punitive  purposes  (246). 
percent  who  were  black  (but  not  Hispanic).  15 

percent  who  were  Hispanic,  and  3  percent  who  were  In  sum,  a  juvenile  held  in  a  public  juvenile  justice 

of  other  racial  or  ethnic  minority  origins  (see  figure  facility—shoTX'  or  long-term,  detention  or  correc- 

<<WThc  ccrwu..  day  is  th.-  day  an  which  il»e  tJ  S.  Bureau  of  the  Census  surveys  more  than  3.500  public  and  private  instituUons  that  provide  custody  and 
auv  for  adolescents  (41 S  ( 

101  tlu:  deehnc  ;^>pcart  umisuoJ  since  the  nuniK  i  of  arrests  for  serious  violent  mid  serious  propesTy  offenses  tnoeased  from  1983  to  19«7,  and  from 
1 985  to  1  m  H«»wevt  r  the  two  sets  of  data  arc  incomparable.  As  noted  emlier.  arrest  data  describe  number  of  offenses,  and  data  on  juveniles  in  facibUcs 
describe  nun.bci  of  people  In  addition,  the  tiend  ilata  cited  on  juveniles  ;n  facilities  arc  derived  from  one  census  day.  unlike  the  arrest  data  which  arc 
derived  from  an  annual  report 
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Raure  i3-l3-Dl8tribiitton  of  Juveniles  In  Public  Juvenile  Justice  Feclllties  on  Census  Day  In  1987, 

by  Racial  and  Ethnic  Groups  ^ 


Total  public  facilities 


Black  (non-HlspanIc) 
39% 


Whit©  {non-Hispanic) 
44% 


Hispanic 
{black  amS  white) 
15% 

Other  nonwhite 
3% 


Public  facilities  with 
Institutional  environments 


Black 
(noit^ispanic) 
40% 


White  ^ 
(non^Hispanlc) 
41% 


Public  facilities  with 
open  environments 


Hispanic 
{black  and  white) 
16% 


Other  nonwhite 
3% 


Black 
(non-Hlspanlc) 
34% 


Hispanic 
(black  and  white) 
10% 

f?A  Other  nonwhite 
3% 


White 
(non-Hispanic) 
62% 


arhetotalpc^lationinpublicluviinilejustfcefa^ 

toSIKS^^       rath#rthan  op^an/irpnm«nt8;67piwr0ntof  admissions  to  puWicjuv^^^^  ^^aratolong-t^rmfadlittes  and  33  pefl:«n! 

word  to  shoft'lerm  fadfltiw.  ^  o  ^ii  i  n 

SOURCE:  U.S.D«partm^ntofJustlce,Otfio*ofausl«^Pro^ 

Facltiti«s.  1987."  JmronHs  Justice  Su/^^,  Octobor  1988. 
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t^onal,  in  an  institutional  or  open  environment— is 
likely  to  be  from  14  to  17  years  of  age,  male,  from 
a  minority  group,  and  held  for  committing  a 
delinquent  offense  that  would  have  been  a  crime  if 
committed  by  an  adult,  most  likely  a  serious 
property  offense  (418).  A  juvenile  held  in  a  private 
juvenile  justice  facility — short-  or  long-term,  deten- 
tion or  correctional,  in  an  institutional  or  open 
environment— is  likely  to  be  from  14  to  17  years  of 
age,  male,  white,  and  held  for  committing  a  status 
offense  or  for  -"asons  unrelated  to  delinquency 
(428). 

The  attributes  of  juveniles  in  long-term  public 
juvenile  facilities  are  somewhat  different.  An  ado- 
lescent offender  in  a  long-term  public  juvenile 
iustice  facility  is  likely  to  be  from  15  to  17  years  of 


age,  male,  white,  and  held  for  commir-ing  a  serious 
property  offense  (417).  The  majority  of  adolescents 
under  age  18  placed  in  long-term  public  juvenile 
facilities  for  serious  property  offenses  are  white,  but 
the  majority  of  adolescents  held  for  serious  violent 
offenses  are  black  (417).  Very  few,  indeed  only  2 
percent  of  those  under  age  18,  are  held  in  long-tenm 
public  juvenile  facilities  for  status  offenses.  In 
addition,  the  adolescent  in  a  long-term  public 
facility  is  likely  to  either  have  a  seventh  or  eighth 
grade  education  or  have  completed  only  some  high 
school,  to  have  lived  only  with  his  mother  while 
growing  up,  to  have  had  a  family  member  incarcer- 
ated at  some  time,  to  have  previously  l«ea  on 
probation,  and  to  have  been  committed  to  a  correc- 
tional institution  at  least  once  in  the  pa.«!t  (417). 
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Rgur»  13-14— Distribution  of  Juveniles  In  Private 
Juvenile  Justice  Facilities  on  Census  Day  In  1987, 
by  Racial  and  Ethnic  Group* 


Black 
(non-Hlspanta) 
27% 


Hispanic 
(black  and  white) 
7* 

Other  nonwhite 
'  3% 

White  ^ 
(non-Hlspanic) 
63% 

«Th»  trtal  population  in  private  juvarfta  justioe  (adytt^  on  oonsus  day  in 
1987 was  38.143.  A  Itltte  mora  than  haB  of  tha  Juvanltos  In  prtvata  iuvonile 

j^H'^to"  todllttos  ara  in  custody  for  dellnquant  OUmsoa  (sas  taxt). 

^Aooo»<«n9  to  tha  Offioa  of  Juvanlla  Justica  and  Oalinquaney  Pravantiwi 
tha  graat  mj^ortty  (82  poroani)  of  adknisskms  to  prfvata  Juvanlla  iustica 
fadlttiei  ft)  1887  wara  to  fodUtlas  with  opan  rathar  than  Institutional 
amrtrnmnants;  »  paioant  of  attolations  to  privata  fadlltlas  wara  to 
teng-tarnitadlltlasandWpenjantwaratoshoft-iarmfadlltlaa.  Radaland 
•Ihnte  braaMmvna  by  typa  of  f»tvafa  facility  ara  not  avallabto. 

SOURCE:  U.S.  Dapartmant  of  Ju«ica,  Offtoa  of  Justica  Progfams,  Off  ica 
of  Juvflftlte  Justica  and  EMinquancy  Pravantion,  CNIdran  in 
Custody,  1387:  A  Comparison  of  Publie  SBtd  Privata  Jumt^lm 
Cuatatfyf^omBs.  prap«rt>llcatlon  draft.  Washingtoo,  DC,  19». 


The  Effectiveness  of  ttie  Juvenile 
Justice  System 

The  aims  of  the  juvenile  justice  systein — though 
the  systems  in  each  State  vary — are  to  provide  for 
the  protection  and  safety  of  the  public  and  to  provide 
for  the  protection  of  the  best  interest  of  each  minor 
under  the  jurisdiction  of  the  court. 

In  the  case  of  juvenile  offenders,  there  are  two 
contending  ideologies  that  underlie  efforts  to  ad- 
vance these  aims— treatment'"^  and  punishment.  In 
theory,  the  juvenile  justice  system  is  based  on  the 
notions  that  juveniles  are  more  capable  of  reform 
and  less  responsible  for  their  actions  than  adults. 
Consequently,  the  concept  of  retribution  and  punish- 
ment might  be  expected  to  be  less  pronounced  in  the 
juvenile  justice  system  than  it  is  in  the  adult  criminal 
justice  system. 

In  practice,  it  wou!J  appear  that  services  based  on 
both  treatment  and  punishment  are  used  to  varying 
degrees  in  most  State  juvenile  justice  systems,  but 
little  information  is  available  on  the  specific  services 
I»ovided,  particularly  in  institutional  juvenile  facili- 


ties. The  disparity  in  ideologies  and  the  need  to 
balance  them  has  led  to  disagreem«»t  on  exactly 
what  should  be  measured  to  evaluate  the  effective- 
ness of  the  system  in  general  and  the  effectiveness  of 
specific  treatment  interventions,  as  well  as  about  the 
most  appropriate  measurement  techniques. 

In  the  discussion  that  follows,  OTA  has  consid- 
ered three  measures  in  evaluating  the  effectiveness 
of  the  juvenile  justice  system  as  a  whole: 

•  effects  on  adolescents  while  they  are  in  the 
juvenile  justice  system; 

•  effects  on  the  public  while  adolescent  offenders 
are  in  custody; 

•  effects  on  the  public  and  adolescent  offenders 
after  adolescent  offenders  leave  the  system. 

As  noted  earlier,  the  focus  of  this  discussion  is  the 
juvenile  courts  and  juvenile  detention  and  correction 
facilities. 

Effects  on  Ailolescents  While  They  Are  in  the 
Juvenile  Justice  System 

To  what  extent  are  the  best  interests  of  adoles- 
cents protected  during  the  period  they  are  in  the 
juvenile  justice  system?  This  question  can  be 
answered  by  considering  two  measures: 

•  sensitivity  to  adolescents'  developmental  status 
and 

•  protection  of  legal  rights. 

The  extent  to  which  the  juvenile  justice  system — 
in  particular,  juvenile  courts  and  juvenile  detention 
and  correctional  facilities— exhibits  sensitivity  to 
the  developmental  status  of  adolescents  during  the 
processing  of  cases  varies.  TTie  juvenile  court  can  be 
said  to  be  effective  in  protecting  the  best  interests  of 
adolescents  who  have  not  reached  the  age  of 
majority  in  that  its  central  premise  is  that  juveniles 
should  be  treated  differently  from  adults.  The 
juvenile  court's  jurisprudence  assumes  that  juve- 
niles possess  somewhat  less  responsibility  for  their 
actions  than  adults  (467)  and  thus  often  handles 
cases  involving  juveniles  on  an  informal  basis 
(388,415),  Nonetheless,  the  juvenile  justice  system 
today  is  more  formal  and  punitive  in  its  u^atment  of 
adolescent  offender  than  it  was  20  years  ago.  From 
the  early  1970s  to  1987,  the  proportion  of  adoles- 
cents  referred  to  court  after  being  taken  into  custody 


is  atoi^JhSSS^'      "^hubUitefon  arc  often  used  synonymously  in  the  cmninology  literature.  From  some  perepectives.  of  cotBse.  punishment 
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by  the  police  increased  from  about  50  percent  to  62 
percent,  the  use  of  division  and  probation  declined, 
and  the  proportion  of  juveniles  arrested  and  referred 
to  adult  courts  rose  from  1  percent  to  5  percent 
(250,409)*  Furthermore,  juvetiile  confinenient  rates 
(i.e.t  the  number  of  juveniles  in  custody  per  100,000 
juveniles)  increased  by  43  percent  between  1977  and 
1987  (see  table  13-14). 

The  processing  of  cases  in  the  juvenile  justice 
system  ^oes  not  operate  with  a  consistent  under- 
standing of  fdolescent  development.  In  general, 
youngei*  adolescents  (usually  below  age  13)  are  less 
likely  to  be  detained  or  placed  out  of  their  homes 
than  their  older  counterparts  (387)-  Status  offenders 
are  an  exception.  Younger  status  offenders  are 
slightly  more  likely  to  be  held  or  placed  out  of  their 
homes  than  older  status  offenders,  which  may  reflect 
the  court's  child  protection  philosophy.  TTie  age  at 
which  the  death  penalty  can  apply  to  a  juvenile, 
however,  remains  controversial. 

State  juvenile  justice  systems  vary  in  the  extent  to 
which  they  manage  adolescents  on  the  basis  of  age 
or  maturity.  In  as  many  as  20  States,  juveniles 
awaiting  adjudication  continue  to  be  held  in  adult 
jails  despite  a  Federal  mandate  in  the  Juvenile 
Justice  and  Delinquency  Prevention  Act  of  1974  that 
juveniles  be  held  in  separate  facilities  (392).^^  Once 
their  cases  have  been  adjudicated,  juveniles  can  be 
housed  separately  from  adults  (e.g.,  Illinois)  or 
mixed  with  adult  offenders  (e.g-,  Tbxas),  and  juve- 
niles who  are  being  tried  as  adults  can  be  placed  in 
a  juvenile  facility  (e.g.,  Illinois)  or  in  an  adult  jail 
(e.g.,  California).  Adolescents  held  in  adult  facilities 
are  often  physically  and  sexually  abused  by  irunales 
and  staff  (254),  and  suicide  rates  among  adolescents 
in  jails  are  higher  than  for  adolescents  held  in 
juvenile  facUities  (360),  Thus,  it  is  important  for 


adolescents  to  be  held  in  juvenile  rather  than  adult 
facilities. 

Whether  the  juvenile  justice  system  is  effective  in 
protecting  the  legal  rights  of  adolesc^ts  awaiting 
adjudication  is  problematic  (130).  Some  adolescents 
lade  access  to  api^opriate  coimsel,^^  closed  hear- 
ings may  not  be  protective,^*  and  the  quality  of 
some  juvenile  court  judges  has  been  questioned  (see 
246). 

Whether  the  juvenile  justice  system  protects 
adolescents  who  have  been  adjudicated  delinquent 
and  institutionalized  in  juvenile  facilities  is  also 
problematic.  Despite  years  of  litigation  pertaining  to 
the  issue,  adolescent  offenders*  right  to  treatment, 
i.e.,  benefits,  assistance,  and  therapeutic  jrograms, 
remains  unsettled  (254).^^  Thus,  it  is  not  surprising 
that,  as  discussed  in  detail  later,  the  juvenile  justice 
system  has  not  been  effective  in  froviding  necessary 
health  services  to  adolescent  offenders  with  preex- 
isting ja*oblems  or  in  preventing  the  development  of 
additional  health  conditions.  It  is  also  questionable 
whether  educational  services  provided  to  adoles- 
cents in  juvenile  facilities  are  adequate  (254). 

Effects  on  the  Public  While  Adolescent  Offenders 
Are  in  Custody 

A  critical  measure  of  the  effectiveness  of  the 
juvenile  justice  system  from  the  public*s  standpoint 
is  the  extent  to  which  the  public  is  protected  for  the 
period  that  adolescent  offenders  are  in  cust<KJy  in 
juvenile  detention  and  correcticmal  facilities.  There 
are  no  data  on  the  incapacitative  effect  of  the 
juvenile  justice  system  on  society  at  large,  but 
clearly,  those  adolescents  who  are  institutionalized 
are  not  able  to  commit  offenses  against  the  noninsti- 
tutionalized  pubhc. 


»«>5ln  Wilkins  V  l^issauri  {51  U  S  Law  Weekly  4973)  (1989).  Ibc  U.S.  Supreme  Court  rtfttsod  to  sel  a  higher  mijumum  age  for  cxwnitions  \hm  15. 
which  was  established  in  an  earlier  mitng.  despite  briefs  filed  by  the  Amcncan  Bar  Association,  the  Naiional  Council  vn  Ctittie  aihi  Delinqucacy.  ihc 
Children's  Defense  Ptind.  among  olhcrs.  urging  that  <Jgc  18  slK>uld  be  tiK  constimtional  minimum  age. 

'^Slalepohcjcsregaiding  holding  juvcailes  in  adulljaUsarcfe^ 
(sec  table  13-12). 

»05Most  adolescents  handled  by  juveoilecourts  come  frtMn  low-incomc  famihes<245387.457),  and  they  rely  bcavily  on  publk  defenders  and  assipicd 
counsels  for  legal  rtprescntation.  In  appointing  public  defenders  and  assigned  counsels  to  adolescents,  however,  the  training  and  performance  of  these 
individuals  is  not  always  considered  {246).  Furthcnnorc.  many  adolescents  and  their  families  have  been  reported  to  waive  thcu  right  to  any  counsel 
without  full  con^iehession  of  the  conseqt^nces  of  that  dedston  (176 

i06juvenile  couru  bold  closed  hearings  for  cases  involving  adolescents  in  part  to  shield  adolescents  fn^m  iMsgative  publicity  in  high  profile  cases  They 
have  not  been  particularly  successfiil  in  doing  this  awl  some  cjcpeils  think  the  hidden  nattirc  of  juvenile  court  op^^ations  contnbulcs  to  pcrccpttons  that 
the  court  is  overly  lenient.  Wh«e  op«a  hearings  have  been  tiic<t  there  have  beco  few  negative  consequences  for  juvemles  {5fiO). 

»07According  to  Lambert  and  others,  minimum  treaimeait  includes  •'the  right  to  freedom  from  hami  while  in  state  custody  and  rcxpiires  thai  youth  be 
provided  adequate  food,  shelter,  and  clothing;  academic,  vocational  and  physical  education;  medical  caie*  social  services.  aiKf  psychiatric  services; 
Q  ^^ipeivision  by  trained  staff:  recreation;  and  the  opportunity  for  phone  calls  aiKl  visits**  (254). 
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Concens  about  the  nc^  to  protect  the  public 
from  ^ous  violent  offenders  are  probably  gieat^ 
than  concerns  about  protection  from  other  juvenile 
offenders.  It  is  inqx)rtant  to  recognize,  however,  that 
most  smous  violent  juvetiile  offenders  do  not 
remain  in  the  juvenile  justice  system  but  instead  are 
more  likely  to  be  transferred  to  adult  court  for  trial 
and  sentencing  (415)-  Fh)m  the  early  1970s  to  1987, 
the  proportion  of  juveniles  arrested  and  refened  to 
adult  courts  rose  from  1  percent  to  5  percent  (250), 


tion,  each  of  which  is  a  distinctly  difitoent  outcome 
(338).  BirthOTnore,  asMssing  the  extent  to  which 
recidivism  leiflects  changes  in  individuals'  behav- 
iors or  in  system  respwises  is  difficult,  if  not 
in^ssible  (246).  Data  are  limited  on  all  n^asures 
because  most  State  juvenile  justioe  systems  do  not 
routinely  collect  any  type  of  recidivism  inforaiation. 
Those  that  do  a>llect  such  infomiation  use  n^asur^ 
of  recidivism  that  arc  not  comparable  among  juris- 
dictions. 


Effects  on  the  Public  and  Adolescent  Offenders  After 
Offenders  Leave  the  Juvenile  Justice  System 

The  juvenile  justice  system  as  a  whole  would  fie 
considered  effective  for  both  the  public  and  adole  ^ 
cent  offenders  if  the  adolescents  leaving  the  system 
were  socially  well  adjusted.  Some  thwrists  havs 
^gued  that  formal  adjudication  and  the  threat  ol 
further  punishment  suppress  further  delinquent  be- 
havior (296);  other  theorists  have  claimed  that 
official  processing  may  actually  increase  delin- 
quency (444).  Neither  of  these  positions  has  re- 
ceived conclusive  empirical  support. 

Indeed*  an  evaluation  based  on  the  measure  of 
adolescent  offenders*  social  adjustment  following 
release  from  juvenile  detention  and  correctional 
facilities  is  currently  not  possible,  because  few  State 
juvenile  justice  systems  routinely  collect  any  data  on 
confined  adolescents  after  they  leave  the  system. 
The  only  data  collected  currently — and  only  by 
some  systems — are  data  on  how  many  adc!e*?cent 
offenders  receive  high  school  equivalency  certifi- 
cates based  on  the  general  educational  development 
(GED)  test,  how  many  hours  of  community  service 
are  performed,  or  how  much  restitution  is  paid  to 
victims. 

The  most  common  indication  that  adolescents 
who  had  been  in  the  juvenile  justice  system  are 
socially  adjusted  is  lower  subsequent  delinquency  or 
criminality  as  Tueasured  by  recidivism— that  is,  the 
falling  back  into  delinquent  or  criminal  behavior 
after  punishment.  Recidivism  has  face  v;Ujdity  as  a 
measure  of  subsequent  delinquency  or  criminality, 
but  it  is  imponant  to  note  that  there  is  no  standard 
measure  of  recidivism.  Many  measures  are  used 
including  rearrest,  readjudication,  and  reincarcera- 


One  of  the  few  empirical  studies  that  collected 
data  on  multiple  measures  of  m:idivism  had  incon- 
clusive results  regarding  the  effectiveness  of  juve- 
nile justice  systems  in  decreasing  subsequent  deUn- 
quency  and  criminahty  of  adolescents  in  juvenile 
institutions  (251).  That  study  collected  followup 
data  on  rearrests,  reccmviction$»  and  reincarcoationis 
of  individuals  who  had  formerly  been  in  the  juvenile 
justice  systems  in  Massachusetts,  Permsylvania, 
Utah,  Florida,  Ibxas,  Dlinois*  Wisconsin,  and  Cali- 
fornia. 

Overall,  the  followup  data  indicated  that  a  large 
proportion  of  the  individuals  who  had  formerly  been 
in  juvenile  justice  systems  in  the  aforementioned 
States  were  subsequently  arrested.  A  somewhat 
smaller  proportion  of  them  were  convicted  within  1 2 
months,  and  at  least  half  of  them  were  reincarcerated 
within  36  months  (251).^^^  These  data  suggest  that 
the  effectiveness  of  the  juvenile  justice  system  in 
deterring  subsequent  delinquency  and  criminality  is 
questionable. 

Several  hypotheses  have  been  advanced  to  ex- 
plain why  many  offenders  who  have  been  confined 
to  juvenile  institutions  appear  to  improve  in  teims  of 
serious  delinquency  or  criminality.  One  is  that  court 
interventions  may  have  deterrent  or  rehabilitative 
effects  (249,296).  Another  is  that  the  improvements 
may  he  simply  statistical  artifacts  and  maturation 
effects  (274).  Self-report  data  show  that  the  duration 
of  serious  and  violent  offense  careers  among  adoles* 
cents,  whether  or  not  the  adolescents  have  been 
arrested  or  confined,  is  very  short  (96).  At  present, 
there  is  insufficient  empirical  evidence  to  choose 
among  these  competing  hypotheses. 


*<^Twclvc  moiuh  folfowups  of  rcanests  fouod  ibat  rates  of  i^aircst  ranged  from  roughly  50  perceof  in  Massachusetts  and  ^Pennsylvania  to  over  70 
percent inCaltfomia and Utah(25I)  Ratcsof reccm^irti^ 
wide  variation  from  25  percent  to  over  60  pcrrcot  (25  J  >. 
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The  EffBCtlveness  of  Specific  Treatment 
interventions  for  Detinquent  Adolescents 

Interventions  for  tieamient  of  delinquent  ^olcs- 
cents  are  of  two  general  types: 

•  interventions  provided  in  institutional  environ- 
ments, which  tend  to  greatly  restrict  residents* 
£reedom  of  movement  and  access  to  the  com- 
munity (e.g.,  training  schools  and  ranches),  and 

•  interventions  provided  in  «»mmunity  environ- 
ments or  in  juvenile  facilities  with  of^n  envi- 
ronments (e.g.,  slielters,  halfway  houses,  and 
group  homes)  (415). 

Available  evidence  on  the  effectiveness  of  spe- 
cific institutionally  based  and  community-based 
treatment  interventions  for  delinquent  adolescents  is 
reviewed  below. 

Evaluations  of  the  effectiveness  of  specific  treat- 
ment interventions  for  delinquent  adolescents  ex- 
hibit several  problems.  One  problem  is  that  although 
most  evaluations  rely  on  recidivism  as  a  measure  of 
the  effectiveness  of  specific  interventions,  different 
evaluations  define  recidivism  in  different  ways; 
numerous  evaluations  merely  report  **success'* 
rates  without  defining  the  term  success. 

Another  problem  is  that  the  effects  of  a  specific 
treatment  intervention  on  a  delinquent  adolescent 
are  often  difficult  to  distinguish  from  the  effects  of 
other  aspects  of  the  adolescent *s  involvement  in  the 
juvenile  justice  system,  particularly  if  an  adolescent 
has  been  brought  to  the  point  of  adjudication. 

Still  another  difficulty  in  evaluations  of  the 
effectiveness  of  specific  treatment  interventions  for 
delinquent  adolescents  is  that  most  evaluations 
appear  to  assume,  often  incorrectly,  that  juvenile 
offenders  are  a  single,  homogeneous  category  (16, 
308,346)  and  that  programs  that  go  bv  the  same 
general  name  (e.g.,  group  homes)  provide  the  same 
type  of  service  (74,264).^^  The  effectiveness  of 
treatment  for  delinquent  adolescents  is  believed  by 
many  criminologists  to  be  the  result  of  an  interaction 
between  offender  characteristics  and  treatment  types 
(295).  Evaluations  of  treatment  interventions  for 
delinquent  adolescents  would  be  easier  to  conduct, 
and  intcrpretuuons  clearer,  therefore,  if  treatment 
designs  matched  or  tracked  the  specific  type  of 


treatment  with  the  particular  characteristics  of  the 
individual  adolescent  offender  or  family. 

hTSlitulionally  Based  Treatment  Interventions 

Treatn^nt  interventions  jH-ovi^ed  for  delinquent 
adolescents  in  institutional  environments,  such  as 
training  schools  and  ranches,  may  be  used  for 
adolescent  offenders  who  have  bwn  officially  adju- 
dicated by  a  court  Unfortunately*  the  weight  of  the 
evidence  does  not  lend  much  suf^rt  to  the  idea  that 
an  effective  technolo^  of  treatment  for  delinquent 
adolescents  in  institutions  has  been  developed. 

^fhere  is  some  indication  that  institutionally  based 
treatment  interventions  that  primarily  emphasize 
comprehensive  control  and  supervision  and  are 
grounded  in  an  ideolo^  of  punishment  are  ineffec- 
tive at  reducing  recidivism  particularly  for  very 
difficult  adolescents  (173,174). 

Many  States  also  have  proposals  or  programs  for 
*'boot  camps'* — also  known  as  shock  incarceration 
programs — to  make  the  time  spent  in  an  institution 
an  unpleasant,  but  potentially  discipline-inducing^ 
experience.  These  programs  are  primarily  for  young 
nonviolent  offenders  serving  time  on  their  first 
felony  convention  (427a).  Evidence  for  the  effec- 
tiveness of  such  programs  is  anecdotal,  and  a  clear 
assessment  of  their  relative  value  is  not  possible  at 
this  time.  There  is  some  evidence,  however,  that 
boot  camp  recidivism  rates  are  approximately  the 
same  as  these  of  comparison  groups  who  serve  a 
longer  period  of  time  in  a  traditional  training  school 
or  who  serve  time  on  prob^on  (423a). 

Whether  institutionally  based  treatment  interven- 
tions that,  for  the  most  part,  reject  the  concept  of 
punishment  and  are  oriented  to  treatment  of  adoles- 
cent offenders  through  psychological  change  are 
effective  at  reducing  recidivism  is  not  known. 
Although  the  question  has  been  studied,  the  results 
to  date  have  been  inconclusive.  TTiree  rigorous 
reviews  of  such  interventions  had  three  different 
findings:  a  finding  of  little  evidence  of  effectiveness 
(253);  a  finding  of  an  overall  positive  effect  (152); 
and  a  fmding  that  '"appropriate"'  correctional  treat* 
ments  are  more  effective  than  criminal  sanctions^ 
inappropriate  treamient^  or  unspecified  treatment 
and  that  they  cut  recidivism  rates  in  half  on  the 


^^^^Tbere  ha  ve  been  several  promising  attempts  to  dif fcrcotrnte  types  of  delinquents  ( 1 ,307t324. 327)  and  dimensions  of  piograms,  but  only  a  few  sTudics 
(221)  have  made  aoy  systematic  attempt  to  relate  types  of  delinqueois  to  freatroents  in  terms  of  eilectiveness,  and  these  studies  have  been 
^^•hodologically  Hawed. 
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average  (14).*^^  Despite  the  sophistication  and 
comprehensiveness  of  these  analyses,  it  seems  ttiat 
interpretations  of  the  available  data  appear  to  test  as 
much  on  the  depth  and  style  of  analysis  as  on  the 
actual  data  (295). 

There  is  some  evidence  that  particular  rehabilita- 
tive treatment  strategies  provided  to  adolesc^t 
offenders  in  institutions  are  more  effective  ihm 
others.  Overall,  studies  have  fouml  that  behavicnal 
approaches  such  as  point  systems,  token  econo- 
mies,*^^ behavioral  contracting  (14,152,222),  cogni- 
tive problem-solving  and  skill  development  (367), 
and  family  therapy  interventions  (32)  are  more 
effective  in  r^ucing  recidivism  than  are  peer  group 
counseling  (169)  or  individual  therapy  (152,173). 

That  evaluations  of  treatment  interventions  for 
delinquents  provided  in  institutional  settings  have 
not  shown  particularly  impressive  results  is  perh^s 
not  surprising.  Making  any  treatment  intervention 
for  delinquent  adolescents  work  in  an  institutional 
environment  presents  a  set  of  formidable  challenges 
(339).  For  various  reasons,  motivating  incarcerated 
adolescents  and  staff  to  participate  actively  in  an 
intervention  is  extremely  difficult.  One  reason  is  that 
the  adolescent  offenders  who  are  placed  in  institu- 
tional environments  are  often  young  people  for 
whom  much  else  has  not  worked.  Moreover,  some 
institutional  environments  have  an  overwhelming 
ethos  of  social  control  that  can  easily  compronnise 
even  the  most  sound  approach  to  behavioral  change. 

Community-Based  Treatment  interventions 

Treatment  interventions  provided  for  delinquent 
adolescents  in  commimity  environments  or  in  juve- 
nile facilities  with  open  environments  (e.g.,  shelters, 
halfway  houses,  group  homes)  may  be  used  for 
adolescent  offenders  of  various  types. 

Innovative  community-based  treatment  interven- 
tions range  from  diversion  programs,  which  seek  to 
limit  delinquent  aiolescents*  involvement  with  the 
juvenile  justice  system  beyond  their  initial  contact 
with  the  police*  to  variations  on  standard  community 


probation,  which  may  entail  minimal  supervision,  to 
residerttial  placements^  which  may  diffa*  only  slightly 
in  terms  of  atmosphere  and  commtmity  access  from 
institutional  placements  (74),  Adolescents  who  par- 
ticipate in  division  programs  are  usually  delin- 
quents whose  offenses  are  not  sev w  (i.e.,  official  or 
self-reported  status  offenders  or  minor  offenders). 
Most  participants  in  the  other  types  of  community- 
based  treatment  programs  described  below  axe 
official  serious  and  chronic  offenders  whose  cases 
have  b^n  adjudicated. 

Diversion  Programs  for  Delinquent  Addes* 

cents^^^^ — ^Divemon  programs  seek  to  n^uc^  the 
number  of  juveniles  processed  by  the  juvenile 
justice  system  by  limiting  the  number  passed  into 
courts  and  custodial  facilities  and  limiting  the 
number  at  each  stage  of  {vocessing  by  diverting 
juveniles  to  other  social  control  institutions  (e.g.,  the 
family,  schools,  child  service  agencks)  or  community- 
based  services. 

The  evidence  on  the  effectiveness  of  diversion 
programs  in  preventing  continued  adolescent  in- 
volvement in  the  juvenile  justice  system  is  mixed* 
Several  evaluations  of  diversion  programs  nation- 
wide have  indicated  that  such  programs  have  had 
little  effect  on  subsequent  arrest  rates  of  adolescents 
in  the  programs  (242,368),  A  carefully  done  compar- 
ative study  of  four  different  diversion  programs  also 
showed  no  difTerence  between  diverted  and  proc- 
essed youth  on  either  self-reported  or  oiTicial 
delinquency  after  a  year  (91).  In  addition,  adoles- 
cents who  previously  would  have  been  warned  and 
released  were  diverted  into  community  programs, 
paradoxically  expanding  rather  than  reducing  the 
number  of  juveniles  handled  by  the  system  (2 1 ,47,32 1 ). 

However,  some  diversion  programs  have  been 
reported  to  be  successful  (e.g.,  31,46),  One  series  of 
carefully  designed  and  implemented  studies  (82,83*84) 
consistently  showed  the  effectiveness  of  an  1 8-week 
intervention  by  paraprofessionals  using  behavioral 
contracting  and  advocacy  strategies  in  reducing 
rearrest  rates  for  up  to  2  years  following  program 


^^^**Approjmalc*'  community  -based  tmilmcnfs  were  idcntificdi  by  the  au liters  of  the  study  as  1 )  treatments  in  whkb  the  more  intensive  service  option 
was  delivered  to  higher  nsk  cases;  2)  all  behavioral  treatments  except  those  involving  delnxry  of  services  to  lower  risk  cases;  and  3)  noobchavioral 
treatments  that  clearly  stated  that  crimioogcnic  need  (i.c.»  dynamic  risk  factors  that  arc  predictive  of  criminal  involvemcaot)  was  targeted  and  that 
structured  int»vcntion  was  used  (14). 

^^^Token  economies  reward  offeiidcjs  for  competence  with  poinLs  redeemable  for  money  and  desirable  goods 

^  ^^DtversionimTgrams,  specifically  those  that  are  targeted  at  adolescents  w1k»  have  not  been  offrctally  classified  as  ofTenders.  are  sometimes  considered 
secot»iary  prevention  programs.  Indeed*  most  diversion  is  done  by  police  and  only  a  small  ptopordon  of  police  contacts  with  adolescents  cvr*  result  In 
an  arrest  and  funher  pmces5trig  (270>.  Althottgh  such  adolescents  do  not  satisfy  tlw  legal  definition  of  delinquency,  tl^y  do  satisfy  the  behavioral 
Q '  Inition  and  are  therefore  included  in  this  section  on  specific  treatment  interventions 
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involvement  (82).  However,  the  18-week  interven- 
tion did  not  reduce  self-reported  delinquent  behavior 
(83).  Another  study  found  significant  decreases  in 
lecidivism  rates  among  adolescents  in  diversion 
programs  in  Colorado  (334), 

Another  well-designed  study  found  positive  ef- 
fects of  an  intervention  that  integrated  identified 
antisocial  adolescents  (who  were  referr^  by  schools 
and  the  juvenile  court  before  they  progressed  into 
the  juvenile  justice  system)  into  activities  with 
nondisturbed  peers  (132).  This  soundly  deigned 
study  found  reduced  self-reported  and  official  delin- 
quency in  targeted  youths  who  participated  in 
groups  with  high^  numbers  of  nonreferr^  youths 
run  by  experienced  group  leaders.^  Although  the 
sample  was  small,  the  soundness  of  the  design  and 
concurrent  evidence  of  positive  modeling  effects 
from  other  investigations  (e.g.,  355)  suggest  reph- 
cating  the  intervention. 

Restitution  Programs — ^Restitution  programs  can 
decrease  an  offeiuler's  likelihood  of  readjiidication 
(357,359).  Restitution  programs  require  adjudicated 
offenders  either  to  pay  their  victims  directly  to 
compensate  for  the  victim's  loss  or  to  perform  a 
specified  amount  of  public  service.  Sometimes, 
restitution  programs  also  involve  direct  mediation 
between  the  offender  and  victim  (212,357).  Despite 
the  promise  of  such  programs,  overall  questions 
remain  about  the  conditions  necessary  for  restitution 
programs  to  work. 

Group  Homes — Of  the  residential  placement 
options  in  community  treatment,  one  of  the  most 
popular  is  the  group  home.  One  model  of  a  group 
home  is  the  Tfeaching  Family  Model — a  model  in 
which  a  trained  couple  live  with  about  six  chronic 
delinquents  and  administer  a  systematic  behavioral 
system  of  points  and  privileges  to  guide  the  adoles- 
cent's behavior.  The  adolescents  typically  attend 
local  public  schools  (327).  This  model  spears  to 
reduce  adolescents'  behavior  problems  during  treat- 
ment, but  these  effects  disappear  after  adolescents 
leave  the  group  home  (49*241,327). 


Wilderness  Camping  Programs^  — ^Wilderness 
canning  programs  have  not  been  sufficiently  evalu- 
ated (295)  to  justify  claims  of  their  effectiveness 
(173).  A  few  studies  have  shown  positive  effects 
(238,456),  but,  in  general,  the  programs  have  failed 
to  show  lasting  reductions  in  rtK:idivism  rates  or  to 
document  the  relevance  of  these  programs  for  the 
subsequent  adjustment  of  participant  in  their  com- 
munities. They  appear  to  have  potential  benefit  for 
son^  participants,  but  the  nature,  extent,  and  condi* 
tions  umler  which  positive  outcomes  occur  is 
unknown. 

Intensive  Probation  Programs — Intensive  pro- 
bation programs  ii:  lieu  of  institutional  placeo^nt 
are  becoming  more  widespread  (17,18).  TTie  most 
recent  evaluation  of  these  efforts  (34)  compared  the 
outcomes  of  serious  and  chronic  adolescent  offend- 
ers assigned  to  intensive  probations  with  those  of  a 
similar  institutionalized  control  group.  After  2  years, 
the  recidivism  rates,  as  measured  by  arrests  and 
self-reported  delinquency,  were  similar,  although 
the  control  group^s  charges  were  more  serious.  Hie 
intensive  supervision  programs,  however,  are  re- 
ported to  cost  less  than  one-third  as  much  as  the 
average  State  commitment  (34).  In  1986,  for  exam- 
ple, the  intensive  supervision  programs  were  re- 
ported to  cost  an  average  of  $26  per  day  for  each 
participant  as  compared  with  commitment  costs  of 
an  average  of  $88,54  (34). 

Family  Therapy  and  Family  Communication 
Skills  Training — Family  therapy  and  family  com- 
munication ^lls  training  has  been  used  as  a 
treatment  for  families  of  delinquent  adolescents. 
Several  studies  have  shown  that,  in  the  short  term, 
family  systems  approaches  cut  recidivism  rates  by 
half  in  comparison  with  more  traditional  forms  of 
psychotherapy  (client-centered  relationship  therapy, 
psychodynamic  therapy)  and  no  treatment  compari- 
son groups  (2,166)  and  have  a  greater  impact  on 
child  and  family  functioning  than  other  types  of 
therapy  (198,236314). 

Preliminary  results  from  an  evaluation  of  a 
multisystemic  psychotherapeutic*   approach  to  treat- 


n^f^ldman  has  noted  the  in^nance  of  an  expeneoced  and  wen-traincd  adult  kadcr  in  programs  that  involve  adolescents  (132). 
^  ^^Although  a  variety  of  organiz^tiotis  offer  somewhat  different  outdoor  experiences  for  adotesceots,  all  of  the  approaches  tcly  on  the  natural  stresses 
and  contiogcocles  provided  by  the  wikferoess  to  eocourafe  personal  devcloproeni  ai^  gtx>fip  cooperation. 

<  t^The mtdtisy^emic  appn)ach  to  psyclx>dietapy  differs  from  mofv  tradition 
(inchtding  schools,  sports  teams)  are  inchtr"  ;d  in  the  treatmm  as  needed.  Treatment  approaches  are  flexible  catba  dian  tbeorrtScally  rigid  luid  tnay  be 
delivered  in  settings  otto*  than  the  clinkrian's  ofYke  (e.g.*  adolescents'  iKmcs  and  schools).  In  addition,  the  multisystemic  approacb  emphasizes  the 
Q    itilization  of  theoretical  flndii^  in  developmental  psychology  (197), 
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ing  the  families  of  delinquent  adolescents  show 
marked  reductions  in  family  dysfunction  and  official 
delinquency;  further  exploration  of  such  intensive 
interventions  seems  warranted  (197).  Since  most 
family  interventions  for  delinquency  have  experi- 
enced nearly  a  50-percent  dropout  rate  (186), 
however,  the  targeted  child's  and  family 's  character- 
istics, as  well  as  methods  for  making  adhen^nce 
more  attractive  to  families,  are  all  factors  that  must 
be  investigated  further  if  these  initial  developments 
in  family  approaches  are  to  be  expanded.  It  is  clear 
that  dropout  families  tend  to  have  older  children 
(141),  to  be  poorer  and  more  stressed,  to  be  headed 
by  single  parents  (275,335),  and  to  have  fewer  social 
suj^rts  (89,438).  Patterson  and  his  colleagues  have 
also  been  less  successful  with  older,  chronic  delin- 
quents than  with  yoimger,  aggressive  children  (275, 
335). 

Comparison  of  Community*Baseil  and 
institutionally  Based  Treatment  for 
Delinquent  Adolescents 

A  major  debate  in  the  juvenile  justice  field  centers 
on  the  relative  advantages  of  community  and  institu- 
tional treatment  for  juvenile  offenders.  Although  a 
meta-analysis  of  community-based  treatment  pro- 
grams for  delinquent  adolescents  produced  consist- 
ently positive  effect  sizes  (170),  available  studies 
comparing  the  effectiveness  of  community-based 
and  institutionally  based  treatment  have  produced 
conflicting  results  (1 13,271,296). 

Probably  the  most  relevant  natural  experiments 
were  interventions  first  attempted  by  Massachusetts 
and  later  by  Utah,  Pennsylvania,  and  Verniont, 
These  four  States  deinstitutionalized  adolescent 
offenders  and  returned  them  to  their  communities  or 
transferr^  them  to  small,  commimity-based  resi- 
dential facilities.^ Evaluations  found  that  the 
deinstitutionalization  of  adolescent  offenders  was 
not  followed  by  an  increase  in  the  frequency  or 
seriousness  of  juvenile  crime  in  Massachusetts  and 
Utah  (245,248.382)  or  in  the  other  States  (382). 
Studies  of  the  Massachusetts  experiment  found  that 
the  community  circumstances  to  which  the  adoles- 
cents returned  affected  their  adjustment  to  deinstitu- 
tionalization (75).  Adolescents  who  retimied  to 
communities  with  alternative «  nonresidential  pro- 
grams were  half  as  likely  to  be  rearrested  as 


adolescents  who  were  merely  placed  on  informal 
probsUion  (75).  Moreover,  adolescents  who  returned 
to  social  networks  that  included  delinquent  peers 
were  more  likely  to  be  rearrested  than  adolescents 
who  reported  having  a  positive  relationship  with  at 
least  one  law-abiding  adult  (74). 

Two  recent  methodologically  sophisticated  stud- 
ies that  have  produced  some  seemingly  soimder 
results  may  clsuify  the  situation  with  respect  to  the 
relative  advantages  of  community-based  and  institu- 
tionally based  treatment  interventions  for  delinquent 
adolescents.  One  of  the  studies  examined  the  out- 
come of  11  different  dispositions  ranging  from 
outright  release  to  a  com>  ation  of  more  than  2 
months  detention  with  2  yc,^;,  probation  (460),  This 
study  found  several  counterintuitive  interactions 
among  length  of  treatment,  type  of  treatment,  and 
setting.  Shorter  periods  (under  1  year)  of  supervision 
without  treatment  appeared  more  effective  than 
extended  supervision;  both  short-term  (tmder  2 
months)  institutional  treatment  and  longer  term 
(over  2  years)  commiuiity-based  treatment  were 
relatively  effective  in  reducing  recidivism.  The  other 
study  examined  community-based  and  institutional 
residential  interventions  and  found  that  ^'q^ropri- 
ate"  commimity-based  treatment  (as  defined  in  a 
previous  footnote)  produced  stronger  effects  on 
recidivism  than  did  institutionalization  (14).  In  this 
study,  all  community  interventions  were  nonresi- 
dential. Types  of  community  treatment  were  not 
differentiated  from  each  other  in  the  main  analyses, 
because  preliminary  analyses  indicated  that  the 
different  community  settings  had  recidivism  results 
that  were  statistically  indistinguishable;  as  a  group, 
they  were  found  to  be  more  effective  than  the 
institutional  settings  (14),  The  methodological  so- 
phistication (e.g.,  a  clearer  defmition  of  treatment 
and  control  of  other  influences  on  recidivism)  of 
these  two  studies  increases  confidence  that  cc»nmunity- 
based  treatments  for  delinquent  adolescents  are 
more  effective  at  reducing  recidivism  than  are 
punishment  or  treatments  in  institutions,  as  long  as 
the  treatment  is  appropriate  and  extensive. 

There  are  few  rigorous  analyses  of  the  cost- 
effectiveness  of  various  juvenile  justice  interven- 
tions. Some  observers  consider  the  question  of  the 
cost-effectiveness  of  the  different  approaches  to  be 
an  open  question  (243,342,382),  Other  observers 


^  **Mftssschusctf5;  placed  about  1 5  percent  of  youths  committed  to  the  I>epartmcnt  of  Youth  Facilities  in  locked  facilities;  the  remoifiing  S5  percent  were 
Q    gcd  in  smatl  group  homes,  foster  care  placements,  day  treatment  progimns.  and  intensive  supervision  programs 
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contend  that  substantial  fiscal  savings  are  realized 
through  the  extensive  use  of  community-based 
programs  in  lieu  of  training  schools  (e.g.,  245,248). 
Controlled  smdies  that  take  into  account  the  total 
cost  for  equivalent  treatments,  including  startup 
costs,  in  community  and  institutional  settings  are 
needed  to  address  this  issue. 

Health  Care  in  Juyenile  Justice  Facilities 

By  almost  any  yardstick,  the  juvenile  justice 
system  in  this  coimtry  has  not  been  effective  in 
providing  necessary  health  services  to  incarcerated 
adolescent  offenders.  Though  most  available  infor- 
mation on  health  care  in  juvenile  justice  facilities  is 
over  10  years  old,  the  few  more  recent  studies  do  not 
suggest  major  improvements  in  health  care  provided 
to  incarcerated  adolescents.  The  con^site  picmre 
that  emerges  from  a  review  of  the  research  is  one  of 
continuing  inattention  and  neglect  of  the  health 
status  of  ii.carcerated  adolescents.  As  discussed 
further  below,  adolescents  entering  detention  and 
correctional  facilities  tend  to  have  poorer  health 
histories  than  their  nonincarcerated  counterparts  and 
are  frequently  suffering  from  significant  health 
problems  at  the  tinw  of  admittance.  Once  admitted 
to  a  correctional  facility,  they  face  substantial  health 
risks  Within  the  facility  and  may  be  unable  to  obtain 
appropriate  medical  treatment  when  they  are  ill  or 
injured. 

As  reported  by  two  independent  series  of  investi- 
gations, incarcerated  juvenile  offenders  tend  to  have 
medical  histories  that  show  higher  rates  of  perinatal 
problems,  previous  hospitalization,  trauma  (includ- 
ing head  trauma),  parental  abuse,  and  neurodevelop- 
mental  problems  than  are  found  among  nondelin- 
quent  youth  (260,261 ,305,370).  Existing  inventories 
of  the  health  problems  of  incarcerated  youth  reveal 
that  juvenile  offenders  ^ave  a  broad  range  of 
preexisting  health  conditions  before  incarcention 
(9,461).  That  many  of  these  preexisting  conditions 
may  not  have  been  appropriately  treated  is  suggested 
by  at  least  one  study,  which  found  that  34  percent  of 
adolescent  offenders  (as  compared  with  approxi- 
mately 8  percent  among  nonoffending  adolescents) 
did  not  have  a  consistent  source  of  health  care  (260). 

The  health  problems  of  adolescents  entering 
juvenile  facilities  and  of  adolescents  after  they  are 
incarcerated  are  discussed  further  below.  Also  dis- 
cussed is  the  quality  of  health  care  in  juvenile 
custodial  facilities,  primarily  instimtional. 
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TTm  health  care  of  adolescents  In  juvenlte  contlnemenl  is 

a  serhuis  cause  for  oom^n  tiecauM  cKMesoents  in 
confinement  have  a  greater  tt^n  average  number  of  health 

probiem8,becaiTOth^he£tfth  protriems  may  increase 
during  confinement,  and  because  wfy  1  percent  of  eligible 
luvori)e  justice  facilities  have  been  accredited  as  meeting 

existing  vi^untary  standards  for  providing  health  care. 

Health  Problems  of  Adolescents  Entering  Juvenile 
Justice  Facilities 

Nutritional  problems  and  physical  illnesses  are 
quite  common  among  adolescents  entering  juvenile 
justice  facilities.  Studies  have  identified  high  rates 
of  iron  deficiency  (a  mariter  of  poor  nutritional 
status),  upper  respiratory  tract  infections,  psychoso- 
matic problems  indicative  of  stress  (headaches, 
sleep  disturbances,  abdominal  complaints,  lethargy, 
and  poor  appetite),  dental  and  skin  problems,  minor 
trauma,  and  congenital  malformations,  among  other 
problems  (7,193,347). 

Many  adolescents  entering  juvenile  justice  facili- 
ties have  significant  mental  health  problems — 
particularly  depressive  disorders,  which  are  often 
accompanied  by  feelings  of  hopelessness  and  low 
self-esteem  (217).  \5irious  studies  have  estimated 
that  1 5  to  23  percent  of  adolescents  entering  juvenile 
facilities  have  mental  health  problems  (67,233,281)- 
It  is  important  to  note,  however,  that  the  aggregate 
rates  of  mental  health  problems  among  juveniles 
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entering  juvenile  facilities  are  no!  different  fix)m 
those  in  the  U.S.  adolescent  population.'*' 

Adolescents  entoing  juvenile  facilities  do  tend  to 
have  a  higher  level  of  experience  with  drugs  and 
alcohol  than  the  general  adolescent  population,  and 
nearly  univ^sal  use  of  tobacco  (60, 1 93, 228,266,422). 

There  is  some  evidence  that  female  adolescents 
entering  juvenile  justice  facilities  are  more  sexually 
active  than  other  female  adolescents,  possibly  ac- 
counting for  high  rates  of  sexually  transmitted 
diseases  at  the  time  of  admission."*  Virtually  all  of 
the  detained  female  adolescents  in  a  1981  study  in 
New  York  City  were  sexually  experienced  by  the 
time  they  were  age  15,  whereas  only  25  percent  of  a 
national  noninstitutionalized  urban  sample  had  a 
similar  level  of  experience  (194,464).  hi  a  1985 
study  of  female  adolescents  detained  in  King  County, 
Washington,  81  percent  of  the  females  complained 
of  vaginal  discharge  and  only  8  percent  had  no 
genitourinary  symptoms  (39).  Although  none  of 
these  adolescents  were  diagnosed  with  syi*ilis,  48 
percent  had  trichomoniasis,  20  percent  had  chlamy- 
dia inf^tion,  18  percent  had  gonorrhea,  and  4 
percent  had  early  signs  of  cervical  cancer.  In  another 
study  of  adolescents  detained  in  New  York  City 
during  1983-84,  gonorrhea  was  diagnosed  in  18 
percent  of  the  females  and  3  percent  of  the  males, 
while  syphilis  was  delected  in  2.5  percent  of  the 
females  and  0.6  percent  of  the  males  (3). 

Health  Problems  Eiperienced  by  Adolescents 
During  Incarceration 

If  adolescents  admitted  to  juvenile  justice  facili- 
ties are  already  comparatively  unhealthy  at  the  time 
they  are  admitted,  once  inside  an  institutional 
correctional  facility,  they  frequently  are  exposed  to 
additional  risks. 

Suicide  poses  a  significant  risk  for  adolescents 
who  are  incarcerated  in  juvenile  and  adult  instinj- 
tions  (289).  In  1984,  the  estimated  suicide  rate  for 
juveniles  incarcerated  in  public  correctional  facili- 
ties was  22.6  deaths  per  100,000  adolescents  in  the 
population  at  risk — a  rate  of  suicide  2.5  times  higher 
than  the  rate  for  adolescents  in  the  general  popula- 


tion (9,292)."'  In  addition,  12  percent  of  juvenile 
correctional  institutions  reported  at  least  one  death 
by  suicide  within  a  5-year  period  (15).  Minors 
appear  to  be  at  espwially  high  risk  for  suicide  if  tiiey 
are  detained  in  a^ult  jails  (9354). 

Confinement  in  juvenile  correctional  facilities 
may  expose  adolesdmts  to  institutional  procedures 
that  can  have  adverse  health  consequences  (79). 
Lack  of  sufficient  staff,  for  exan^le,  may  encourage 
inappropriate  use  of  psychotropic  drugs  or  (Aysical 
restraints  to  control  behavior.  Inadequate  supervi- 
sion may  increase  the  hazard  of  suicide  or  assault. 
And  isolation  or  disciplinary  procedures  may  be 
abusive  or  excessively  punitive  in  some  facilities 
(9). 

One  major  health  problem  for  adolescents  duruig 
incarceration  in  residential  facilities  spears  to  be 
traimia,  although  this  problem  has  not  been  weU- 
snjdied.  A  1985  study  found  that  about  half  of  the 
residents  of  one  coeducational  training  school  re- 
quired medical  attention  for  traumatic  injuries — one- 
third  of  which  resulted  from  fighting  or  self-inflicted 
wounds  (462).  More  than  one-quarter  (28  percent)  of 
the  injured  adolescents  in  the  1985  study  requited 
attention  at  an  off-campus  facility,  and  one-fifth  (21 
percent)  of  injuries  needed  radiologic  or  laboratory 
smdies;  4  percent  of  the  injuries  necessitmed  hospi- 
talization (462).'2o  In  another  study,  37  percent  of 
the  subjects  described  deliberately  Imming  them- 
selves (without  suicidal  intent)  during  the  period  of 
their  incarceration  (216). 

Quality  of  Health  Care  in  Juvenile  Justice  Facilities 

Given  the  preexisting  physical  and  mental  health 
problems  and  the  documented  health  risks  confront- 
ing adolescents  committed  to  juvenile  facilities,  an 
important  questitm  is:  What  is  the  quality  of  care 
provided  in  these  institutions?  Addressed  below  arc 
the  studies  that  have  investigated  this  question,  the 
standanis  that  have  been  promulgated  in  an  effort  to 
enhance  the  quality  of  care,  and  select  financing 
barriers  (i.e.,  in  Medicaid)  to  expanding  the  provi- 
sion of  care  in  juvenile  correctional  facilities. 
Finally,  issues  regarding  continuity  of  care  when 


'"For  a  discussion  of  the  prevalence  of  mental  health  problems  among  U.S.  adolescents,  sec  ch.  1 1.  "Menial  Health  Problems-  PltvcotioD  and 
Services."  in  ibis  volomc. 

"»Fbr  adiscussioD  of  the  prevalence  of  sexually  tran.«!mitfed  diseases  among  adolescents,  sec  ch.  9. '  'AIDS  and  Other  Sexually  Transmitted  Diseases- 
Prevention  and  Services.'*  in  this  volume. 

'•»R>r  a  discussion  of  adolescent  suicide,  sec  ch  It.  "Mental  Health  Problems:  Prevention  and  Services.**  in  this  volume. 

^20Fbr  a  discussion  of  accidental  ittjuries  among  adolescents,  see  ch  5.  •*Accidenlal  Injuries:  Prcvcmjon  and  Services."  in  this  volume 
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adolescents  are  released  from  juvenile  justice  facili- 
ties are  discussed. 

Studies  of  Quality  of  Care  in  Juvenile  Correc- 
tional  Facilitiesr— At  least  three  separate  studies 
have  investigated  aspects  of  the  quality  of  care  and 
concluded  that  many  juvenile  correctional  facilities 
provide  inadequate  health  and  medical  care  for  the 
adolescents  in  their  charge. 

One  of  the  three  studies  explored  how  well 
medical  specialists  in  one  residential  facility  de- 
tected health  problems  of  juveniles  during  evalua- 
tions at  the  time  of  admission  (262),  This  study 
found  that  medical  providers  at  the  facility  fre- 
quently failed  to  identify  important  health  status 
information,  including  data  relevant  to  their  fields  of 
expertise  (e.g.,  pediatrics,  neurology,  and  psychia- 
try). 

The  other  two  studies  explored  the  availability  of 
health  services  for  juvenile  offenders  in  custody. 
One,  Anno's  1984  analysis  of  responses  to  question- 
naires sent  to  600  juvenile  facilities,  found  that  only 
two-thirds  of  the  215  responding  facilities  met  the 
American  Medical  Association's  standards  for  fre- 
quency of  sick  calls^^^  and  the  use  of  qualified  health 
care  personnel  (15).  Although  almost  three-quartan 
of  institutions  (72  percent)  completed  full  health 
appraisals  within  a  week  of  each  adolescent's 
jdmission,  40  percent  of  the  institutions  did  not 
routinely  provide  medical  screening  on  admission, 
and  more  than  half  (58  percent)  of  the  facilities  used 
nonphysician  staff  to  conduct  screenings.  Three- 
fourths  (76  percent)  of  the  facilities  holding  minors 
awaiting  adjudication  and  one-fifth  (18  percent)  of 
the  facilities  holding  minor^ho  already  had  been 
adjudicated  did  not  proviBeongoing  mental  health 
services.  Fewer  than  half  (42  percent)  of  institutions 
provided  dental  services  on  a  continuing  basis. 

The  other  study  that  explored  the  availability  of 
health  services  for  juvenile  offenders  was  a  state- 
wide survey  of  25  institutional  facilities  in  Georgia 
(219).  This  snidy  found  that  the  frequency  of  sick 


calls  Bi  these  facilities  varied  from  4  days  a  week  to 
once  every  other  w«k,  althou^  1  day  per  week  was 
the  most  common.  Although  other  findings  of  this 
survey  were  not  quantified,  the  ^dy  investigators 
did  raise  concerns  about  in^jropriate  use  of  hospi- 
tal emergency  rooms,  nonstandatdized  screoiing, 
high  staff  turnover  and  low  morale,  confusion  about 
the  legal  and  medical  rights  of  incarcerated  adoles- 
cents, and  inadequate  m^cal  care  budgets. 

Standards  for  Health  Care— As  noted  above, 
two  of  the  three  studies  that  have  investigated  the 
quality  of  care  provided  in  juvenile  corriw:tional 
facilities  used  existing  sets  of  standards  as  a  basis  for 
comparison.  The  American  Academy  of  Pediatrics 
wrote  one  of  the  first  sets  of  standards  for  the  health 
care  of  juveniles  in  juvenile  facilities  in  1973  (5). 
The  American  Medical  Association  developed  a  set 
of  standards  for  health  services  in  juvenile  facilities 
in  1979  (8).  In  1984, 20  national  professional  health 
care  organizations  developed  a  comprehensive  set  of 
standards  for  the  provision  of  health  care  in  juvenile 
correctional  settings.  These  **StandanIs  for  Health 
Services  in  Juvenile  Confinement  Facilities*'  were 
drafted  and  released  by  the  National  Commission  on 
Correctional  Health  Care.^22  jhey  specify  that 
health  services  in  juvenile  correctional  facilities 
should  be  equivalent  to  those  available  in  the 
community  (79).*^^ 

Compliance  with  any  of  the  existing  standards  for 
the  health  care  of  juveniles  in  juvenile  confinement 
facilities  is  completely  voluntary.  As  of  1990,  only 
about  32  of  the  more  than  3,000 juvenile  facilities  in 
the  country  were  accredited  by  the  National  Com- 
mission  on  Correctional  Health  Care — and  those  32 
were  predominantly  in  Los  Angeles,  California,  and 
the  State  of  Washington  (64). 

Thus,  voluntary  standards  for  the  health  care  of 
juveniles  in  juvenile  confinement  facilities  appar- 
ently have  not  been  successful  in  fostering  improve- 
ments in  the  quality  of  health  care  provided  in 
juvenile  facilities.  Intervention  by  ihe  judicial 
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calls  arc  pcriwUc  opportuniiks  provided  by  mstihitions  for  beaJOi  status  checks  and  for  pcnms  \o  declare  illness  or  health  problems  and  be 
relicv^  from  the  daily  schedule  in  order  to  receive  health  assessments  or  treatment.  TTie  standard  adopted  by  Notional  Commissltm  on  Coirectional 
Heahh  Care  for  accrcdiution  of  juvenile  cusiodkl  facilities  requires  sick  calls  to  be  conducted  by  a  physician  or  nurse  at  the  site  of  the  InsUtutiMi  s  citalc 
(300)  Uodw  this  standanl.  a  facility  of  less  than  50  juveniles  must  have  its  clinic  open  for  sick  caU  at  least  once  per  week.  FaalitiM  with  50  to  200 
juveniles  in  residence  must  open  their  clinics  at  least  ihiw  times  during  the  week.  For  facilities  with  a  residenf  juvenile  population  over200.  cUnics  must 
be  open  for  sick  call  5  days  per  week.  OTA  did  not  evaluate  the  validity  of  the  National  Commission  on  Cwroctional  Health  Care  standards. 
'2iThcre  are  also  other  voluntary  model  standards  for  the  health  care  of  incarcerated  juveniles  (298). 

^Nonetheless,  some  question  the  adequacy  of  the  standards.  They  do  not.  for  ewmple.  prohibit  the  health  cart  Fofcssionai  from  cooperating  in  the 
O    tnapproptiaie  use  of  medical  procedures  for  punitive  and  control  purposes  (79). 
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t^anch  is  another  approach  to  forcing  improve- 
ments. The  issue  of  whether  incarcerated  juveniles 
have  a  constitutional  right  to  treatment,  however,  is 
unsettled.  On  the  one  hand,  the  U.S.  Supreme  Court 
has  never  decided  whether  incarcerated  adolescents 
have  a  constitutionally  based  right  to  treatment,  and 
some  Federal  courts  have  ruled  that  incarcerat^i 
children  do  not  enjoy  the  right  to  treatment  (79,254). 
On  the  other  hand,  many  Federal  courts  have  held 
that  denial  of  adequate  medical  and  mental  health 
care  violates  the  Eighth  and  Fourteenth  Amend- 
ments to  the  U.S.  Constitution  (79).  Accordingly, 
Federal  courts  have  required  some  juvenile  correc- 
tional facilities  to  provide  routine  and  emergency 
medical  and  mental  health  care  (79).  One  might 
expect  allegwl  deficiencies  in  health  care  within 
juvenile  correctional  facilities  to  be  a  common 
subject  of  litigation.  Yet  legal  challenges  to  the 
quality  of  care  in  juvenile  justice  facilities  are  fairly 
rare  occurrences.'^ 

Medicaid  Barriers— Many  factors  contribute  to 
the  problems  surrounding  health  caie  delivery  in 
juvenile  correctional  institutions.  Fiscal  pressures 
faced  by  juvenile  correctional  facilities  have  been 
reported  to  be  among  them  (9).  In  this  respect, 
current  Federal  restrictions  on  Medicaid  reimburse- 
ment are  significant,  especially  sbce  few  incarcer- 
ated adolescents  can  be  expected  to  have  private 
health  insurance. 

Existing  Federal  regulations  do  not  permit  Medic- 
aid to  pay  for  medical  and  health-related  services 
provided  in  publicly  funded  juvenile  correctional 
institutions  (42  CFR  435.1009).  Health  care  in 
juvenile  correctional  institutions  is  suRwrted  exclu- 
sively by  State  and  county  governments,  frequently 
as  a  line  item  expense  in  an  instihition's  total 
operating  budget  (217).  Within  a  particular  institu- 
tion, therefore,  health  and  medical  needs  compete 
with  other  organiyational  needs.  Medical  care  per- 
sonnel may  be  forced  to  ration  evaluation  and 
treatment  resources.  Paying  for  the  costs  of  a  simple 
ho^italization.  especially  if  any  operative  proce- 
dure is  involved,  may  seriously  compromise  an 
institution's  budgetary  capability  to  provide  for  the 
health  and  medical  needs  of  other  youth. 

Continuity  of  Care— If  the  quality  of  care  within 
many  juvenile  correctional  facilities  is  often  inade- 


quate, adolescents,  upon  leaving  the  institutions, 
seem  to  face  yet  another  problem.  In  a  juvenile 
correctional  facility,  continuity  of  care  optimally 
includes  discharge  planning  by  moiical  staff  to 
assure  uninterrupted  provision  of  health  care  for  the 
adolescent.  Service  fragmentation  prevents  full  im- 
plementatiiHi  and  coordination  of  care  during  an 
adolescent's  transition  ftotn  an  institution  back  to 
the  community  (9).  Upon  release  from  a  correctional 
institution  back  to  the  community,  for  example,  a 
juvenile  may  become  eligible  for  the  Medicaid 
reimbursement  denied  during  incarceration.  TTie 
switch  from  one  source  of  funding  for  health  care  to 
another  source  at  the  time  of  an  adolescent's  release 
into  the  community  may  complicate  the  coordina- 
tion of  service  deliv«y.  Many  incarcCTated  adoles- 
cents are  moved  among  different  community  place- 
ments and  have  no  regular  source  of  health  care. 
Thus,  their  health  care  after  discharge  may  be  left  to 
the  vagaries  of  circumstance. 

Summary:  Services  ami  InterverAlons  lor 
At/ofescents  in  ttte  Juvenile  Justice  System 

As  a  country,  the  United  States  spends  billions  of 
dollars  annually  on  its  juvenile  justice  system.  An 
important  question  to  consider,  therefore,  is  whether 
the  funds  that  are  allocated  are  obtaining  the  desired 
results  of  protecting  the  public  safety  and  providing 
for  the  protection  of  the  best  interests  of  each 
adolescent  in  the  juvenile  justice  system  for  delin- 
quent offenses. 

One  measure  of  the  juvenile  justice  system's 
effectiveness  is  whether  it  serves  adolescents'  best 
interests  while  they  are  in  the  system.  OTA's 
analysis  suggests  that  services  and  interventions  for 
adolescents  in  the  juvenile  justice  system  are  fre- 
quently not  provided  with  an  understanding  of  the 
developmental  status  of  adolescents  and  a  recogni- 
tion of  the  legal  rights  of  adolescents  (e.g.,  access  to 
legal  counsel). 

Another  measure  of  the  effectiveness  of  the 
juvenile  justice  system  is  how  well  it  serves  the 
puMic  safely  and  adolescents'  best  interests  cfier 
they  leave  the  juvenile  justice  ^stem.  The  juvenile 
justice  system  would  probably  be  considered  effec- 
tive if  adolescent  offenders  were  deterred  from 
subsequent  delinquency  and  criminality  after  con- 


'2<Only  4  pocent  of  ^  215  juvenile  faciUtics  responding  to  Anno's  1984  survey  mentioned  above  repotted  having  had  a  lawsuit  regarding  the 
•doquacy  of  health  care  rUcd  against  them  in  the  preceding  5  years  (15).  v<ia.»uuK  w 
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tact  with  the  system.  Because  of  a  lack  of  data  on, 
and  unstandardized  means  to  measure,  adolescent 
ofifenders'  social  adjustment  following  their  release 
from  juvenile  facilities,  however,  the  effectiveness 
of  the  juvenile  justice  system  as  a  system  in  deterring 
subsequent  delinquency  and  criminality  cannot  be 
accurately  evaluated. 

Some  data  are  available  on  the  effectiveness  of 
specific  interventions  for  treating  adolescent  delin- 
quents and  reducing  recidivism,  although  measure- 
ment problems,  such  as  unstandardized  measures  of 
recidivism,  limit  definitive  conclusions.  Interven- 
tions for  treating  delinquent  adolescents  tend  to  be 
either  community-based  or  institutionally  based. 

Institutionally  based  treatment  interventions  for 
delinquent  adolescents  are  those  provided  in  institu- 
tional environments  such  as  training  schools.  Tliere 
is  some  limited  evidence  that  behavioral  approaches 
to  treatment  in  institutions— for  example,  the  u^  of 
point  systems,  token  economies,  and  behavioral 
contracting  (14,152,222),  cognitive  problera-solving 
and  skill  development  (367),  and  family  therapy 
intei^entions  (32) — are  more  effective  in  reducing 
recidivism  than  nondircctive  peer  group  counseling 
(169)  or  traditional  individual  therapy  interventions 
(152,173), 

Community-based  treatment  interventions  for  de- 
linquent adolescents  include  diversion  programs 
that  attempt  to  keep  delinquent  adolescents  out  of 
residential  placements.  The  effectiveness  of  diver- 
sion programs  may  be  overstated  because  of  the 
inclusion  of  first-time  offenders  in  the  programs 
(343),  Nonetheless,  some  programs  with  clearly 
defined  and  well-implemented  interventions  that 
incorporate  behavioral  and  family-based  change 
strategies  have  produced  clear  reductions  in  subse- 
quent arrest  rates  (82),  though  not  in  self^reported 
delinquency  behavior  (83). 

Another  community-based  treatment  intervention 
that  a  well-designed  study  found  to  be  effective  in 
reducing  delinquency  was  an  intervention  that 
involved  integrating  adolescents  identified  as  anti- 
social with  nondisturbe^  peers  (132).  Replication  of 
the  processes  that  tnay  have  produced  these  positive 
effects  cenainly  seems  warranted. 

Other  evidence  of  the  effectiveness  of  community « 
based  treatment  interventions  for  delinquent  adoles- 
cents comes  from  evaluations  of  family  therapies 
(2,144,166,198,314).  Two  caveats  are  that  several  of 


the  evaluations  of  these  strategies  failed  to  assess 
long-temi  impact  on  delinquency,  and  that  these 
strategies  are  often  plagued  by  high  dropout  rates 
(186). 

Family  group  homes  appear  to  reduce  behavior 
problems  during  treatn^nt,  but  these  effects  disap- 
pear after  adolescents  leave  their  group  home 
(49,241).  Wilderness  programs  in  general  have 
failed  to  show  lasting  effects  (238,456),  or  document 
the  relevance  of  these  programs  for  the  juveniles  and 
their  subsequent  adjustment  in  their  own  communi- 
ties. Similarly,  restitution  programs  appear  success- 
ful for  some  juvenile  offenders  in  some  circum- 
stances (357),  but  questions  remain  about  the 
conditions  necessary  for  restitution  to  work.  Lastly, 
a  recent  evaluation  of  programs  found  that  recidi- 
vism rates  of  ^olescents  assigned  to  intensive 
probation  programs  were  similar  to  those  of  institu- 
tionalized adolescent  offenders  (34). 

The  general  lessons  noted  earlier  in  the  simimary 
related  to  the  effectiveness  of  delinquency  preveo- 
tipn  programs  pertain  to  treatment  interventions  as 
well.  Overall,  longer  or  more  intensive  community- 
based  treatment  interventions  and/or  treatment  inter- 
ventions that  improve  family  functioning,  incoipo- 
rate  some  form  of  behavioral  intervention,  and 
modify  delinquents*  social  networks  ^eem  the  most 
promising,  p-ovided  that  they  are  appropriate  to  the 
juveniles'  needs  and  strengths.  Although  institution- 
ally based  treatment  may  be  necessary  for  some 
juvenile  offenders,  community-based  treatment  semis 
to  be  appropriate  for  many  more  youth  than  institu- 
tional treatment. 

An  example  of  how  the  best  interests  of  adoles- 
cents are  not  well  served  in  the  juvenile  justice 
system  are  the  shortcomings  in  the  provision  of 
health  care  services  to  adolescents  in  custodial 
faciHties,  Existing  studies  suggest  that  health  care 
services  in  juvenile  correctional  facilities  are  inade- 
quate. The  availability  of  health  care  is  very 
important  for  adolescents  in  juvenile  custodial 
facilities  because  many  adolescents  enter  juvenile 
facilities  with  significant  physical  and  mental  health 
problems,  and  confinement  in  juvenile  institutions 
increases  the  range  of  health  problems  they  acquire. 
Health  care  standards  for  accreditation  of  custodial 
facilities  do  exist,  but  the  standards  are  voluntary 
and  only  a  very  small  percentage  of  custodial 
facilities  are  accredited.  Another  factor  that  spears 
to  have  a  major  impact  on  the  lack  of  adequate  care 
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for  adolescents  in  custodial  juvenile  facilities  is  the 
fiscal  limitations  in  such  institutions,  for  example, 
restrictions  on  Medicaid  payment. 

Major  Federal  Policies  and  Programs 
Pertaining  to  Adolescent  Delinquency 

Although  juvenile  justi<^  is  primarily  a  State  and 
local  issue,  there  has  also  been  considerable  involve- 
ment in  juvenile  justice  issues  by  the  legislative, 
executive,  and  the  judicial  branches  of  the  Federal 
Government. 

Legislative  and  Executive  Brancti  Policies 

From  the  early  1960s  until  1974,  the  Federal 
Government's  legislative  and  executive  focus  was 
on  delinquency  |nevention  and  early  intervention.  In 
the  early  1960s,  a  Presidential  Committee  on  Youth 
Crime  funded  large-scale  delinquency  prevention 
programs  in  major  urban  areas,  and  later  in  the 
1960s,  a  Presidential  Commission  on  Law  Enforce- 
ment and  Admiiiistration  of  Justice  recommended 
anen^fAasB  rai  prevention,  dh^eraon.  and  deinstiiutksiali^ 
tion.  In  1968,  Congress  enacted  legislation  that 
called  for  grants  to  States  and  locahties  to  improve 
juvenile  justice  and  delinquency  prevention  pro- 
grams to  be  administered  by  the  U.S.  Department  of 
Health,  Education,  and  Welfare  [now  the  U.S. 
Department  of  Health  and  Human  Services  and  the 
U.S.  Department  of  Education].  That  same  year 
(1968),  Congress  also  passed  the  Omnibus  Crime 
Control  and  Safe  Streets  Acts  that  involved  the  U.S. 
Department  of  Justice  in  juvenile  justice  for  the  first 
time. 

The  1974  Juvenile  Justice  and  Delinquency  Pre- 
vention Act  (Public  Law  93-415)  represented  a 
major  step  in  enlarging  the  Federal  Government's 
role  in  juvenile  justice.  After  nearly  5  years  of 
exhaustive  investigations,  the  Subcommittee  on 
Juvenile  Delinquency  of  the  U.S.  Senate  Judiciary 
Committee  concluded  that  the  existing  juvenile 
justice  system  was  failing  miserably  in  several  ways 
(40I).^25  Congress  responded  by  enacting  the  Juve- 
nile Justice  and  Delinquency  Prevention  Act.  That 
act  established  an  Office  of  Juvenile  Justice  and 
Delinquency  Prevention  (OJJDP)  in  the  U.S.  De- 


partment of  Justice*^  and  a  program  of  Federal 
grants  to  the  States  administered  by  OJJDP  to 
provide  t^hnical  assistance  to  help  them  come  into 
compliance  with  the  act's  r^ovisiwis.  The  1974  act 
required  States  to  remove  status  offenders  and 
nonoffenders  (e.g.,  abused  and  neglected  youth) 
from  secure  confinement  and  to  separate  adult  and 
juvenile  offendCTs  as  a  condition  of  receiving 
Federal  funding.  It  also  mandated  new  data  collec- 
tion and  research  efforts,  including  the  dissemina- 
tion of  the  findings  of  research  and  all  data  related  to 
juvenile  delinquency. 

By  1978,  the  budget  of  OJJDP  had  increased  to 
over  $100  million  per  year  from  $14.5  million  in 
1975  (153).  At  that  time,  OJJDP  played  a  major  role 
in  helping  jurisdictions  implement  a  1980  amwid- 
ment  to  a  Juvenile  Justice  and  Delinquency  Preven- 
tion Act  which  required  the  complete  removal  of 
juveniles  fiom  jails  and  police  lockups. 

From  1981  to  1989,  the  focus  of  the  Federal 
juvenile  justice  program  on  prevention,  diversion, 
and  assisting  groups  that  litigated  the  rights  of 
adolescent  offenders  shifted  to  concern  over  violent 
offenders,  pornography,  missing  children,  and 
school  safety  (333).  Throughout  this  period,  the 
Office  of  Management  and  Budget  also  proposed  the 
elimination  of  funding  for  OJJDP. 

For  8  consecutive  years.  Congress  restored  an 
appropriation  for  OJJDP  over  the  objections  of  the 
U.S.  Department  of  Justice  and  the  Office  of 
Management  and  Budget.  Nonetheless,  the  total 
allocation  to  OJJDP  decreased  during  this  period 
and  in  1989  was  $66,692,000  (430).  In  1990, 
although  the  President's  budget  recommended  a 
large  cut  in  funding  for  OJJDP,  Congress  appropri- 
ated $72,482,000.  Virtually  all  of  this  amount  is 
devoted  to  projects  related  to  adolescents.* 

In  the  last  decade  or  so,  the  focus  of  most  Federal 
initiatives  within  OJJDP  has  shifted  from  a  delin- 
quency prevention  model  to  a  criminal  justice  model 
emphasizing:  1)  vigorous  prosecution  of  serious 
juvenile  offenders,  2)  a  new  focus  on  the  plight  of 
missing  children,  3)  mandatory  and  harsher  sentenc- 
ing laws,  4)  programs  to  reduce  school  violence,  and 
5)  national  crusades  against  drugs  and  pomo^aphy 


««Amcmg  oth«  issues,  the  subcommiliec  hearings  focused  on  the  continuing  problems  of  chitdf  en  heW  in  jails,  status  offoiders  housed  together  with 
violent  offcttters.  the  lack  of  trained  personnel,  and  inadequate  prcvcniion  resources. 

•2«Ch.  19.  "The  Role  of  Federal  Agencies  in  Adolescent  Health."  in  Vol.  lU.  describes  OJJDP's  cuiicnt  major  activities. 
«27For  further  discussion,  sec  ch.  19.  *  TTtc  Role  of  Federal  Agencies  in  Adolescent  Health,"  in  Vol.  ID. 
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(246,332).  The  wisdom  of  this  approach  has  been 
questioned  by  many  in  the  criminology  field  (246). 
OJJDP's  priorities  for  fiscal  year  1990  are  serious 
juvenile  delinquency,  illegal  drug  use,  youth  groups 
(gangs),  and  missing  and  exploited  children  (430). 

OJJDP's  fHiorities  appear  to  reflect  a  belief  that 
the  problems  related  to  the  prevention  of  delin- 
quency are  too  large  and  intertwined  with  other 
social  service  elements  for  OJJDP  to  manage  in  light 
of  its  relatively  small  budget.  OJJDP  has  suggested 
that  other  Federal  agencies  who  have  experience 
with  adolescents  could  apply  their  efforts  to  delin- 
quency prevention  efforts  before  problems  become 
juvenile  justice  issues. 

Within  the  U.S.  Department  of  Health  and  Human 
Services,  several  agencies  are  developing  programs 
concerning  adolescent  involvement  in  delinquent 
activities.  Among  these  agencies  are  the  Centers  for 
Disease  Control  in  the  Public  Health  Service  and  the 
Administration  for  Children,  Youth,  and  Families  in 
the  Office  of  Human  Development  Services.  The 
Injury  Control  Division  of  the  Centers  for  Disease 
Control  has  mounted  studies  of  violence,  for  exam- 
ple, that  include  adolescent  violence.  In  fiscal  year 
1989,  however,  the  Injury  Control  Division  spent 
only  $1.3  million  on  projects  related  to  violence 
(355a). 

Judicial  Branch  Policies 

In  the  last  25  years,  the  U.S.  Supreme  Court  has 
banded  down  a  series  of  decisions  related  to  juvenile 
court  rules.  One  of  these  was  the  landmark  decision 
In  re  Gault  [387  U.S.I  (1967)].  In  this  decision,  the 
Supreme  Court  specified  a  detailed  set  of  rights  that 
must  be  accorded  juveniles.  The  Gault  decision 
focused  on  notification  of  charges.protection  against 
self-incrimination,  the  right  to  confront  witnesses, 
and  the  right  to  have  a  written  transcript  of  the 
proceedings.  A  more  recent  Supreme  Court  deci- 
sion, Schally.  Martin  [467  U.S.  243  (1984)], upheld 
the  constitutionality  of  preventive  detention  of 
juveniles  for  their  own  protection  and  for  the 
purpose  of  preventing  pretrial  crimes. 

Whether  juveniles  in  correctional  facilities  have  a 
constitutional  right  to  health  care  treatment  is  not 
resolved.  As  of  the  end  of  1990,  the  U.S.  Supreme 
Court  has  not  ruled  on  that  issue.  Some  lower 
Federal  courts,  however,  have  ruled  on  issues  related 
to  health  care  and  treatment.  Examples  of  rulings  by 
^  lower  Federal  courts,  include  the  following: 
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•  An  incarcerated  child  has  the  right  to  receive 
adequate  treatment,  including  medical  and 
mental  health  care,  as  well  as  the  right  to  be  free 
from  brutal  and  oRMessive  conditions  [Inmates 
of  Boys'  Training  School  v,  Affleck,  346  F. 
Supp.  1354  (D,  RJ.  1972);  Morales  v.  ly-man, 
364  F.  Supp.  166  (E.D,  Ux.  1973);  Nelson  v. 

Heyne,  355  F.  Supp.  451  (N.D.  Ind.  1972). 
affd,  491  F.  2d  352  (7th  Cir,  1974),  cert, 
denied,  417  U.S.  976  (1974);  Gary  H.  v. 
Hegstrom,  No.  77-1039-BU  (D.  Or,  Dec.  17, 
1984);  Swansey  v,  Elrod,  386  F.  Supp.  1 138 
(N.D.  m.  1975)1. 

•  Juveniles  must  have  sufficient  medical  staff 
and  nursing  staff  to  provide  effective  preven- 
tive and  curative  care  for  the  health  of  all 
juveniles  [Morales  v,  TUrman,  388  F,  Supp.  53 
105  (E.D.  Tfex,  1974)]. 

•  Juveniles  should  be  free  from  the  administra- 
tion of  psychotropic  medication  in  an  indis- 
criminate, unsupervised,  unnecessary,  or  ex- 
cessive manner  [Morales  v.  TUrman,  388  F. 
Supp.  53  105  (E.D.  Tfex.  1974)]. 

•  An  individual's  constitutional  right  to  treat- 
ment includes  the  right  to  individualized  treat- 
ment for  drug  and  alcohol  dependency  (79). 
(GaryH.  v.  Hegstrom,  No.  77-1039-BU  (D.  Or. 
Dec.  17,  1984)]. 

Conclusions  and  Policy  Implications 

Consideration  of  adolescent  delinquency  in  this 
country  raises  numerous  issues  important  to  public 
policy:  How  serious  a  problem  is  adolescent  delin- 
quency? Is  it  getting  worse,  or  better?  What  causes 
adolescents  to  commit  delinquent  acts?  Can  delin- 
quency be  prevented?  When  delinquency  occurs, 
what  should  the  societal  response  be-^punishment 
or  treatment?  As  this  chapter  demonstrates,  despite 
the  longstanding  national  concern  alK)ut  delin- 
quency among  U.S.  adolescents,  the  answers  to 
these  questions  have  not  been  resolved.  The  method- 
ological limitations  of  available  studies  are  partially 
responsible  for  the  lack  of  definitive  knowledge  on 
delinquency,  as  are  controversies  regarding  the 
definition  and  measurement  of  delinquency.  Be- 
cause of  the  ideological  differences  among  observ- 
ers, certain  issues  pertaining  to  adolescent  delin- 
quency are  unlikely  ever  to  be  resolved  definitively. 
Nonetheless,  available  information  provides  some 
direction  for  public  policy  decisions. 
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The  number  of  U.S.  adolescents  who  commit 
delinquent  acts  is  one  measure  of  adolescent  delin- 
quency. Available  evidence  indicates  that  most 
individuals  in  the  United  States  admit  committing 
some  delinquent  act  during  their  adolescence.  The 
precise  numlwr  of  adolescents  who  commit  specific 
tyi^s  of  offenses  is  difficult  to  determine.  According 
to  National  Youth  Survey  data  from  1976,  about  21 
percent  of  adolescents  commit  at  least  one  serious 
delinquent  act  (i.e.,  aggravated  assault,  forcible  r^, 
and  robbery)  during  adolescence,  and  about  5 
percent  report  committing  multiple  serious  offenses. 
On  the  positive  side  is  evidence  that  most  adoles- 
cents' engagement  in  delinquency — even  serious 
delinquency — ^is  of  short  duration.  Evidence  from 
the  National  Youth  Survey  is  dated,  however,  and 
was  obtained  from  adolescents  who  lived  in  an 
environment  rather  different  from  the  current  one. 

Tlie  number  of  delinquent  acts  committed  by  U.S. 
adolescents  in  the  aggregate  is  another  measure  of 
delinquency.  Here  again,  however,  the  precise  num- 
ber is  difficult  to  determine.  One  reason  is  that  there 
are  a  number  of  different  measures  of  dehnquency; 
another  reason  is  that  the  measures  differ  widely  in 
their  findings.  Data  indicative  of  the  state  of  the 
Foblem  are  that  in  a  single  recent  year  ( 1987),  there 
were  1.7  million  arrests,  approximately  1.4  million 
referrals  to  juvenile  courts,  and  700.000  admissions 
to  custodial  facihties  among  10-  to  1 7-year-olds. '^8 
In  the  aggregate,  arrest  rates  for  delinquent  acts  have 
declined  in  this  country  since  the  mid-1970s.  How- 
evCT,  arrest  rates  for  aggravated  assaults  by  U.S. 
adolescents  have  increased  since  the  mid-1970s  and 
arrest  iBtes  for  murders  by  U.S.  adolescents  have 
risen  in  the  past  4  years,  suggesting  that  violence  by 
adolescents  is  increasing. 

Some  limited  self-report  data  confirm  the  rise  in 
aggravated  assaults,  but  more  comprehensive  data 
are  needed  to  confirm  or  to  contradict  the  trend  in 
violence  by  adolescents.  A  periodic  longitudinal 
survey  of  adolescents  with  questions  about  problem 
behaviors  could  yield  information  on  adolescents 
involved  in  delinquent  behavior  and  the  number  of 
delinquent  acts  committed  by  adolescents. 


What  causes  adolescents  to  commit  serious  delin- 
quent offenses?  It  is  clear  that  not  one  but  many  risk 
factore  contribute  to  an  adolescent  committing 
serious  offenses.  On  the  whole,  however,  the  risk 
factors  for  delinquency  are  not  completely  under- 
stood. 

Certain  demogr^hic  characteristics — being  in 
the  age  group  15  to  17,  being  male,  being  black,  and 
having  access  to  an  urban  area — are  more  associated 
with  serious  dehnquency  than  others.  The  relation- 
ship of  race  to  delinquency  is  unclear.  When  one 
examines  self-reports  of  serious  offenses,  racial 
disparities  are  much  smaller  than  those  typically 
reported  in  amest  statistics.  Furthermore,  about  half 
of  black  adolescents  Uve  in  poor  or  near-poor 
famihes,  many  of  them  in  urban  areas  typified  by 
high  rates  of  crime  and  limited  educational  or 
employment  opportunities; and  adolescents  of 
low  income  and  adolescents  who  live  in  urban  areas 
are  more  likely  to  commit  serious  delinquent  acts 
than  other  adolescents. 

Early  socially  disapproved  behaviors,  low  IQ 
(particularly  poor  verbal  ability),  associating  with 
delinquent  peers,  and  family  factors  that  include 
parental  rejection  and  lack  of  parental  supervision 
have  been  identified  as  factors  increasing  the  risk  of 
serious  aiolescent  delinquency,  and  the  importance 
of  the  association  between  them  and  adolescent 
delinquency  has  been  definitively  established.  The 
vast  literature  on  risk  and  protective  factors  provides 
strong  clues  on  the  factors  in  the  social  environment 
that  can  be  modified,  with  the  strong  probability  that 
much  of  delinquency  can  be  p-evented. 

Although  much  is  known  about  several  factors 
associated  with  delinquency,  there  are  several  rea- 
sons why  definitive  information  is  not  available 
about  risk  factors.  First,  most  of  the  research  that  has 
been  conducted  to  date  has  focuscxi  on  individual 
constitutional  factors  and  parental  behaviors.  Even 
among  these  factors,  the  importance  of  the  relation- 
ship between  many  suspected  risk  factors,  (e.g.. 
biological  factors)  and  delinquency  is  not  known. 
Furthermore,  most  of  the  research  on  family  factors 
has  focused  on  parental  behaviors  in  white  families. 
There  has  been  little  investigation  of  parental 


»I»  is  inqxmant  to  note  ihat  these  data  feprewnl  arresls.  referrals,  and  admissions,  not  individuals.  Some  individitols  involved  in  the  juvonlc  justice 
sysrem  may  have  more  than  one  arrest.  »rfcn«l.  and  adnxission.  Further,  ss  noted  earlier,  some  admissJons  lo  bveniJe  fadliUes  «c  for  reasons  uuitlaied 
to  dcluiqueocy. 
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behaviors  in  black  and  other  minority  families,  and 
the  relationship  of  family  fiunors  and  the  risk  of 
adolescent  delinquency  in  such  families  is  uncertain. 

Second,  although  it  is  clear  that  official  rates  of 
delinquency  vaiy  with  the  socioeconomic  condi- 
tions of  a  community,  few  studies  have  investigated 
the  proc^ses  by  which  the  socioeconomic  osviron- 
ment  of  the  community  affects  the  delinquency  of 
individual  adolescents.  The  economic  and  social 
environment  of  the  community  and  perceived  eco- 
nomic and  ^ial  differences  (for  example,  the 
perception  that  opportunity  in  mainstream  society  is 
blocked  leading  to  devaluation  of  mainstream  views) 
are  likely  to  be  associated  with  adolescent  delin- 
quency* 

Third,  although  the  same  factors  identified  as  risk 
factors  characterize  many  adolescents  who  do  not 
conunit  serious  delinquent  acts,  the  reasons  why 
many  children  and  adolescents  are  apparently  '*pro* 
tected*'  from  the  adverse  effects  of  certain  risk 
factors  have  not  been  fully  investigated. 

Last,  and  perhaps  most  important,  the  interac- 
tions, including  the  temporal  order,  among  all  risk 
factors  are  not  certain.  More  comprehensive  models 
that  include  individual,  familial,  and  community 
factors,  including  economic  and  social  factors,  are 
needed  to  explain  and  predict  delinquency. 

Despite  incomplete  knowledge  about  the  causa- 
tion of  adolescent  delinquency,  some  programs 
designed  to  prevent  delinquency,  while  not  widely 
duplicated  or  tested,  have  shown  promising  results 
in  relatively  rigorous  studies.  Overall,  successful 
approaches  to  prevention  can  be  characterized  as 
those  that  have  the  following  characteristics: 

•  they  are  appropriately  supportive  of  children 
and  adolescents  and  their  families^ ^; 

•  they  are  intensive  (i.e.,  they  involve  the  com- 
mitment of  considerabie  time,  personnel,  and 
effort);  and 

•  they  are  broad-based  (i.e.,  they  intervene  in  a 
number  of  the  systems — including  family, 
sch(K>l,  and  peer — in  which  the  child  and 
adolescent  is  involved,  and  use  multiple  serv- 
ices (e.g.  educational,  health,  and  social)  as 
appropriate  for  the  individual  child  and  adoles- 
cent). 


The  most  i^mising  primary  prevention  effcHts 
i^pear  to  be  conducted  early  in  life  for  high-risk 
children.  These  include  the  Peny  Pineschool  Jh-ogram 
and  a  tm>ad-ba^  preventicm  in^venticm  dmt 
included  parent-skill  training.  Ptxmiising  secondary 
prevention  ^^proaches,  conducted  during  luioles- 
cence  after  antisocial  behavior  has  b^^me  i^)parent, 
include  the  intensive  psydioth^^utic  and  voca- 
tional placen^nt  and  rranedial  educational  interven- 
tion evaluated  by  Shore  and  his  colleagues  and  the 
integration  of  ic^ntified  antisocifd  adolescents  into 
activities  with  nondisttirbed  peers.  These  models 
deserve  additional  implementation  acccmqianied  by 
rigorous  evaluation.  Rigorous  evaluations  of  future 
preventive  interventions  based  on  tl^  knowledge 
^ut  risk  and  prevrative  factors,  and  additional 
basic  research  on  the  causes  of  delinquency,  are 
essential  to  advance  knowledge  in  this  field. 

Also  in  need  of  attention  as  preventive  factors  are 
limits  on  access  to  gims  and  educational  interven- 
tions intended  to  help  adolescents  avoid  becoming 
victims. 

Hie  role  of  guns  in  adolescent  delinquency  has 
not  been  we<I  researched,  but  it  is  clear  that  the  use 
of  guns  can  exacerbate  the  outcome  of  violent 
delinquent  offenses  by  adolescents,  as  well  as 
criminal  acts  by  adults.  The  use  of  guns  by  adoles- 
cents to  comnnt  homicide  and  the  \ise  of  guns  by 
people  of  all  ages  to  murder  adolescents  have 
increased  in  this  country  since  1976.  Additional 
action  may  be  needed  to  decrease  U.S.  adolescents* 
access  to  guns,  given  that  existing  Federal  legisla- 
tion ah^eady  prohibits  the  sale  of  rifles  and  shotguns 
to  individuals  under  the  age  of  18  and  handguns  to 
those  under  age  21.  Limiting  access  to  guns  by 
adults  also  warrants  consideration.  The  nature  of 
these  actions  requires  further  investigation. 

Victimization  of  adolescents  is  a  problem  that  has 
received  little  attention,  but  adolescents,  especially 
black  adolescents,  are  more  likely  than  Americans  in 
other  age  groups  to  be  victims  of  crimes,  especially 
offenses  committed  by  other  adolescents.  More 
precise  data  on  adolescent  victims  is  needed,  along 
with  approaches  to  preventing  victimization  that  are 
broader  than  approaches  that  focus  on  pCTpetrators 
(e.g.,  educating  adolescents  to  avoid  victimization). 

U.S.  adolescents  who  commit  offenses  and  are 
placed  in  juvenile  facilities — perhaps  700,000  per 


^^Sec  ch.  3«  ''Rarents  ami  Famihc&'  Influence  an  Adolescent  HealtK.'*  tn  this  volume  for  a  discussion  of  models  of  appropnate  parentiog. 
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year — may  at  first  glance  seem  least  deserving  of 
society's  attention.  In  fact,  societal  views  of  Ae 
relative  merits  of  reh^ilitative  treatn^t  ai^  pun- 
ishn^nt  change  ova  time.  Currently,  many  Fe^al 
and  State  governments  appear  to  be  taking  a  more 
punitive  approach.  The  debate  is  difficult  to  resolve 
in  the  absence  of  definitive  (xmiiwative  evaluations, 
but  eusting  evidence  indicates  that  lei^  punitive 
approaches  (eg.,  die  use  of  open  rather  than  closed 
facilities,  community-based  rathw  than  institution- 
ally based  treatment  efforts,  rdiabilitative  treatment 
efforts  radier  than  routine  incarco'ation)  are  at  least 
as  effi^tive  as  more  punitive  iq>proaches  for  many 
adolescent  offends*  Sp^ific  rehabilitative  treat- 
n^nt  interventions  that  show  promise  are  similar  to 
the  most  effective  {Heventive  q^proaches  in  being 
a{^>ropriately  supportive  of  the  adolescent  and  his  or 
her  family,  imensive,  and  using  multiple  services 
and  ^ttings. 

Three  points  about  the  U.S.  juvenile  justice 
system  are  very  clear.  First,  black  adolescents  are 
more  likely  to  be  treated  harshly  by  the  juvenile 
justice  system — ^i.e*,  more  likely  to  be  arrested, 
confined,  and  housed  in  secure  corr^nional  facititi^ — 
than  are  white,  non-Hispanic  adolescents.  Hispanic 
adolescents  are  similarly  more  likely  to  be  incarcer- 
ated than  white  non-Hispanic  adolescents.  The 
imbalance  of  minorities  in  the  juvenile  justice 
system  is  currently  being  examined  by  a  number  of 
national  organizations  at  the  request  of  the  Federal 
Government,  so  any  further  governmental  action  on 
this  issue  should  probably  await  the  findings  of  these 
studies.  Second,  health  care  in  juvenile  justice 
facilities  does  not  appear  to  meet  the  needs  of 
adolescents  in  custody.  Additional  in-depth  analyses 
of  the  causes  and  consequences  of  inadequate  health 
care  are  needed  before  specific  changes  in  policy  are 
made;  in  the  interim,  the  Federal  Government  could 
act  now  to  make  Medicaid  available  to  incarcerated 
adolescents.  Finally,  the  legislatively  mandated  role 
of  OJJDP  (the  Office  of  Juvenile  Justice  and 
Dermquency  Prevention)  in  delinquency  prevention 
is  precarious.  The  executive  branch  has  requested 
elimination  or  a  substantial  decrease  in  appro- 
priations for  the  office  for  many  years  and  has 
reoriented  the  office's  policy  with  regard  to  juvenile 
justice  away  from  basic  research  and  delinquency 
prevention  to  serious  and  violent  offenders  and  other 
issues.  Perhaps  it  is  lime  for  a  reexamination, 
perhaps  by  an  objective,  expert  group,  of  the  role  of 
^'JDP  vis  a  vis  that  of  other  Federal  agencies 
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involved  in  the  prevention  and  treatment  of  delin* 
quency. 

Chapter  13  References 

1.  Actwnbw^  TM^       BdOtsock,      Manual  for  the  ChUd: 

tonK  VT  Queens  Oty  Primtn,  1983). 

2.  Alemider»  JP.,  And  ftosoos,  B.V.,  "Short  %in  Behoirioral 
li^TVouka  With  Ddhiqocfll  Faoilks.*"  Jaurruil  ^fAbnonrud 
Psy€h^ogySV2l9'Z25, 1973, 

3.  Atexander-Roibi^i^  X,  and  Venmifidt  ''Cbombea  aad 
Syi^iiUs  hx  iDCOTmied  Uftsn  ActotesctaOs:  PttvaleDcc  and 
Fby^cal  Sigm,*'  Pe^twics  80(4}:%l-564, 1987. 

4.  Alttctmler,  DM.,  and  Annsiroiv,  TX^  '*Sa^  aod  Status  of 
CoDxmimity-Based  Aftercare  Pix^rttmniog  for  luveaile  (^fe»d- 
cn  Rdeased  From  Secmt  Qynfiimiem,**  psspa  pitsaited  al  the 
meeth^  of  tbt  Amerteao  Soddy  of  Cnmkiolo^.  Qiic^.  m 
Novcate  I9M. 

5.  Ameiican  Acadesn^r  of  PiKUatria,  CommHliee  m  Addesooicc; 

*  *Heahh  Care  f or  ChOditn  «»)  Adolcsc«3tts  to  IVte&ti^ 

Jails,  Lock-Ups,  and  Other  Coart^Spoasored  Rcsidaitial  Fadli- 
ti^;*/'«dSkiisr^i  84(6):  1118-1 120.  1989. 

6.  AsxiericanAc3deinyoflVdii^rk«.CoiDmlt^ 

Stmidimis  for  Juvtoile  Comt  Residential  facilities,'*  Ptdiafrics 
52:452-457. 1973. 

7.  Amerkw  Medkal  Association*  Commm  Health  Prablms  of 
Juveniies  in  CorrecHans  FaciUtia  (Chicago,  IL:  1979). 

S.  AmeiicaD  Mcdiad  Assodatioo,  PrifUe  Sti^  ofStiecfcd  Juve- 
niie  Health  Care  FaciMss  (Chicago,  IL:  1979). 

9.  AiK)»ic«i  Medical  Associati<m,  C<Huicil  on  Scientific  Affatrs, 

*  *Healtb  Statos  of  Detaifiod  and  Incarnated  Youths,*  *  Journal  cf 
the  American  Mc^al  Ass<Kiation  263(7)587-991, 1990, 

10.  Am^kan  Psychiatiic  Associatkui,  Diagnasdc  and  St^stical 
Manual  of  Mental  Disorders.  Srd  ed.,  revised  (Wasldi^oii,  DC: 
1987). 

11.  Afflcricao  Pablic  HealOi  Association,  "Foiiging  the  ftitBit: 
Health  Objectives  for  d»  Year  2000,**  annttal  meeting,  New 
York,  NY.  Sept.  30  to  Oct  4,  1990, 

12.  Amertcan  School  Health  Associati<m«  Assodslion  for  the  Ad- 
vancement of  Health  Education,  Society  for  PuUic  Health 
Education»  Inc.,  The  National  Addescem  Student  Health  Storey: 
A  Report  on  the  Health  cf  America's  Youth  (OalUand,  CA:  Thint 
Party  Piil>lishing  Co.,  1989). 

13.  Andcrsoa,  DJt.,  torch,  E^.,  Rdd,  DM.,  «  al,,  **'lfcfcvisioo 
Viewing  at  Home:  Age  TtcikIs  in  Visual  Attention  and  Time  With 
TV/'  cm  Development  $l:im-im,  1986. 

14.  Andrews.Dj\.,Zif^,I..H(^.R.D..e4al./*IX>esCofTcctio^ 
Ttotmott  Work?  A  Clinically-Relevant  wA  PsydiologlcalKy- 
Informed  Meta- Analysis,**  tm|mbtished  manuscript.  Laboratory 
for  Heaearch  on  Assecsment  and  Evahiatioa  in  the  Human 
Services,  Carlcton  Universi^.  Ottawa,  Qvet^ec.  Canada*  1989. 

15.  Anm>,  BJ.,  *'Tte  Availability  of  Health  Smkes  for  Juvenile 
Offenders:  Preliminary  Results  on  a  National  Survey/*  Journal 
of  Prison  Jail  Health  4:77-90. 19S4. 

16.  Arbothnot,  J.»  Gordon,  DA^  and  Juricovic.  OJ.»  Handbook  of 
Juvenile  Delinquency,  HC  Quay  (ed.)  (New  York.  NY:  John 
Wiley  &  Sons,  1987). 

17.  AnnsnoQg,  TL.,  * 'National  Survey  of  Juvenile  Intensive  Proba- 
tion Supervi^on  (P9St  1)/'  Criminal  Justicr  Abstracts  pp, 
342^348,  June  198S. 

18.  AnnstroQg,  XL.,  ^'National  Survey  of  Juvenile  Intensive  Proba- 
tion Supervision  (Part  2)/*  Criminal  Justice  Attracts  pp. 
497-523,  ScpttOTber  1988. 

19.  AnnstrtK^  XL.,  and  Altsdtmkr.  P.M.,  **ConnictEng  Trends  In 
Juvenile  Jtisiioe  Sanctioning:  Divergent  Strategies  in  the  Han- 
dling of  (he  Serious  Juvenile  Offender,  *  *  Journal  qf  Juvenile  and 
Family  Courts  33(4):  15-30. 1982. 


Chapter  13— Delinquency:  Prevention  and  SmlC9S  •  11-649 


20.  Aroold,  J.B..  Uvine,  A  G.,  and  I^tterswu  G.R..  •'Changes  m 
Stt^  Behavior  FDUowicg  Family  Intavaitioii.**  Journal  <^ 
Conoilting  ami  Climcal  Fsychi^ogy  43:683-688, 1975. 

21.  Attslm,l..aiKJKristeK,B./'WidCT.StriH^ai^ 

Dklectics  of  Climioal  Justice  Refoxm^  *  *  Jcurmd  m/Hr starch 
in  Crime  rndDeUnqutncy  18:165-196. 1981. 

22.  Bachman.  J.O..  and  JobsAtm,  L.D..  The  Mcmimrin^  the  Future 
Prvjea  Design  md  Froctikffies  (Aim  Aitnr,  KQ:  losHmie  for 
Social  Researdi,  Unhreraity  of  Mk^higan.  1978). 

23.  Bachman,  J,0.,  Johi^oa  X- and  O'MaWcy.  P,M..  Mimitoring 
(he  Future:  Questiinmaire  Re^nses  Frotn  the  NaUon's  High 
Sckix^  Senwrs,  1976  (Ann  Aitwr*  MI:  Institute  for  Social 
Research,  Uaivefsity  of  Michigan,  1980). 

24.  Bachman.  J.G.,  Johnston,  LD.,  and  O'Malky.  P.M..  Mcnitoring 
the  Fumre:  A  Continuing  Study  of  the  Lifestyles  and  Wues  cf 
Youth,  J984  (Ana  Alter.  MI:  Institute  for  Social  Research. 
Ui^mity  of  Michigan,  1985). 

25.  Bachmm,  J.O..  Johnston,  L awJ  O'Malley,  P.M.,  Monitoring 
the  Future:  Questtonnaire  Re^nmses  From  the  Nation's  High 
School  Seniors.  19S6  (Ann  Arbw,  MI:  ?nstitntc  fc^  Social 
Resevdu  Univer^  of  Mkhigon,  1987). 

26-  Bachman, J.G.. O'Mallcy.  P.M..  and Jote^ton.  LJ>, Adolescence 
to  Adulthood:  Change  and  StabiUty  in  she  Lives  of  Young  Men 
(Aim  Arbor.  MI:  Institute  for  Social  Research,  Unsvmity  of 
Michigan,  1978). 

27.  Baiky.  L.,  Oimborg,  Jm  W^ncr.  P..  ct  al..  '•Scnun  Feiritin  as  a 
Measure  of  Inm  Siores  in  Adolescents,*'  Journal  vfFediatncs 
10l(5):774.776.  1982. 

28.  Baird,  C,  and  Neuenfeldt.  D  ,  JtfwniVe  CorrecHons  in  Wisconsin 
!s  There  a  Better  Way?  (San  FraiKrlsco.  CA:  National  Council  on 
Crime  and  Delinqmcy.  1989). 

29.  Bank,  L.,P&ttciwn,GJR..  and  Reid,J.B..*'Dclioqucncy  Preven- 
tion Through  Training  Parents  In  Family  Managonenl,**  The 
Behavior  Analyst  10:75-82.  1987. 

30.  Barnctt.  W.S..  and  Escobar.  CM..  '•The  Economics  of  Early 
Educational  Intervention:  A  Review.*'  Review  of  Educational 
Research  57:387^14.  1987, 

31.  Baron,  R..  ftwy,  F..  awl  Thornton,  W,.  ••Prcvcnling  Delin- 
quency Through  Diversion,*  *  Federal  Probation  37: 1 3-18. 1973. 

32.  Barton,  C.  Alexander,  J.F..  Waldron,  H  .  el  al..  **Gcncrahzing 
Treatment  Effects  of  Functional  Family  Therapy;  Three  Replica- 
tions,*' American  Journal  of  Family  Therapy  13:16-26. 1985. 

33  Barton,  W..  and  Buns,  J..  *  The  Home  Field  Advantage:  In-Home 
Programs  for  Juvaiile  Dclinquails,'*  Frogratnsfor  Serious  and 
Violent  Juvenile  Offenders  (Ann  Aihor,  MI:  Instimtc  for  Social 
Research,  University  of  Michigan.  1989) 

34.  Barton,  W.,  and  Butts,  J..  The  Metro  County  intensive  Supers- 
sion  Experiment  (Ann  Arbor.  MI:  Institute  for  Social  RcscaJVh. 
University  of  Michigan,  1989). 

35.  Barton,  W.H..  and  Buns.  JA.,  ••Viable  Options:  hitensivc 
Supervision  Programs  for  Juvenile  Delinquents.**  Cnme  and 
Delinquency,  in  press. 

36.  Basta,  J.M..  and  Davidson,  0.  W.S..  ••Tncatroem  of  Juvenile 
Offenders:  Study  Outcofi>es  Since  1980.^^  Behavioral  Sciences 
and  the  Law  6:355-384. 1988 

37.  Battisiich,  V.,  Solomon.  D.,  Watswi.  M..  el  al ,  ••Effects  of  an 
Elementary  School  Program  lb  Enhance  Frosocial  Behavior  on 
ChiWim's  Cc^tive-Social  Problem  Solving  Skills  and  Strate- 
gics." Journal  cf  Applied  De\rhpmenfal  Fsychahgy  10:147- 
169.  1989. 

38.  Bell.  CC,  •'Statement  of  the  American  Psychiatric  Ass^Kiaiion 
on  Cluldren  and  Violence,  •  •  presented  brfore  the  Select  (3onunii- 
lee  on  Childrai,  Youth,  and  Famihes.  House  of  Representatives. 
U.S.  Congiess.  Washiiigton,  DC.  May  16.  t989. 

39.  Bell  TA..  Farrow.  JA..  Stamm,  W.E..  et  al .  ••Sexually 
Transmincd  Diseases  in  Females  in  a  Juvenile  Detention 
<>ntcr/*  SexuaUy  Transmitted  Diseases  12(3);  140-144.  1985. 

40.  Belsky,  J.,  "The  •Effects^  of  Infant  Day  Care  Reconsidered/* 
O         Early  Childhood  Research  Quarterly  3:235-272, 1988. 

ERIC 


41 .  Bclson,  W..  Television  Violence  and  the  Adolescent  Boy  (Han^ 
shire,  Fjigland:  Saxra  House.  S978). 

42.  Bamett.  5JF.,  and  Laviul^  FJ..  **Community-Based  Oime 
Pivveittkm:  An  Asmanet^  of  ttie  Eisei^wer  FotuKlatkm^s 
Neig)^x»hood  Pmgrffln,''  Critfte  and  DHinquency  35:345-364, 
I«5y. 

43.  Bcffueta-aement,  JH.,  Schwcinhait,  LJ.,  Bamett,  W  j.,  ci  al. 
Chimged  Lives:  ne  Effects  of  she  Ferry  Preschool  Program  on 
YouthsTlwmghAge  l9(Yprflanll,  MI:  High/Sc<^ Press,  1984). 

44.  Bemicla-CIemeja,  JJ<.,  Sdiwctohanu  LJm  Ban«,  WJ^  et  al. 
'*The  Effects  of  Early  EdocatiOTal  Intervention  on  Grime  and 
DeUtt^ttncy  in  Adolescence  nod  Eiafy  AdnUhood,*'  Pritnary 
PrevenHon  of  Pjycfk?p€ahi^ogy,  Vo!.  JO--Preyention  ofDettn- 
quern  Behavior,  J.D.  Burchard  and  S.N.  Burchard  (eds.) 
(Newbwy  Park,  CA:  Sj^.  1984). 

45.  Bcrryman,  J.W.,  ••The  Rise  of  Organized  Sports  fos 
Pir^<k)lescent  Boys,"  Cldldren  in  Sports:  A  Contemporary 
AmMogy,  RA.  Mi^  MJ.  Ash,  and  FX.  SmoU  (eds.) 
(ClBmpaigiK,     Htmm  Kln^^  Putdistos,  1978). 

46.  Bindcr.A.,M(Nialm.J.,  andNewkirk,M./'Dlvmi(mPr(mithe  i: 
Jnvcnik  Jnstice  System  and  the  Ptevmicffl  of  DeUncptcncy," 
Community  Menusl  Health  and  the  Critmnal  Justice  Systetn,  J. 
Mon^han  (ed.)  (New  York,  NY:  Peigmion,  1976). 

47.  Blcmibag.  TG..  ''Widentag  tfie  Net:  An  Anomaly  in  the 
Evahiatitm  of  Divereion  Programs,**  HantS^  of  Criminal 
Justice  Evalu^on,  M.W.  Klein  and  K.S.  Tbilmann  (eds.) 
(Beverly  Hflls,  CA:  Sage.  1980). 

48.  Blumj»ein,  A.,  Coh^  J..  Roth,  Jj\.,  et  al.  (ods).  Criminal 
Careers oFui Career Critninals,  Vol.  /(WaShlAgion, DC:  National 
Acadony  Press.  1^6). 

49.  Brautanaim,  CJ..  Bedlington,  MM.,  Beltten,  BJ3..  et  al.. 
'^Effects  of  C<»nmunity'Based  Group  Home  Treatment  Pro- 
grams cm  Male  Juvenile  Offeodm'  Use  and  Abuse  of  Dn^  and 
Alcohol**  American  Journal  of  Drug  and  Alcohol  Abuse 
11:249-2'^,  1985. 

50.  Brier,  N.,  *'The  Relationship  Betwwn  Learning  Disability  and 
Delinquency:  A  Review  and  Re^raisal.**  Journal  of  Learning 
DisalHlities  22(9)-346.553, 1989. 

51.  Briar,  N,,  "An  Alteniaiive  to  Career  Criminality."  The  Second 
Year  Report  of  the  O^rtnniiy  Center,  Albnt  Einstein  College 
of  Mcdtctne.  New  York,  NY.  Sept.  1,  1988  to  Aug.  31,  1989. 

52.  Brophy,  J..  ••Ifcachcr  Infhiences  on  Student  Arliicvement." 
Amenca;j/'5)^;U)^g«r41(10):1069-1077. 19W. 

53.  Brown,  G.L..  and  Goodwin,  FJC.,  ••Aggression,  Attolesccncc, 
ami  Pisychobiotogy,'^  The  Aggressive  Adolescent  Clinical  Per- 
spectives, Charles  R.  Keith  (ed.)  (New  York,  NY;  Free  Press, 
1984). 

54.  Bry,  B.H.,  •'Reducing  the  Incidence  of  Adolescent  Problems 
Thixntgb  Ptevwuivc  Imervention:  One  and  Five  Year  Follow- 
Up/*  American  Journal  of  Community  Psychology  10:265-276. 
1982. 

55.  Biyce.  M.E..  •'Family-Based  Services:  Preventive  Intervention.* * 
ChiU  and  Youth  Services  11:1 77-203.  1988. 

56.  Bufchard,  J.,  ''Competitive  Youth  Sports  and  Social  Compe- 
tencc,^^  Primary  Prevention  cf  Psychopathology:  HI  Social 
Competence  in  Children,  M.  Kart  and  J.  Rolf  (tds.)  (Hanover. 
Nil:  University  Press  of  New  England.  1979). 

57.  Bur«ik,R.J..andWebb.J.,**CommnnityC»angtand!^ttemsof 
DelmqisetKy,**  Journal  ^4 Sociology  88:24-42. 1982. 

58.  Byrne,  J.,  and  Sampson,  R..  The  Social  Ecology  of  Crime  (New 
York.  NY:  Spring- Vcrl^  1986). 

59.  Caplan,  MX.  and  Weissberg.  RP  .  "Promoting  Social  Compc^ 
lence  in  Early  Adolescence:  Developmental  Considerations." 
Social  Competence  in  Developmental  Perspective,  B  Jl.  Sdmei- 
dCT.  O.  Attit  J.  Nadel  e«  al  (eds.)  (Amstttdam,  Holland:  Kluw» 
Academic  Publishing,  in  press). 

60.  Carper.  J..  **Medical  Care  of  Delinquent  Adolescent  Boys/' 
Pediatric  Clinics  of  North  America  21(2):423-433. 1974. 

6b2 


Ih$50  »  AdolB^ntHsafth—Vdtume  II:  Background  and  the  Effectiveness  of  SetectmJ  Prevention  ami  Treatment  SeMm 


61.  Caiwe.  AM,  Comer.  JP..  and  Schwartz,  D..  ''Lwig  Tferm 
Efifecis  of  a  Sy^ons-Orieiurd  Scbool  Fivvattioii  FttygimQ," 
Ameham  Journal  of  Orthopsychiatry  yi\\21A3\,  1987. 

62.  Omcrwall.  D.S..  **Ex|x^ure  lo  "^evisioQ  a^  a  Risk  Factor  for 
ViokBCC,"  American  JinmaJ  (fEnUkmiohgy  129(4):643-6S2, 

im 

63.  Chambltes,  WJ.,  and  Nj^gosawa,  R.H.,  *'CHi  the  Widity  of 
Official  Statistics:  A  Ctmxpsorimi  of  White.  Black,  attl  Japanese 
High  School  Boys,"  Jomtai  cfRcMrch  in  Came  and  Deiin- 
^«ry  ^'71-77. 1969. 

64.  Chavez.  S.»  Dinecior  of  Accmlitati<m.  Nalioaial  Commissioii  on 
Conectioaa!  Health  Care  Chicago,  lU  personal  cofflmunication* 
Aug.  14.  1990. 

65.  Chesney-liDd.  M..  'Judicial  Patenialism  and  the  f^tnalc  Status 
Offender:  Tmmi^g  Women  to  Know  The^  W«c/ '  The  Children 

ishmaei  B.  Kiisbag  and  I  Austin  (cds.)  (P^o  Alto.  CA: 
Mayficld  Press,  1978). 

66.  ChcMKry-Und.  M..  **Giri's  Crmje  and  Women's  Place:  Ibward 
a  feminist  Model  of  Female  DelioKjueocy.*'  Crime  and  DeUn- 
quency  35:5-30, 1989. 

67.  Chiles.  lA^..  Miller.  MJL..  and  Cox,  03..  "Dcpic^on  in  an 
Adolescent  Delinqnent  Population."  Archives  cfOeneraJPsychi- 
lary  37:1179-1184. 1980. 

68.  Chilton,  R..  and  Spielbergcr,  A..  "Is  Delinquency  IiKseasuig? 
Age  Stxncnire  and  the  Crime  Rale."  Sofia/  Forces  49:487-493. 
1971. 

69.  Oaifc,  JJ>.,  and  Haurek,  B.W.,  "Age  and  Sex  Roles  of 
Adolescents  and  Their  Involvosent  in  Misomducf:  A  R«ip- 
praisal"  Sociology  and  Sociamesearch  40:495-508. 1966. 

70.  Clarit,  J. P..  and  Wcnn^gcT,  EP.,  "Socioecoownk:  Class  aivl 
Area  as  Conrlates  of  Behavior  AnK>Qg  Juveniles." 
American  Soctohgicai  Review  27:826-834,  1%2. 

71.  Clafkc^-Sfewait  KA,,  "The  "Effects'  of  Infant  Day  Care 
Rccoaisidcrcd:  Risks  for  P&rests.  CWldim,  and  Researchen." 
Early  Childhaod  Research  Quarwiy  3:293-318, 1988. 

72.  Oarke-Stewait*  KA..  "Infant  Day  Care:  MallgiKd  or  Malig- 
nant?" American  Psycholvpst  44:266-273. 1989- 

73  Coates«  R..  Milter.  A.,  ami  OWin.  L,.  Diversiry  in  a  Youth 
Correctional  Systm  (Cambridge.  MA:  Ballinger.  1978). 

74.  Coates.  RS.,  "Community-Based  Services  tos  Juvenile  Dclin- 
qucnu:  Concept  and  Implkiationsfor  ^tK^t,*' Journal  of  Social 
/j«iej37(3):87'101,  1981. 

75.  Coates.  R.B.,  "Appnopriatc  Altenatjves  for  the  Violent  Juvenile 
OfTcndcr,"  Violent  Juvenile  Offenders:  An  Anthology,  RA. 
Maihias,  P.  DcMuro,  and  R.S.  Allinson  (eds.)  (San  I^ancisco, 
CA:  National  Cc»mcil  on  Crime  and  Delmquency.  1984). 

76.  Comstock,  and  Strasbuiiger,  V.C..  "Dcc^tive  Appearances: 
Iblevisioo  Violence  and  Aggressive  Behavior."  Journal  of 
AtMescent  Health  Care  1 1(1  ):3 1-44.  1990. 

77.  Conklin>  J.E..Cri7W/kyfo^.  2ndcd  (New  Ynrk,  NV  Mftrmiiiat^ 
1989). 

78.  Cook,  TD..Kcndzicrsky,Dj\.,  and  Thomas.  S,V.,  "The  Implicit 
Assumptiras  of  l>le\^sk>a:  An  Analysis  of  the  1^2  National 
Institute  of  Mental  Health  Report  on  Tfetevision  and  Behavior," 
Public  Opinion  Qmrterly  47: 161-201. 1983. 

79.  Costello.  J.C..  and  Jameson.  EJ..  "Legal  and  Ethical  Duti^  of 
Health  Care  Ptofesstonals  to  Incarcerated  Children,"  Journal  of 
UgalMecHdne  ^2):\9U263.  1987. 

80.  Covey,  H.C.,  and  Menard,  S..  "Trends  in  Arrest  Among  the 
Elderly,"  Oerontologist  27:666-672,  1987. 

81-  Danish,  SJ.,  "Music^  About  Persooal  Competence:  The 

Contributions  of  Sport  Health,  and  Fitness."  American  Journal 

of  Community  Psychology  \l:72l'2A0.  1983. 
82.  Davidson,  n.  W.S.,  and  Redner,  R,.  "The  P^voition  of  Juvenile 

Delinquency:  Diver^on  Prom  the  Juvenile  Justice  System." 

Fourteen  Ounces  of  Prevention:  A  Casehook  for  Practitioners. 

R.H.  Price.  EL.  Cowen,  R.P.  Lorion.  et  al.  (cds.)  (Washii^gton. 

DC:  Axnerican  Psychok^cal  Association.  1988). 


83.  Davkison,  n.  W.S.,  Redner.  Blakdy,  CJi.,  ct  aL.  "Diversion 
ol  Juv(»iile  Oflieiidcfs:  An  Experimental  Oxaparlstm,**  Jomid 
ofCcmmthing  md  Clinical  Fs^hology  55:68-75. 1987. 

84.  IXividsim,WJ5,n,Sddman.l.,R^>|MqwftJ..ctal.."Divc«km 
Progran  fw  Juvoiite  Offoidcrs,"  Sodal  Work  Research  and 
Abstracts  13:49^3.  1987. 

85.  Dnnbo.  R.,  "Delinquency  Amoqg  Black  Male  Yonth,"  Young, 
Blac^,  and  Male  in  AtneHca:  An  Enc^gered Species,  3X  Oibte 
(ed.)  (Dover.  MA:  Auton  Kcmse  F&t^^hiog  Co..  1988). 

86.  Dehtoo,  P.,  DeMuro.  A,  snd  Lcmer,  S..  Rifornung  the  CYA 
(Bolina,  CA  Commonwealth  Research  InstitBte,  1988). 

87.  Demlcr,  R^.,  and  M<mnie.  LJ.,  ^'Social  Corr^ates  of  Earty 
Adolescem  Tlieft."  Anwwm  Sociohgical  Review  26:733-743, 
1961. 

88.  District  of  Coltmihia,  Govenmient,  Office  vi  Orioiiial  Justice 
Plat^  and  Ai^ysis,  Statistical  A&alyi^  "Itonidde  in  the 
DisDict  of  CohmiWft.**  Washiv^cm,  DC,  December  1^8. 

89.  Dumas,  JJB.,  mod  Wa^er.  R.G.,  **nradictors  of  Timncait 
Outcome  in  Ptorot  l^ahiing:  Motbet  Insularity  and  Sodoeco- 
nomic  Disadvai^ge,"  Behavior^  Assesmem  5:301-313. 1983. 

90.  Dumas,  J^,  and  Wabler,  KO.,  "Indiscriminate  Mottiering  as  a 
Contextual  Fac^  in  Ag^vssiveOppositional  Odld  Behavior 
Damned  If  You  Do  and  Damned  If  You  Don't"  Journal  of 
AbnormclChUd  Psychology  13:1-17, 1985. 

91.  Dunfwd,  F.W.,  Osgood,  D.W.,  and  Wdchsdbaum,  HJ*.,  Na^ 
nonal  Evaluation  of  Diversion  Projects  (WashiAgton.  DC: 
National  Institute  of  Juvenile  Justke  and  DdiiKiueficy  fteven- 
ikm,  IMI). 

92.  Durlak,  I  A.,  "Social  Ph)blem-Solving  as  a  Primary  Plnrvention 
Strategy."  Preventive  Psychology:  J^ory,  Research  and  Prac- 
nee,  RJ3.  RfocT,  LA.  Jason,  J-N.  Moritsugu,  et  al.  (cds.) 
(Ehnsford.  NY:  Pogamoa  1983). 

93.  Baris,  F..  Chainnan  of  the  Dep^tn^  of  Behavioral  Sciences, 
Harvan!  Sdtool  of  Pubhc  Health.  Cambr^ge.  MA,  personal 
communication,  September  I^. 

94.  EUkm,  D.S..  "Delinquency,  School  Attendance,  and  School 
Dropout,**  Social  ProNems  13:307-314, 1^ 

95.  £Ukm,D.S.,  "Recorrii^Is^es  in  t!^  Evaluation  of  DeUnquoicy 
Ptevouion  and  Trcaimem  Pro^rants,"  Crf  fi(ca//i^ 
Delinquency,  D.  Shicbcs*  and  DM.  IMfy  (teds.)  (Lexii^cai.  MA: 
Lexiz^lon  Bocdcs,  19W). 

96.  Elliott.  D.S.,  "A  Career  Analysis  of  Serious  VioletaOfifciitJ^ 
Violent  JuvenOe  Crime,  I.  Schwartz  (ed.)  (Minneapolis,  MN: 
Center  fOT  the  Shidy  of  YotttfiP&iicy,  1987). 

97.  EMiott,  D.S,  "Adotescem  Viokncc."  testimony  before  the 
Select  Conmiittee  m  Cbikhen,  Youtti,  and  Families,  House  of 
Representatives,  U.S.  Cot|gre»,  Washington,  DC,  May  16. 1989. 

98.  ElHott,  D.S.,  Behavioral  Research  InstiUtte,  BcHil(ter,  CX).  per- 
sonal conununicmxons,  Aug.  lOand  Segp.  8, 1^. 

99.  Elliott,  D.S.,  and  Ageron.  S.S.,  "Recondhng  Race  and  Class 
DifTermces  in  Self-RqKmed  and  OGTicia]  Esthnates  of  Delin* 
(ptncy,"Am^an  Sociohgical  Review  45:95-110.  1980. 

100.  Elliott  D.S..  Ageton,  S.S^  Huizit^a,  D^  et  al..  The  PrevaUnce 
and  incidence  of  Delinquent  Behavior:  197^!980,  National 
Youth  Survey  Rqiort  No.  26  (Boulto,  CCh  Behavioral  Research 
Institute,  March  1983). 

101.  Elliott  D.S..  Dunford,  F.W.,  and  Huizii^  D..  "Tbc  ld«Uiftca- 
tion  and  Prediction  of  Caim  OffoideTS  Utilizii^  Self-Reported 
and  Ofifidal  Data.'*  Primary  Prevention  of  PsychopaOtology, 
Vol,  lO^revcnthn  of  Delinquent  Behanor,  JJ>.  Bofthard  and 
S.N.  Burdiard  (cds.)  (Beveriy  Hills.  CA:  Sa^  1987). 

102.  Elliott  D.S.,  and  Huizii^  D.,  "Social  Ckss  and  Delhx]nent 
BchaviOT  in  a  National  Youth  Panel  1976-19^."  Criminology 
21:149-177. 1983. 

103.  Elliott  D.S..  and  Huizinga,  D..  "Self-Reported  Measures  of 
DeUnqueacy  and  Crime:  Micro  Issues  and  Computer  f^miiAgfi^" 
Behaviml  Research  Institute.  Boulder.  CO.  1984. 

104.  Elliott  D.S  .  and  Huizinga,  D^  The  Relationship  Between 
Delinquent  Behavior  and  ADM  Prottlems,  National  Youth 


Chapter  13~Delinquency:  PrBventlon  and  Services  ♦  11-651 


Survey  Report  No.  28  CBoulder.  CO:  Behaviom)  Research 
In^mmte,  1984). 

105.  ElUolt,  D  S  ,  QDd  Htiiztx^.  D,,  '*Sctf*RcpoTl  Measures/*  Cross- 
National  RtsciJ^ch  in  Sflf-Reportrd  Crime  and  Delinquency 
(Amsterdam,  HoUaod:  KtQwet  Academk  Publidm,  I9S9). 

106.  Hlion,  D.S^  Httizinga,  D.,  aa4  Ageton*  S.S„  Bxplaining  Delin- 
quency and  On- gAlmse  (Beverly  HUls»  CA:  Sage.  1983). 

107.  Elliott,  Huiziaga,  D,,  and  Menant  S.,  Midripie  ProNem 
Youth:  Delinquency,  Subsmnce  Use,  and  Mental  Health  Prob- 
lems (New  Yoit.  NY:  Spru^-Verkig,  I9»9). 

108.  EUkm,  D.S^  Huizinga,  D.,  and  Mone«  B .  '*Self-Reporied 
Vlol^  OflfciKiing:  A  Descriptive  Analysis  of  Juvenik  Vtolenc 
Offeodis^  sMl  Hicir  Offeodiog  Careers,"  Journal  oflnterprr* 
sonal  Violence  1(4)472-514, 1986. 

109.  EUtott  D.S..  and  Mcnaid,  S..  "DeUnquent  Printds  and  Delin- 
quent Bdiavsor  Ihn^ral  and  Developinenial  Raneras.**  D. 
Hawkins  (cd.)  Current  Theories  of  Crime  and  Deviance 
(Newtmry,  CA:  Sage,  forthcoming). 

I  ID.  Elliolt,  D.S..  and  Voss,  H.L.,  Delinquency  and  Dropout  (Lexmg- 
ion,  MA:  Lexii^on  Books,  1974)^ 

111.  ElmcT.  N„  Rdchcr,  S.,  and  Ross.  A.,  •'The  Social  Context  of 
Dclinquott  CotKluct, '  *  Journal  of  Child  Psychology  andPsyxhia- 
iry  28:99-109,  1987. 

1 12.  Bmpey,  LT..  American  Delinquency:  Its  Meaning  and  Construc- 
tion (Homewood,  2L:  Doney  Press,  1982). 

113.  Empcy.  L.T,  and  Uibeck,  S.  77if  Stiver  Lake  Experiment 
(Chicago,  IL:  Aldine,  1971). 

1 14.  Englandcr-Goldcn,  P.,  Elconin,  1.,  MilJcr»  K  J ,  el  al.,  "Brief  Say 
It  Straif^t  Training  and  FotJow-Up  in  Adolesceni  Substance 
Abuse  Prevcmion,"  Journal  Primary  Prevention  <>:219-230, 
1986. 

115.  Epps.  E.G,.  "Socioeconomic  Status,  Race,  Level  of  Aspiration, 
and  Jfsvcxule  Delinquency,"  i^^yt^/i  28:16-27. 1967, 

116.  Fagea  J..  Piper.  E.,  and  Moore,  M.,  "Violent  Delim^uents  and 
Urban  Youths,**  Criminology  24:439-471,  1986, 

117.  Famswonh,  M  .  Schweinhait.  LJ.,  and  Berrueta-Clement,  JR. 
"Preschool  Intervention.  School  Success  and  Delinquency  in  a 
Hi^4tisk  Sample  of  Youth,"  American  Educational  Research 
Ji?urnal22:U5-^,  1985. 

118.  Farrington,  D.P.,  "Self-Reports  of  Deviant  Behavior  Predictive 
and  Stable?"  Journal  of  Criminal  Law  and  Criminjiogv  64  *99- 
1 10,  1973. 

119.  Farriogion,  D  P  .  "Offending  From  10  to  25  Years  of  Age," 
Prospective  Studies  cf  Crime  and  Delinquency,  K.T.  Dusen  and 
S. A.  Mednick  (cds.)  (Boston,  MA:  Kluwcr-Nijhoff,  1983). 

120.  Farrii^ton.  D  P.,  "Age  and  Crime,"  Crime  arul  Jusnce:  An 
Annual  Review  of  Research,  M.  Tonry  and  N.  Morris  ^cds.) 
(Chicago.  IL:  University  of  Chicago  Press,  1986). 

121.  Farrington,  D  P..  "The  Sociocultural  Context  of  Childhtxxi 
Disorders."  Psychypathohgifal  Disorders  of  ChildhcKfd,  H.C. 
(}uay  and  J.S.  Werry  (eds.)  (New  York,  NY:  John  Wiley  &  Soas. 

1986)  . 

122.  Farrington,  D  P.,  "Stepping  Stones  to  Adult  Oimtnal  Careers," 
Development  if  AmUtK  iul  and  PrtfStKitd  Behavifrr,  D.  Olwtu!>, 
I  Block,  ami  M.R.  Yarrow  (eds.)  (New  York,  NY:  John  Wiley  & 
Sons.  1986). 

1 23 .  Farrington,  D  J* *  'Epidemiology .  *  *  Handbook  of  Juvenile  Detin - 
quency,  H  C  Quay  (ed  )  (New  York.  NY:  John  Wiley  &  Sons. 

1987)  . 

124.  Farrii^ton,  D.P.,  U?ebcr,  R.,  Elliolt,  D  S.,  ct  al.,  "Advancing 
Knowledge  About  tlw  Onset  of  Delinquency  and  Crime." 
Advances  in  Clinical  Child  Psychology,  Vol.  IS,  B.B.  Labey  and 
A.E.  Kazdin  (cds.)  (New  York,  NY:  Pteimm.  1990). 

125.  Farringtoa  DP.,  Loeber.  R.,  and  Mm  Kammen,  W..  "Long^ 
Tbnn  Criminal  Outcomes  of  Hyperaciivfiy-lmpulsivity- 
Ancntion  Deficit  and  Conduct  ProMcxns  in  Childhood,"  Straight 
and  Devious  Pathways  From  Childhood  to  Adulthood,  L.N. 
Robins  and  M.  Runer  (eds.)  (Clllambridge,  MA:  Cambridge 
University  Press,  1990). 


126.  Fairingloa,  DP..  Ohlin,  L£.,  and  Wilson.  J.Q.,  Understanding 
and  Comrolling  Crime:  Tbward  a  New  Research  Stra»gy  (New 
York,  NY:  Springer- Vcrb^  1986). 

127.  Faningion.  D  P.,  CHilin,  UE„  and  Wilson,  J.Q..  Uruterssanding 
and  Controlling  Crime  (New  York,  NY:  Jcrito  Wiley  &  Sons, 
1987). 

128.  Fairington,  DP.,  and  West,  DJ ,  "The  Cambridge  Study  in 
Delinquem  Devdopmem,**  Prospective  LongitiuUnal  Research: 
An  Empirical  Basis  for  the  Primmy  Prevtnfion  of  Psychosocial 
Disorders^SA.  Afednick  and  A£.  Baal  (eds.)  (Oxford,  England: 
Oxford  Univcfsiiy  Press,  1981). 

129.  I^anington,  DP.,  and  West,  DJ..  **The  (Zandvidge  Smdy  in 
DeIiiK]uent  Developmou:  A  Lox^-lbnn  I^low-tq)  of  411 
London  Males,**  Crimnaliry:  Personality,  Behavior,  Life  His- 
tory, G.  Kaiser  and  HJ.  Kcm^  (cds.)  (Heiddbcxg,  Cknnany: 
Spriiign-Verigg.  1989). 

130.  Peld.B.,  "Criminaliring  Jqvqiile  Justice:  Rules  of  Pmoccditre for 
the  Juvenile  Court,*  *  Minnesota  Law  Review  69:2,  1989. 

131 .  Fcid,  B,.  "In  Re  Gmilt  Revisited:  A  Cross-Stale  Comparison  of 
tte  Right  10  Counsel  in  Juvenile  Court,*'  Crime  and Delinjuency 
34:379-392, 1989. 

132.  Fel(hnan.  RJV..  C^lingcr,  T£.,  and  Wodar^,  J.S..  The  St.  Lodis 
Conundrum:  The  Effective  Treamem  of  Antisocial  Youths 
(Englewood  Giffs,  NJ:  fteniice-HaU.  1^3). 

133.  Felner,  RD.,  and  Adan«  A.M.,  ^'l^  School  lYsnsitional 
EnvircmnKsii  Project:  An  Ecological  Intervention  and  Evalua- 
tion,** Fourteen  Ounces  of  Prevention:  A  Casebook  for  Practi- 
tioners,  Rii.  Price,  EX.  Cowen,  RP,  Lorion,  et  al.  (ods.) 
(Washington,  DC:  American  Psychological  Association,  1988). 

134.  Felr)er.RJD.,Giiiler,  M^  and  ftimavciB,  J..  "Primary  Preveiuion 
Durii^  School  Transitions:  Social  Stq>port  and  Envinminental 
Stsnctm,**  American  Journal  qfCommunity  Psychology  10:277- 
290.  1982. 

135.  I^eld  Institute,  Attitudes  of  Californians  Toward  Prisons  and 
Jails,  Punishment,  and  Other  Aspects  of  the  Criminal  Justice 
System  (San  Francisco,  CA:  1981). 

1 36.  Ftgucira-McDoiwugh,  J.,  "Arc  Girls  Different?  Gender  Discrep- 
ancies Betwmi  Dclicqueiicy  Behavior  and  Control."  Child 
Welfare  64:273-299,  1985. 

l.'^7.  Figucira-McDonough,  J..  "School  Context,  Gender,  and  Delin- 
quency,** Journal  of  Youth  and  Adolescence  15:79-98, 19S6. 

138.  Figueira-McDotKiu^  J.,  "Wscrimination  or  Sex  Diffomces? 
Crit^  for  Evahtating  the  Juveiule  Justice  Sysleffl*s  Handling  of 
MinOT  Offaises/'  Critne  and  Delinquency  33:403-424, 1987. 

139.  Fmckenauer.  J.,  Juvenile  Delinquency  and  Corrections  (New 
York,  NY:  Acadcnw  Prera,  1989). 

140.  Fmgerhut,  L.A.,  aiKlKleimnan,  J.C..  7>em2riim/Curr^nr5fanu 
in  Childhood  Mortality,  United  States,  I900-I985,  from  Vital  and 
Health  Statistics,  Ceot^  for  Disease  Control,  Public  Health 
Service,  U.S.  Department  of  Healtfi  and  Human  Services,  Series 
3.  No.  26.  DHHS  Pub.  No.  (PHS)  89-1410  (HyattsvUlc,  MD: 
1989). 

140a  Fingcrhut.  L  A.,  and  Kleinman,  J.C..  "Ftnarro  Mortality  Among 
Children  and  Youth,"  Ad>'ance  Data  From  Vital  and  Health 
Statistics,  No.  178.  DHHS  Pub.  No.  90-1250.  Hyattsvillc,  MD, 
1989. 

141.  FIei5chinan,MJ.,  "A  Rq>llcabon  of  Panerson*s  Intervention  for 
Boys  With  Conduct  Problems,**  Jaitmal  of  Consulting  and 
Clinical  Psychology  49:342-3n.  I98L 

142.  Flicker,  B..  Standards  for  Juvenile  Justice:  A  Sumtnary  and 
Analysis  (Cambridge.  MA:  Balliitger.  1982). 

143.  Ft>wles.  AJ.,  Prison  Welfare  (London:  Hcs  Majesty's  Stationery 
Service,  1978). 

144.  Praser,  M.W^  Hawkins,  J.D.,  and  Howard,  M.O..  "I^rent 
Training  for  Delinquency  Prevention,  *  *  Child  and  Youth  Services 
11:93-125,  1988. 

145.  Ftonet,  C.E..  and  Cochran.  J.K..  "Official  Intervention,  Diver- 
sion From  the  Juvenile  Justice  System,  and  Dynamics  of  Htiman 


Il'€52  •  Adolescefrt  Health— Vblume  II:  Backgmund  and  the  Effectiven^ 


Scrvicsra  Woft:  Efifects  of  a  Rdbnn  Goal  Based  cm  Lobelii^ 
Ibewy/'  CHme  andD^nqutncy  32:157-176.  mt, 

146.  Ftocdman,  JX  ' 'Effect  of  IhJevistoo  Vtolc^  on  Aggr^ve- 
DCS*.*'  Fsychohgicai  BuUefm  9e(2):227-246.  l^, 

147.  nwiDiaii,JT./*'ftkvision  Vktox^eaodA^res^:  AI^ 
tkrr  FsychohgkalBuUctin  1000)372-319. 1986. 

148.  Friodnd}-Cdfer,L..«td  Huston,  A.C./*lfclev^ 
A^nKikm:  Tt»  DdMt  Cootimies^*'  Psychohgicai  Buiktin 
100(3);3«-371.  1986. 

149.  Gai^Mc,  TJ.«  and  Ziglcr,  E.,  **Tbe  Head  Start  Synthesis  Project: 
A  Oitiqi^**  Joumai  cf  Applied  Develapmental  Psychology 
10:267-274. 1989. 

150.  GaitariDO,  J.,  and  Plamr,  M.C.«  **Ctukl  Abuse  and  Juvenile 
DcUnqiwicy:  What  Arc  the  links?"  TroMed  YoutK  Troubled 
Families,  J.  Oarbarino.  CJ.  Sdiclteokach,  and  J.M  Sebes  (tds.) 
(New  YoilE,  NY:  AUine  Pnt^idiii^  Co..  1^). 

151.  Oaio&lo«l..andMcLood,M./*TheSnriictiiieandOp^ 
Neigbbofiiood  Watcb  Programs  in  the  United  Smies,*  *  Crime  and 
DeUnquefKy  35:326-344, 1989. 

152.  Gamtt,  CJ.,  * 'Effects  of  Resklemial  lYeatmeot  on  Adjudicated 
DcliDqucds:  A  Meta- Analysis,'*  Journal  of  Research  in  Crime 
and  PeHnquency  22:287-308. 1985. 

153.  Qanison,  E.G..  ^'Tbe  Juvenile  Justice  and  Delinquency  Preven- 
tion Act,*'  Social  FoUcy  Report:  Society  for  Research  in  Child 
Devehpm^rulil),  1987. 

154.  Garwood,  S.G-  PhiUqK,  D.,  Haitman,  A.,  el  aJ.,  "As  the 
FcoduIiBD  Swings:  Federal  Agency  PrDgrms  for  Childien." 
American  Psychologist  44:434-438,  198v. 

155.  Oendfeau*  P.,  and  Ross.  R..  '"Revivifkarton  of  Rehatnliiatson: 
EvidoKC  Prom  tbe  1980's,*  *  Jiol/ce  Quarterly  4:349-W7. 1987. 

156.  Oibbs.  J.T..  "Black  Adolescents  and  Youth:  An  Endangered 
Species,"  Atnerican  Journal  of  Orthopsychiatry  54:6-21.  1984. 

1.57.  Gibbs.  J.X,  "The  New  Morbidity:  Homicide.  Suicide.  Acctdcms. 
and  Life-Ttutatening  Behaviors."  Young,  Black,  and  M<^e  in 
America:  An  Endangered  Species,  J.T.  Oil^,  AF.  Brunswick, 
M£.  Connor,  et  al.  (eds.)  (Auburn.  MA:  Aubum  House 
Putdishiog  Co .  1988). 

158.  Gladstein,  J..  "A<to1esceot  Exposure  to  Vio;cncc."  paper  prc- 
scmed  at  the  East  Coast  Scimifsc  Symposium  on  the  Heahh  of 
the  B  lack  Adolescent  Male,  s|Knmied  by  tl»  B  ureau  of  Mmenxal 
and  Child  Health,  Health  Resources  and  Services  Adnunistratkm, 
PuMic  Health  Servkre.  IIS,  Department  of  Health  ami  Human 
Services,  Baltimore,  MD,  Sept.  20-30. 1990. 

159.  Glass,  G..  "Primary.  Secondary,  ami  Meta- Analysis  of  Re- 
search," £</urn£7/ic/i?eiftirrAr/' 5:3-8.  1976. 

160.  (jlick,  B..  and  Goldstein,  A.P..  "Aggression  Replacement 
TYaining,"  /i?ttr/w/  of  Counseling  and  Development  65:356-362. 
1987. 

161.  Gold.  M,.  "Undetected  Delinquent  Behavior,"  Journal  of 
Research  in  Crime  and  Delinquency  3:27-46,  1966. 

162.  Gold,  M.,  Delinquent  Behavior  in  an  American  City  (Belmont. 
CA:  Brooks/Cole.  1970). 

163.  Gold.  M..  "Social  Ecology,"  Handbook  of  Juvenile  Delin^ 
quency,  H.C.  Quay  (od.)  (New  York.  NY:  John  Wiley  Sons. 
1987). 

164.  Gold.  M.,  and  Pctronio.  R.J.,  "Delinquent  Behavior  in  Adoles- 
cence." Handbook  of  Adolescent  Psychology,  J.  Adclson  <cd,) 
(New  York,  NY:  John  Wiley  &  Sons.'  1980). 

165.  Gold,  M„  and  Reimer.  DJ..  "Changing  Panesns  of  Delinquent 
Behavior  Among  Americans  13  to  16  Years  Oid:  1967-1972," 
Crime  and  Delinquency  Literature  7'M3-5}7,  1975, 

166-  Gonlon,  D.A..  and  Aibutteot  J-/ 'Individnal,  Group,  and  Family 
Interventions,"  Handbook  Juvenile  Delinquency,  RC.  Quay 
(ed.)  (New  York,  NY:  Jolm  Wiley  &  Sons.  1987). 

167.  (jottfredson,  D  C  ,  "Youth  Employment.  Crimcc.  and  Schooling: 
A  Longitudinal  Study  of  a  National  Sample,"  Developmental 
Psychology  21:419^31,  1985. 

168.  Gottfiedson,  D.C.."Thc  Envirorawntal  Effect  of  the  Alternative 
Edocation  Pn^ram  and  Fo|mlation  R^ults  for  Delinquent 


Behavior,"  unpnWsfaed  mami^pt.  The  Johns  Htqjkins  Unlvcr- 
Center  for  Social  OiganinUion    &:ltoo1s.  Battimoie,  MD» 

1986. 

169.  Oitittficd^GJ:)^"FBerGnK^bKrmitkmstoRedQcettieR 
of  Dellnqnent  Bdiaviv:  A  Selective  Review  and  a  New 
Evahi^ion.**  Criminology  25:671-714, 1 W7. 

170.  C^msdialk,  R.,  Davidsra,  W.S^  Cinwhrhror,  LJL.  A  al., 
**C(minmnity*Based  Imerveoiions,**  Ham&oi^  of  Juvenile  De- 
linquency,HCQsasy{tA.)(ScwY€^NY:  Jcto  Wiley  A  Sons. 
1987). 

171.  Could,  L.C.,  "Who  Defines  Ddinqoency?  A  Qymptfisoii  of 
Self-Repcmed  and  0£E^laUy  Repoitcd  Indices  of  Detinqi^^ 
Urn  Radal  €Hv^"  Social  ProMems  16:325-336«  1968. 

172  Grande;  C.G^  "EdiK^ittiOQal  llwapy  f<^  dte  Rdling  and  Fms- 
tn^  Stttdcot  Offa^r  AMesc^  23:889*897, 1^. 

173.  GreenwoodLP.W, '*IKff«neaces  in  Criminal  Bdiavte  and  Court 
Re^Kmses  Amtmg  JuvcnUe  and  Ycwng  Adult  Defendaitts,*' 
Crime  andJus^ce:  An  Atttmal  Review  efReswtk,  M.  Ibory  and 
N.  Morris  (eds.)  (Ghicago,  E.:  University  d  Chicago  Press, 
1^). 

174.  Greenwood,  P.W..  and  Zinu^  P..  One  More  Chance:  The 
Pursuit  of  Promising  Interveroiim  Strategies  for  Chronic  Juvenile 
Offenders  (Sama  Msika,  CA:  Rand  Corp.,  1985). 

175.  Gre;diBm,F.M^*'UtiIityofCogDitive*BdiavioialPirc>cedut^ 
Social  Skills  TVatnjci/  With  CMdra:  A  Critkal  Review." 
Journal  of  Abntm^  (*  tild  Psychology  13:411-423, 1985. 

176.  Orisso.  T.  "Juveniles'  Capacities  lb  Waive  Miiaoda  Rights:  An 
Empirfcal  Analysis,*'  Califi^^  Law  Review  68:1134-1165, 
1980. 

177.  Hackler.  J.C..  "Evahiaiion:  How  Does  It  Work?"  Handbook  on 
Crirw  and  Delinquency  Prevention,  E.H.  Jc^mscm  (ed.)  (West- 
port,  CT:  Grxnwood  Press.  1987). 

178.  HaiqTarian.  D.M.,  You^  in  Aittlt  Court:  Between  Two  Worlds 
(Columbus,  €H:  Acatkmy  for  Contemporary  Problems,  1982). 

179.  Hamparian.  DM.,  Ri^  Assessment  of  Erie  County  (Cleveland, 
OH:  Fedaatk)n  for  Community  banning,  1990). 

180.  Han^ttrian,  D.M.,  Schn^.  R.,  Dinitz,  S.,  ^  al^  The  Violent 
Few:  A  Study  of  Dangerous  Juvenile  Offenders  (Le^aiqgton,  MA: 
D  C  Heath  A  Co  .  1978) 

181.  Haitnagel,  TF..  md  Krahn,  R.  "Hi^  School  Dropouts,  halbt^ 
Market  Success  and  Criminal  Behavior/*  Youth  and  Society 
20(4):416-444,  1989. 

182.  Hartstonc.  and  Hai^on,  K..  "The  Violent  Juvenile  Offender 
An  Empirical  Pcmrait,"  Violent  Juvenile  Offenders:  An  Anthol- 
ogy, R.  Mathlas,  P.  DeMuro.  and  R.  Allinson  (eds.)  (San 
Francisco,  CA:  Natic»ml  Council  on  Crime  atid  Delinquency. 
1984). 

183.  Haskins,  R.,  "Beyond  Metaphor  The  Efficacy  of  Early  Child- 
hood Eifaicaiicm,"  Atnerican  Psychologist  44;274-282,  1989< 

184.  Haugen.  P..  Ca^llo.  T,  Sdiwariz.  I.,  ct  al..  Public  Attitudes 
Toward  Youth  Crime  (Mimieapolis,  MN:  Hubert  Htnx^htey 
Instimte  of  PuMic  Affairs,  1982). 

185.  Hawkins,  JD..  and  Catalano.  RP.,  "EfMhffing  and  Delayed 
Effects  of  Primary  Prevention  in  Early  Etementary  Grades," 
paper  pre^ted  at  tlw  meeting  of  the  Society  for  Research  in 
Child  Develqmient,  Kansas  C^ty,  MO.  April  1989. 

186.  Hawkins,  JD.,  Catalano,  RJ'.,  Jcmes,  O.,  et  al.,  "Delinquency 
Prevention  Through  Parmt  Trainii^  Results  and  Issues  Prom 
Work  in  Progress,"  From  Children  to  Citisens:  Vol.  Ilt-^ 
Families,  Schools,  and  Delinquency  Prevention,  J.Q.  Wilson  and 
G.C.  Loury  (eds.)  (New  York,  NYr  SiwingCT-Veri^  1987). 

187.  Hawkins,  JX>.,  Doueck,  Hi.,  aivf  Ushn^.  D.M.,  *'Chapgii^ 
Teaching  Practices  in  Mainstream  Classrooms  lb  Improve 
Bonding  and  Belavior  of  Low  Achievers,"  American  Educa- 
tional  Research  Journal  25:31-50, 1988. 

188.  Hawkins,  J.D.,  and  Lam,  T,"lbacber  Practices,  Social  Devetop- 
menl.  and  Delinqi»ney,"  Primary  Prevention  of  Psychopathol- 
ogy:  Vol.  10— Prevention  of  DeUnquens  Behavior,  JJ>.  Bnrchani 
and  S.N.  Burchard  (eds.)  {Ncwbwy  Parte,  CA:  Sage.  1987). 


Chapter  13—Deiinquency:  Prevention  and  Services  •  lhS53 


1S9.  Hawkins.  JD.,  and  Lislaicy.  D  M.,  •*SdKX)lii^  and  Delin- 
quency.' *  Handbook  on  Crime  and  Delinquency  Prevention.  E.H, 
Mmson  (ed.)  O^slpon,  CT:  Omiwood  Press,  1987). 

190.  Hawkins,  RP.,  Pticmm,  RP.,  Scbweid,  E,  ci  al..  -Bcbavtor 
Thempy  in  the  Home:  AmeUonttttm  of  fVoblem  PiiiicnK/Ouid 
RcbUKais  WHh  ihe  PSom  in  tlbe  TbcrB^^isfs  Role;*'  Journal  of 
Experimema!  Child  Psychology  4:99-107, 1966. 

191.  Ha2cl,J.S.,Sd)iimak£7.J.B..Sbeniian,J.A.,cf  al.,  **Social  Skills 
Ttaining  Witb  Coun-Adjodicated  Youths."  Ch(d  and  Yomh 
SerwcTJ  5(3^):  1 17-137,  19«2. 

192.  HcaroW;  S '  •  A  Symhcsis  of  1043  Effccls  of  TfeUvisiwi  on  Social 
B^vior/*  Public  Conwmniccmon  aiui Behavior,  G.  Comstock 
(ed.)  (OrlaxKJo.  FL;  Academic  Press,  1986). 

193.  Hcln,  X.,  Cohen,  M.I.,  and  Urt.  IJ'.,  "nikit  Drug  Use  Among 
Urban  Adolcscaus,"  American  Journal  of  Diseases  cfChiltiren 
133:38-40,  1979. 

194.  Hcin,  K,,  Cdhau  MX,  Maiks,  A  .  c<  al , '  'Age  al  First  Intcrooursc 
Amosig  Homeless  Adolescent  Females/*  Journal  ofPediatncs 
93(1):147^14»,  1978. 

195.  Helter,  K.,  and  Monahaa  I  Psychology  and  Community  Change 
(Hfflncwood,  IL:  Tlic  Dorscy  Pr^.  1977). 

196.  Henggeler,  S.W.,  Delinquency  in  Adolescence  (Ncwtniiy  Park, 
CA:  Sage.  1989). 

197.  Heftier.  S.W..  and  Bordnin,  CM..  Family  Therapy  and 
Beyond:  A  Multisystmic  Approach  to  Treating  the  Behavior 
Problems  of  Children  and  Adolescents  {Pacific  Grove.  CA: 
Biooks/Cote  Publishing  Co..  1990). 

198.  HcQggelcf,  S.W.,  Rodick,  J  D,.  Bcmhiin,  CM.,  el  al..  *'Mttllisys- 
tonic  Trcatmeol  of  Joveaile  OffetKlers:  Effects  on  Adolescent 
Behavior  ami  Family  Interaction,*  •  De\'ehpmental  Psychology 
22:132-141,1986. 

199.  Hiodclang,  MJ..  '*Race  and  Involvemem  in  Common  Law 
Qimcs,*'  American  Sociological  Review  43:93-109, 1978. 

200.  Hindclaog,  M  J..  GoKfrodsoo.  M.R.,  and  Garofalo,  J..  Victim  of 
Crime:  An  Ey?^»rica!  Foundation  for  a  Theory  of  Personal 
VicHmixation  (Cambridge,  MA:  Ballinger,  1978). 

201.  Hinddang*  MJ.,  Hirscbi.  T,  and  Weis.  J.C.,  "'Conelatcs  of 
Delinquency:  The  Dhtskw  of  Discrepancy  Between  Self-Report 
and  Ofikial  Measures,"  American  Sociological  Review  44:995- 
1014, 1979. 

202.  Hindel^.  MJ.,  Hirschi.  T.  and  Wets,  J.G.,  Measuring  Delin- 
quency (Beverly  Hills,  CA:  Sage,  1981), 

203.  Hirschi.  T,  Causes  of  Delinquency  (Los  Angeles,  CA:  University 
of  California  PJrss,  1969). 

204.  Hirschi,  T,  and  Gottfrcdson,  M ,  "Age  md  the  Eiiplanabon  of 
Oiroe,'*  American  Journal  of  Sociology  89:552-584, 1983. 

205.  Hirschi.  T,  and  Gotlfredson.  M.,  "Tbwards  a  General  Theory  of 
Crime,"  Explaining  Criminal  Behaviour:  interdiscipUnary  Ap- 
proaches, W.  Buikhuisen  and  S.A.  Mednidi  (cds.)  (New  York, 
NY:  EJ,  Brill,  1988). 

206.  Hockcnberry,  CM.,  Education  of  Adjudicated  Handicapped 
Youths:  Policy  Issues  and  Implications  (Restoa  VA:  ERIC 
Clearingbouse  on  Handic^ped  and  Gifted  Childrea,  1980). 

207.  HoUin,  CJl.,  and  Hcndcwim,  M.,  "Social  SkiUs  Training  With 
Youi^  Olfendcn:  False  Expectations  and  the  'Failure  of 
Treatsatni,***  Behavioral  Psychotherapy  12:331-341,  1984. 

208.  Hollingshead,  A.B.,  and  Redlich,  F.C.,  Social  Class  and  Mental 
Illness  (New  York,  NY:  John  Wiley  &  Sons,  1958). 

209.  Hood.  R  .  and  Sparks,  R.F„  Key  Issues  in  Criminology  (New 
York,  NY:  McGraw-Hill,  1970). 

210.  Horacek.  HJ^  Ramey.  CT,  CampbeU,  F.A..  et  al.,  "Predicting 
School  Failure  and  Assessing  Early  Int«vcnlion  With  High-Risk 
Children,"  Journal  of  American  Academy  of  Child  and  Adoles- 
cent Psychiatry  26:15^16^,  1987. 

211.  Horwitz;  A.V,.  •"Tbe  Economy  and  Social  Pathology,"  Annual 
Review  of  Sociology  10:95^119, 1984. 

212.  Hughes.  SP.,  and  Sdmcidcr,AI-.,"Victim-C)fl^ciKlerMediatio^^ 
A  Survey  of  Program  Characteristics  and  Perceptions  of  Effec- 

^       tivencss."  Crime  and DelifUfuency  35:217-233, 1989. 

ERIC 


213.  Huizanga,  D.,  and  EUion,  D.S.,  "Self-Rqxnied  Measures  of 
Delinqueiicy  and  Clime:  Methodological  Issws  and  Cosipatab 
Hillings,'*  fiehav]c»ral  Rese»ch  Institute,  Boulder,  CO,  1^. 

214.  Huilal^D..andElttoftD.S.,"ReBsse^i^gttleRdildyilh^ 
^Wdity  of  Sclf-R<^it  Measures,' '  Jimmal  of  Quantitative 
Criminology  2(4):293-327, 1986. 

215.  HuizangB^D^  and  Ell^D.S  ,  "Juvenile  Offenders:  Frevalcoce, 
OfTeoder  locitoicc  anS  Anrst  Rates  Race."  Crime  and 
DeUnquency  33(2):206-223,  A^  1W7. 

216.  Hyite,  T,  Mitdiell,  JJR..  awl  TYupin,  E..  "Psychiatric  Disoiden 
in  a  Delinquent  Pi^uladon,"  paper  jKrscnled  at  the  animal 
meeting  of  the  Matmal  Commisil<m  cm  Correctional  Health 
Care,  Washli^tm,  DC,  1986. 

217.  Jameson,  EJ.,  "Incarcerated  ^lescenis:  The  Need  for  the 
DevelqmMsi  of  Pfofes^cmal  Ethkral  Staodaids  for  Institutional 
Health  Care  Ptoviders,"  Journal  cf  Molescem  Health  Care 
I0(6);49(M99, 1989, 

218.  Jenkins,  RX^  and  Brown,  WJC.  (eds,).  7%e  Abandonment  of 
Delinquent  Behavior:  Promoting  the  Turnaround  (New  Ycnk, 
NY:  Ftaeg^.  1988). 

219.  Jcnks,  B.,  Polizos,  V.  and  Gotlieb,  E..  •'Hcaldi  Care  in  JnvcnUe 
Justice  Fadbties  in  Georgia," /i7urna/ <^r/^  Mrd^ns/ A^cHT^ 
of  Georgia  77;775'778,  im. 

220.  Jensen,  GP..  •*Race.  Adiicvement,  and  Debnquency:  A  F^mh^ 
Look  at  DclHKpiency  in  a  Birth  C«Awt,'*  American  Journal  of 
Sociology  82:379-387, 1976. 

221.  Jeo^,  CJ^  "Tbe  Preston  Typology  Study:  An  Expertmcoi 
With  Diffeirntial  Treatmeot  is  m  bt^tution,"  Journal  of 
Research  in  Crime  and  DeUtuptency  8:3^52, 1971. 

222.  Jesness,  C  J.,  "Companttive  Effectiveness  of  Behavior  Vfodifi- 
catioQ  atid  Transactional  Analy^  Piograms  for  Deboqucnis,*' 
Journal  of  Consulting  and  Clinical  Psychology  43:758-779, 
1975. 

223.  Jcssor.  R.,  "Marijuana:  A  Review  oi  Recent  Psydwlogical 
Research,"  Handbook  on  Drug  Abuse.  RX.  DoPom,  A.  Gold- 
stein, and  J.  0*Doimdl  (cds.)  N^ond  Institute  on  Prog  Abuse, 
AlcoboU  Drug  Abuse,  and  M«Ual  Health  Administration,  Public 
Health  Service.  U.S.  Depanment  d  Healdi  and  Human  Services 
(Washipgtcm,  DC:  U.S.  Qovennn»it  PrtoiQg  Office,  1979). 

224.  Jt$sox,R.,m6  lessor,  Sl^.Prol^m  Behavior  and  Psychosociid 
Development:  A  LonginuHnal  Study  <?f  Youth  (New  York,  NY: 
AcademkPte^  1977). 

225.  Johmton,  Li>.,  and  Bachman,  J.G.,  Monitoring  ife  Future: 
Questionnairt  Responses from  the  Nation's  High  School  Seniors, 
1975  (Ann  Arbor.  MI:  Institute  for  Social  Research,  University 
of  Michigan,  1^). 

226.  Johittton,  L P.,  Bachman,  J.G..  and  O'Malley,  P.,  Monitoring  the 
Future :  Questionnaire  Responses  From  the  Nation's  High  :schoot 
Seniors  (Ami  Arbor,  MI:  Institute  ftxt  Social  Reiicarcb,  Univexistty 
ofMidiigan,  1985). 

227.  J<*nslon,  LD..  ami  Bnec>  wsridjie,  JJ^^  "The  Hon^on  Farenl- 
Oiik!  Development  Center  and  the  Primary  Prevention  of 
Behavior  Prohtens  in  Young  ChiWrea*'  American  Journal  of 
Cotnmunity  Psychology  10:305-316. 1982. 

228.  Jcrfmston,  L.D..  O'Malley,  P.M..  and  Badmian,  J.G.,  Highlights 
From  Drugs  and  American  High  School  Students  1975-1983 
(Washipgion,  DC:  U.S.  Goveinment  FrintU^  C^Qce.  1984). 

229.  Jommon,  LJ>„  O'Mall^,  PJMl..  and  Bachman,  J.O.,  National 
Trends  in  Drug  Use  and  Related  Factors  Among  American  High 
School  Students  and  Young  Ahdts.  1975-1986,  AJoAol.  Dreg 
Abuse,  and  Mental  Healdi  Admioistratioti,  Public  Healtti  Service, 
U.S.  Depaitmcnt  of  Health  and  Human  Services,  DHHS  Pub.  No. 
(ADM)  87-1534  (Rocfcvillc.  MD:  1987). 

230  Johnstone,  J.W.C.,  "Sodal  C3aM,  Social  Areas,  and  Delin- 
qucncy  ,* '  Sociology  and  Social  Research,  University  of  Michigan 
63:49-72,  1978. 

231.  Kaodel  D.B.,  **Dnig  and  Drinking  Behavior  Amcnig  Youth," 
Annual  Review  of  Sociology  1980, 


Ih654  #  Adolescent  Health— Volume  If:  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Services 


232.  KaiKkl.  D  B..  "Epidetniologica}  oik!  Psychosocial  tespeciivcs 
on  Adolescent  Drug  Use,"  Journal  Child  Psychiatry  21  128- 
347.  1982. 

23.1  Kashani,  J  H  ,  Manning.  G,W .  and  McKncw,  D.H  . '  •Depression 
Among  Incmvcnilod  Dcluiqucnls/*  r'sychiatry  Reseanh  3;I85- 
191. 1980 

234.  Kavanagb,  J.R.  and  Tnxss,  T,  Sr..  <cds  ),  Uarnin^  Oisubiiihes: 
Proceedings  of  the  ^^a^onJ^  Corrfereme  (Parkion,  MD  York 
Press,  1988). 

235.  Kaidio*  '•Trcamicnl  of  Antisocial  Behavior  in  Children: 
Cuncnt  Slalus  and  Fannt!  Directions/'  PsvchohgUal  Bulletin 
102:187-203.  1987. 

236.  Kazdin,  A.E..  Bass,  D.,  Sicgcl,  T,  ct  al .  "d.^njlive-Bchavioral 
n^nqpy  and  Relaiionship  Therapy  in  tf^  Ticatn^ni  of  Children 
Referred  for  Antisocial  Pchavior/*  Jourtuil  t?/  Consultint:  and 
CHmcal  Psychohgy  57:522-535. 1989. 

237.  Ka2din.Ai.Esvcldt-Dawson.K,French.N.H,.etaI /'Problem' 
Solving  Skills  Ttaini^g  and  Relatioii&hip  Therapy  in  the  Treat- 
mcDi  of  Antisocial  Child  Behavior.**  Journal  vf  Consulting  and 
Climcal  Psychology  55;7Ch85,  1987. 

238  Kelly.  FJ..  ami  Bacr.  DJ..  •'Physical  Challenge  as  a  Tincatmcni 
for  Delinquency. ''Cnw<ini^i)Win<7Wf/jry  17:437-445,  1971. 

239  KcJthcr.  K..  *  'Tltt  Causes  and  Correlates  of  Crime  Commitied  by 
the  Ekterly/*  Research  on  Aging  9:256-280.  1987. 

240.  Keivbcr.  K.,  •'Criminology.''  The  Future  of  SiKiohgy.  E.F 
Borgaria  and  K.S.  Cook  (cds  )  (Newbury  Park,  CA:  Sage,  1 988). 

241.  Kirigin,  Kj\..  Braukmann,  CJ..  Atwater,  J.D..  et  al..  '•An 
Evaluation  of  Tteching^Family  (Achievcmcnl  Place)  Group 
Homes  for  Juvenile  Offcndcxs/*  Journal  (rf  Applied  Behavior 
Analysis  15:1-16.  1982. 

242.  Klein.  M  W.,  ••Labelling,  Dcleirencc,  and  Recidivism:  A  Siudy 
of  Police  Dispositions  of  Juvenile  Offenders."  Social  Problems 
22  292-303.  1974 

243.  Klein.  M.W..  ••'Offense  Specialization  and  Versatihty  Among 
Juveniles.*^  British  Journal  of  Criminology  24rl85'194.  1984 

24*.  Klein.  N.C..  AlexaiHler.  J.F.,  aiMl  Parsons,  B.V.,  '^Impaci  of 
Family  Systems  Imcrveotion  on  Recidivism  and  Siblii^  Delin- 
quency: A  Model  of  Primary  Prevention  and  Progrnm  Eva!ua- 
tion.^*  Journal  of  Consulting  and  Clinical  Psychology  45:469- 
474.  1977. 

245.  Krisbcfg.  B.,  The  Juvenile  Court:  Reclaiming  the  Vision  (San 
Francisco*  CA;  National  Council  on  Crime  and  Delinquency 
1988) 

246.  Kiisberg.  B.,  Nabonal  Council  on  Cnroe  and  Delinquency.  San 
Rrancisco.  CA,  **luvcoijc  Justice:  A  Critical  Examination/* 
contract  paper  prepared  for  the  OfTice  of  Ibchnology  Assess- 
ment, U.S.  Cot^gress,  Washington,  DC.  December  1990. 

247.  Krisbefg.  B..  Austin.  3^  Joe.  K.,  et  al.,  Tht?  Impact  of  Juvenile 
Court  Sanctions  (San  Francisco.  CA:  NaMonal  Council  on  Crime 
aiKi  Dclioc^iency,  1988). 

248.  Krisbog,  B .  Austin,  J.,  and  Steele,  P.A.,  Unlocking  Juvenile 
Corrections  (San  Francisco.  CA:  National  Council  on  Crime  and 
Delinquency.  1989) 

249.  Krisbog,  B..  Schwartz.  I,  Fishman,  G.,  et  al .  '•The  Incareeration 
of  Minority  Youth,'^  Crime  and  Delinquency  33:173-205.  1987. 

250  Kri^g.  B.,  Schwartz,  I,  Litsky,  P.,  et  al..  •^The  Watershed  of 
Juvenile  Justice  Reform.' •  Crime  and  DeHnquency  32'5-38, 
1986. 

25 1 .  Krisbcrg.  B..  Thombeny.  T.  and  Austin,  y  Juveniles  Taken  Into 
Custody:  Developing  Motional  Statistics  (San  Franctsco,  CA: 
Nationa]  Council  on  Crime  and  Delinquency.  1989). 

252.  Krotm,  M.D,.  Cmiy*  J  J*.,  and  NeUon-Kilger.  S,.  **ls  Chivalry 
Dead?'*  Criminology  21:417-437,  1983. 

253.  lab.  SP  .  and  Whitehead,  JT..  "An  Analysis  of  Juvenile 
Cbrrectional  Treatmem/*  Crime  and  Delinquency  34:60^83. 
1988. 

254.  tambeit  D.,  '•Children  in  Institutions,"  Youth  Law  News. 
Special  Issue,  pp.  10-15. 1988. 

ERIC  GIV 


255  Larson,  K.A„  ''A  Research  Review  and  Ahemative  Hypothesis 
Explaming  the  Link  Between  Leamipg  DisabiUty  and  Delin- 
quojcy,'  •  Jounuil  of  Learning  DindnUfy  2U6):357'364. 1988. 

255.  Laub.  JH.,  •Trends  in  Juvenile  Oimc  in  the  United  States: 
1973-1 983.  •  *  Ofike  of  Juvcsiile  Justice  and  Delinqueocy  P^en- 
tion,  U  S.  Departmeat  of  Justice.  Washii^on*  DC,  September 
1985, 

257.  Laub.  J.H..  *'Assessm«it  of  National  Juvende  Justice  Data 
CoUecuoo  Efforts:  Children/Youth  as  Victims  of  ftrsonal 
Crimes  and  Otlw  Offenses  by  Fem/Othcr.*  •  CMIicc  of  Juvetiile 
Justice  and  Delinqoeocy  Pteventicm.  U  S.  Department  of  Justice. 
Washington,  DC.  Octot^r  1986 

258.  Laub,  J.H.,  and  San^scm,  RJ..  •'Unmvelti^  Families  and 
DelincpieQcy:  A  Reanalysis  of  the  Gluecks'  Dala/^  Criminology 
26<3>:355-380.  1988. 

259.  Lcmpo^  LJ)..  Clark-Lonpcrs,  D..  and  Simons.  R.L..  •"Eco- 
nomic Hardship.  Parenting  and  Distress  in  AdolescoKe,*'  Child 
Development  tQ:25-39.  m9. 

260  Levine,  Mi>..  Karniski.  W.M-,  Palhey.  J.,  el  al..  ••A  Study  of 
Risk  Factcn-  Complexes  in  Early  Adolescent  DeliiKiuency/* 
Atnerican  Journal  of  Diseases  of  Children  139(l):50-56. 19^5. 

261  Lewis,  D.O,.  ai^  Shanok,  S.S.. '  'Medical  Histories  of  Dclii^ucnt 
and  NoDdelinqueat  Children.^'  American  Journal  of  Psychiatry 
l.'W:  1020-1025.  1976. 

262.  Lewis,  D  O..  Shanok,  S,S..  Pincus.  J  H,.  ct  al..  •'Violent  Juvenile 
Delinquents.^^  Journal  of  the  American  Academy  of  Child 
PsyclUasry  18:307-319,  1979. 

263.  Ucbert,  R.M..  and  Sprafkin,  J  .  The  Early  Window:  Effects  of 
Television  on  CNldren  and  Youth  (New  Ywk,  NY:  Pergamon 
Prtss.  1988). 

264.  Linney,  J.A,.  "Allemative  Facilities  for  Youth  in  Trouble: 
Descriptive  Analyses  of  a  Stratc^cally  Selected  Sample. 
Neither  Angels  Nor  Thieves:  Studies  in  Deinstimtionalisatton  of 
Status  Offenders.  I  Handler  and  J.  Zatz  (eds.)  (Washii^on,  DC: 
National  Academy  Press,  1982). 

265.  Ltpsey.  M.W..  "Is  DcUnqacccy  Prevention  a  Cost-Effective 
Strategy?  A  California  I^ispectivc.'*  Journal  of  Research  in 
Cnme  and  Delinquency  21:219-302, 1984. 

266  Liti.  LP.,  and  Cohen,  Mi..  ••Prisons,  Adolesccms.  and  the  Ri|^it 
to  Quality  Medical  Care:  The  T%ne  Is  Now.*^  American  Journal 
of  PubUc  Health  tA:^^S97.  1974. 

267.  Loeber.  R..  "The  Prevalence,  Correlates,  and  Continuity  of 
Seriotts  Conduct  l^lons  in  Elementary  School  Chikirtn,'' 
Criminology  25:615-669.  1987. 

268.  Locber,  R.,  and  Dishion,  T,  •'Early  Predictors  of  Mak  Delin- 
quency: A  Review/*  Psychological  Bulletin  94(l):68-99. 1983. 

269.  Loebcr.  R.,  and  Stouthamn^-Loeber,  M..  **Family  Factors  as 
Correlates  and  Predictm  of  Juvenile  Cimduct  Problems  and 
DelinquoKy/'  Crime  and  Justice,  An  Annual  Re%iew  of  Re- 
search. Vol.  7,  M.  Tbmy  and  N.  Morris  (eds.)  (Chicago.  IL: 
University  of  C!hicago  Press,  1986). 

2  70.  Landman,  R  J..  Prevention  ami  Comrol  t^ Juvenile  Delinquency 
(New  Yort  NY:  Oxford  University  Prefss.  1984) 

271.  Lundman,  RJ..  ••Beyond  Probation:  Assessing  the  General- 
inability  of  the  Delinquency  Suppts^on  Effect  Mewtflcs 
Reported  by  Murray  and  Cox,"  Crime  atuJ Delinquency  32: 134- 
147.  1986. 

272  Lutin,  M,.  "YcHith  at  Risk:  Boys  Chihs  of  America,  *Thc  Qubs 
That  Beat  the  Streets.'^*  Youth  Record  12(2):7-9. 1990. 

273.  Magill,  Rj\..  Ash,  M  J.,  and  Smoll.  FX.  (eds.).  Children  in  Sport: 
A  Contemporary  Anthology  (Champaign*  IL:  Human  Kinetics 
Publishers.  1978). 

274.  Maltz,  M..  Recidivism  (Orlando.  PL:  Academic  Pivss.  1984). 
275  Marlowe.  J.H..  Reid.  JJB..  Pwtcjson,  GJL,  et  al.,  '•T^eatii^ 

Adolesced  Multiple  Offcackis:  A  Comparis<»i  and  FoUow-Upof 
Parem  Training  for  Families  of  Chrcmic  DelinqBrais,**  unpub- 
llshed  manuscript.  Oregon  Social  Learaii^  Center,  Eugene,  OR. 
1986. 


Chapter  13— Delinquency:  Preventfon  and  SwvA»s  •  11-655 


276.  MwTjhn,  RC.  •'Violwicc  ttm)  Umc^raincd  Behavior  in  Artolcs- 
^ma,'*  position  ^tpcr  pfcs^ed  at  the  Ameikan  ^toiical 
Assodaiiott  Conference  oo  A<tolescesi  Heahh,  Durham,  NC. 

277.  Massimo,  it .  and  Shoi«.  M.F,.  "Cmnprebenslvc  Vocationally 
Oriented  Psychoiber^:  A  New  lYeatmcnt  Ibctmlquc  for 
Lomr-Class  Adolescent  Ddioqncat  Boys,**  Psychiatry  30:229- 
236, 1967. 

278.  McCartney,  K..  Scarr.  S..  FhitlTps,  D..  et  al.,  Care  as 
Iiservemicm:  Cmspvisim  ci  Varying  Quality  Pit^raim.*' 
Jourmlcf  Applied  Deyehprnen^PsycMogybMl-TGO,  1985. 

279.  McConL  J.,  ''A  Forty-Year  Pmpective  <m  Bffects  of  Child 
Abuse  and  Ncghxt."  ChiU Abuse  andNeglea  7:265-270. 1983. 

280.  McDenmm,  Mi,,  and  Hipdelaog,  MJ..  Juvenile  Crimifiai 
Behayior  in  the  United  Suues:  Its  Trends  end  Faturns  (Alhaoy, 
NY:  Crimmal  Justice  Research  Center,  Jaooary  1981). 

281.  McMai3us.M.«Aks8UNJB..Grapetine.  Wi..«etal..**Psy€h}i^ 
l^torbaiKe  in  Serioos  Dclinqoents,**  Journal  of  American 
Academy    Child  and  Adolescent  PsycfU4my23:(m'6l5,  1984. 

282.  Menard,  S..  *'Sh(Hi-lbrm  Trends  in  Crime  and  Pdisqittwy:  A 
Conq»iison  of  UCR,  NCS,  and  S^-Report  Data,'*  Justice 
Ciiar<rr/y4<3):455-474, 1987. 

283.  Menard,  S«*  Research  Associate.  Behavioral  RcKmh  Institute, 
Boulder,  CO.  personal  communication,  Novemtxr  1990. 

284.  Menard,  S..  and  ElUolt,  D.S,,  *'$etf*Rcpc«tcd  Ddinqucncy, 
Matoratiottal  Reform,  and  the  Eastcriio  Hypothecs.**  Journal  of 
Qkomitative  Criminology  6(3):237-267. 1990. 

285.  Menard.  S..  and  Huizinga.  D.,  '*Age.  Ftriod.  axvi  Cohort  Size 
Effects  on  Self-Reported  Alcohol  Marijnana.  and  Folydrog  Use: 
Rcsolts  From  the  National  Youth  Survey."  Social  Science 
Research  l»:tl4^m.  1989. 

286.  Kteyers,  J.,  and  Parsons,  RJ>.«  **Prcvcmioo  Flaiming  in  the 
School  System,*'  Prevention  Planning  in  Mental  Health,  J, 
Hennalin  and  J.  Morrell  <eds.)  (Newtoy  PasK  CA:  1987). 

287.  Mi'ike.  L.,  "Health  and  Related  Services  for  Native  Hawaii^ 
Adolescents,  contract  paper  prepared  for  the  Office  of  Tbchnol- 
ogy  Assessment,  U.S.  Congress.  Wa^tington,  DC.  I>eccn)bcr 
1989. 

288.  Michdson,  L.,  ''Cognitive-Behavioral  Strategies  in  the  Preven- 
tion and  Treatment  of  Antisocial  Disorders  in  Children  and 
Adolescents/*  Primary  Prfvention  of  Psychopathohgy,  Vol. 
lO^revention    Delinquent  Behawr,  J.D.  Burets  and  S 
Burchard  <eds.)  (Newbury  Paifc,  CA:  Sage.  1987). 

289.  Miller.  MJ...  Chiles,  JA..  and  Barnes.  V.E..  •'Suicide  Atlcinpis 
Within  a  Delinquent  Populatioa**  Journal  of  Consulting  and 
Clinicai  Psychology  50(4):491'49^,  1982. 

290.  Milton  S.  Eisaihowa  Foundation,  "Youth  Investment  and 
Community  Reconstn^tion:  Street  lessons  on  Drugs  ai»l  Crune 
for  the  Nineties,**  Wwhii^gton.  DC.  1990. 

291.  Mitcl^n,  CM..  *'The  Dissemination  of  Social  Intervention: 
Process  and  Effectiveness  of  Two  Types  of  Paraprofessional 
Change  Agents."  American  Journal  of  Community  Psychology 
11:723-739.1983. 

292.  Mitchell  J..  "Mental  Health  ProWcms  of  Incarcerated  Youth.  * 
paper  presented  at  an  American  Medical  Association  Wortdng 
Group  on  i1k  Health  Status  of  Detained  and  Incarcerated  Youth, 
Chicago.  IL.  Nov.  19. 1988 

293.  Molfm,  TE..  Mednick  SA.,  and  Volvaka,  J..  "Psychobiological 
Factors  in  the  Reiationsh^  Between  Cntne  and  Psychiatric 
Illness,'*  Law  and  Memal  Health:  international  Perspectives 
2:173-214.  1986. 

294.  Monris.  RK..  '^Attitudes  Tbward  DclinquciKy  by  Delinquents, 
Non-Delinquents,  and  Tl^ir  Friends/*  British  Journal  of  Crimt- 
/w/ci^  5:249-265,  1965. 

295.  Mttlvey,  EJ*.,  Arthur,  M.W.,  and  Rcppucci.  N.D.,  ''Review  of 
Itagrams  for  the  Prevention  and  Treatment  of  DelinqueiKry/* 
contract  paper  prepared  for  the  Office  of  Tbchnoiogy  Assess- 

^      nwnt.  U  S.  Coiigress.  Washington,  DC,  March  1990, 

ERIC 


296.  MfanyX'.^Co%.L,.BeyondProhation:JuvenileCorrections 
<md  Chrotuc  Delinqumts  flBcverty  Hills,  CA:  Sa^  1979). 

297.  National  AcsdoiQr  ^  Sdences,  Neither  Angels  rwr  TNeves: 
Sm^Hes  in  the  DetnstituUotudizatitm  of  Status  Offenders,  h 
Handler  and  J.  (cds.)  (W^shh^tm,  DC:  Naticmal  >teademy 
Pitess,  1982). 

298.  Nattonal  Center  for  Education  in  Maiental  md  Chib!  HeaW 
National  Matenxal  imd  Child  Hettf  tfi  Qeariitfiousr.,  ne  Fot^tA- 
ien  Child  in  HealdtCare,piiKt9^og$Kg%amSmtictsp^^ 
by  ihe  D^artmeot  of  Matcnal  and  Child  HeaUh,  Sdiool  of 
HygioK  ami  Public  Health,  The  Jodms  Ift^itiDS  University,  San 
Banc^.  CA,  Aug.  4-6, 1989  Oll^dii^gtOD.  DC  May  1990). 

299.  NatkmalCci^  for  Edui^bm  in  Mammal  and  O^Bea^T^r 
Health  cf  America's  Youth  (Wufaii^gtan,  DC:  ^rtsmhor  199Q). 

300.  National  Conmiission  cm  CorroctkmaS  Yto^tfa,  Standards  for 
Health  Services  in  Juvenile  Cotfinement  Facilities  (Chicago.  IL: 
August  1984). 

301.  New  York  Hmes,  **More  Americans  Are  KilliQg  Each  Other,*' 
New  York  Titnes,  p.  20.  Dec.  31. 1989. 

302.  Sy€,  fX.,  and  Shcm,  J.R.  Jr.,  **Scaling  Dclhv|ttent  Behaviors.*' 
American  Sociological  Review  22:326-331. 1957. 

303.  Osgood,  D.W.,  0*MaUey.  RR,  Bachman,  J.O<,  et  al ,  **TkBe 
Trends  and  Age  Trends  in  Arrests  and  Self-Reported  Illegal 
Behavi<ff/'CWi«w»o/(^27(3):3«9417, 1989. 

304.  O^ood.  D.W.,  and  Witoi,  JX.,  '^Covariation  t^  Adolescent 
Healdi  ProHems,**  f^qper  pst^red  under  cesmact  to  Camq^e 
Council  cm  Adcrf^cent  Dcvelqimettt  and  Camegte  C<Hponttion 
of  New  York*  f<»  the  Office  of  "Ibchnology  AssesfBoent,  U^. 
Coz^gr^  Washh^ttm,  DC,  1990  (Sprii^field,  VA:  National 
Ih^nkal  Inftmna^  Services,  NTIS  No.  PB  9M54  337/AS), 

305.  Palfrey,  J..  Kamiski  W..  Oaske,  ^  al.,  **Health  Pti^es  of 
EarIyAdoksGeittDdinqttents,**PjiMir//^iAi?#pom98(5):449- 
457,  1983. 

306.  Rdmer,  T.  "California's  Coxnmimity  Tkeatman  Program  for 
Delinquent  AdofcsOTJts."  Journal  of  Research  on  Crime  and 
Delinquency  t:!^'^!^  1971. 

307.  Palmer.  T.  **Thc  Youth  Anihoriiy*s  Community  Treatment 
Piojcct.'*  Federal  Probation  38:3-14. 1974. 

308.  Paltner.T.'''neatnKXH  ami  the  Role  of  Classification:  A  Review 
of  Basics,**  Critne  and DeUntfuency  3:245-267, 1^. 

309  Parke,  R.D.,  and  Slaby,  R.C.  *'The  Development  of  Aggres- 
sion," Handbook  of  Child  Psychology.  Vol.  fV.  m  td^  PJti. 
Mussen  (ed)  (New  York,  NY:       Wiley  &  Sons,  1983)< 

310.  Parker.  FJL..  Piotrkowski.  C.S..  and  Peay,  t.,  **Head  Stvt  as  a 
Social  Snppo^  for  N^xhers:  The  Piychobgical  Bcsiefits  of 
Involvonent,**  American  Journal  of  Orthopsychiatry  57:220- 
233.  1987. 

31 1 .  Paridmi^i,  IX,  and  Asto,  S Jt.  **Goals  and  Conccnis:  Implka- 
tions  for  the  Study  of  Children's  Social  Competence/  *  Advances 
in  Clinical  Child  Psychology,  B  JEI.  Lahey  ami  A£.  Kazdhi  <eds.) 
(New  York,  NY:  Plenum,  1985). 

312.  Patterson,  Oil.,  Coercive  Family  Process:  A  Social  Laming 
Approach,  Vol.  S  (Ei^ei^  OR:  Castalia,  1982). 

313.  Patterson,  O.R.,  "Perfomumce  Models  for  Armsoctal  Boys.** 
American  Psychologist  41:432-444. 1986. 

314.  Patterson,  QIL^  Chamberiain,  P..  anl  Reid,  13.,  "A  Compara- 
tive Evaluation  of  a  Paient-Training  Program,**  Behaviar  Ther- 
apy 13;638'650, 1982. 

315.  Pattcrwm,  G.R..  and  Dishlon,  TJ.,  "Contribi^ons  of  Families 
smd  Pews  to  Delin^ieiKy.'*  Criminology  23(l):63-79. 1985. 

316.  Penn  New.  "Prime-Time  lUevi^  Un^^led:  Children*s 
Programming  Still  Saturated  With  Violence.  Pemt  and  University 
of  Delaware's  Resear^hm  FIimL*'  pr^  release.  University  of 
Pennsylvania,  News  I'  rean,  Philadelphia,  fA,  Jan.  25, 1990. 

317.  Penndl,  S.,  Curtis.  C .  lenderson*  I.,  et  al.» '^Guardian  Angels: 
A  Unique  Appromrh  u.  Criii»  Prevention,*'  Critne  and  Delin- 
quency 35:378-400. 1989. 

318.  Phillips.  D..  Mc&rtney.  K,.  Scarr.  S.,  ct  al.,  •*Selective  Review 
of  Infant  Day  Care  R^carch:  A  Cause  for  Conccmf  **  Zero  to 

6b5 


11-656  •  Adobstxnt  H8alth--Volum  II:  Background  and  the  Effectiveness  of  Sheeted  Prevention  and  Treatment  5en^ 


Three  7:18-21. 1987, 
319.  Pktaft,  R.,  Hmue  cf  Refuge:  Orijin  cfJuvemle  Justice  Refdm 
in  New  York,  iBlS-IBS?  (Syracttsc,  NY:  Syrarae  University 
Ptos.  1969X 

IW.  Poote,  ED.,  and  Re^li,  1LM.,  "Pmntal  SiqipiKt,  DdinqiKot 
Frieml&,  aod  Deiinqnesicy:  A  Ito  of  Imoactkm  Effects/* 
Jomnal  <jf  Criminal  Imw  and  Criminaiogy  70:188-93. 1979. 

321.  Pnott  |.»  **Div6nton  Vtm  the  Juvenile  Ccmt  A  History  of 
UtflatkHi  and  a  Critique  of  Pftigiess,"  Brinsh  /cwnol  of 
Crimimfiogy  26:212-^233, 1986. 

322.  ftx^aoW'Stitb,  D.,  "liiter«Usc4>tiimfy  li^rvattiims  ^lio^ 
to Fttventimii^lmeipersoQ^  Vloloice aod Hc»nickie in  Black 
YooSh,**  p^per  ^tcsaood  at  ttie  Soigem  General's  Wockshc^  on 
Viokm  and  Ptildic  Hcahh.  ttcOmig,  VA.  1^5. 

323.  I^tfm>w-Sti^  D..  Viaience  Frtyemi<m:  Curriculum fiN-  Adoles- 
cent. *Kcoagc  HeaUb  l^acbii^  Modotes  (Newton,  MA:  Edttca- 
tionDcve]qmienlC3entalnc.,  1987). 

324.  Qosy,  H.C..  '*Patlaiis  of  Delinfiiem  Behavior/*  Ha^Uhook  cf 
Juvenile  DeUngt^ncy,  H.C.  Qu^  (cd.)  (New  Ywk,  NY:  John 
WikyA  Sons,  1987). 

325.  Quay,  H.C,  "Institutional  TYtatment,*'  Handbook  cfJuveniie 
Delinquency,  H.C.  Quay  (cd.)  (New  Y«A,  NY:  John  Wiley  A 
Sms.  1987). 

326.  Qii3y«H.C.,  ''Intelligence,**  Handbot^  of  Juvenile  Delinquency, 
H.C.  Quay  (ed)  (New  York,  NY:  Iota  WUey  &  Sons,  mi). 

327.  Quay.  H.C..az»lI^erson,DJl.,"Intaim  Manual  for  the  Revised 
Behavior  IVoblem  Checklist,"  Coral  Gaines,  ¥U  1983. 

328.  Rahkin,  10.,  ''Epidemiolc^  of  Fbrtrit^e  Rape.'*  American 
JourmdofOnhopsychiasryA9{4)\tM-(Al,  1979. 

329.  RaMun,  J.G..  ''Epidemiology  of  Adolescoit  Violence:  Risk 
F^cft)rs,  Career  Pattenis  and  Intoventton  Ftograms,**'  piq)cr 
pr^esented  at  ^  Confcstnce  on  Adolescent  Violence:  Reseatth 
and  Public  Policy  q>onsored  by  the  Carnegie  CouiKril  on 
Adokscci«  Dcvch^imcnl,  New  York.  NY,  Feb.  5-7,  1987. 

330.  Raniey,C.T,Dorval,B.,  and  Bakcr-Wa«!.L.,**Gioup  Day  Care 
ami  Socially  Disadvantagod  Pamilks:  Effects  on  the  Child  and 
ll»  Family.*'  Advances  in  Early  Education  and  Day  Care,  S. 
Kilmer  (od  )  (Greenwich,  CT:  JAI  Press,  1983). 

331.  Ratner,  RA.  "Biological  Causes  of  Delinquency,'*  Juvenile 
Fsycftiatry  and  the  Law,  Vol.  fV  in  the  Series  Critiral  issues  in 
American  Fsychiatry  ami  the  Law.  R.  Rosncr  and  H.I.  Schwartz 
(cds.)  (New  York,  NY:  Rcnum.  1988). 

332.  Regncry.A.S.,"PrioritlcsandPrinctplesoftheC)frice  of  Juvenile 
Justice  and  DelinqiKDcy  Prevention  in  Fiscal  Year  1983/* 
presented  to  the  Office  of  Jovenile  Justice  aiKl  delinquency 
Pteventioo,  U.S.  Depannient  of  Justice,  National  Advisory 
Committee  for  Juvei^  Justice  and  Delincpiency  Prevention. 
Washhigton,  DC,  January  1983. 

333.  Rcgncxy*  A.S.,  **A  Fnteral  Perspective  on  Juvenile  Justice 
Reform**'  Crime  and  Delinquency  32:39-52. 1986. 

334.  Regoli,  R..  Wiliterman,  E.,  and  Pogrebin.  M..  "Using  an 
Alternative  Evaluation  Measure  for  Assessing  Juvoiile  Diversion 
Programs,*'  Children  and  Youth  Sernces  Revie^i'  7:21-38. 1985. 

335.  Rcid,  J.B.,  Home-Based  TreMtent  for  Multiple  Offending 
Delinquents  (Eugene,  OR:  Oregon  Social  L^mii^  Center. 
1983). 

336.  Rciss^AJ.,  *'Why  Are  Communities  Impomm  in  Understanding 
Crime?'*  Communities  and  Crime,  AJ.  Reiss  and  M.  Tbnry  (eds.) 
(Chicago.  1L:  University  of  Chkago  Press,  1986). 

337.  Reppocct,  N  J5.,  "ftevenlion  and  Ecology:  Tbemge  Pregnancy, 

Sexual  Abuse,  and  Organized  Yoi^  Spoils^**  American 
Journal  of  Commur^ty  Psychology,  15:1-22.  1987. 

338.  Rc|)pucci.  NJ>.,  aivl  CUngempetl  W.G.,  '*Melbodologtcal 
Issues  in  Research  With  Correctional  Populalicms,"  Journal  of 
Consulting  and  CUtUcal  Psychology  46:727-746. 1978. 

339.  Repucci,  N.D.,  and  Saunders.  J,T..  **Sodal  Psychology  of 
Behavior  Modification:  Problcois  of  Unpleinentation  tn  Natural 
Settings,*'  American  Psychologist  29:649-660. 1974. 


340.  Rice,  D.,  and  Madtouie  &  Assodates,  Cost  of  Injtsry  in  d$e 
Ututed  States:  A  R^wt  to  Congrw  1989  (San  ftan^oo,  CA: 
Instate  for  Health  and  A^ag,  Uirivcrsity  of  Califomia  and  the 
IiyuryPttv^tioQCcmer,TheJoimH(^:lasUii^^  1989)- 

341.  Rivera*  B..  and  Wi<b»B.  C.S.,  **Qi£Ubood  Victiflaizaiioo  and 
Vioknt  mreading.''  ViolMt  and  Vk^  5:19^35. 1990. 

342.  Robettt,  AR.,  **Nask»aI  Survey  and  Aiseaimfiit  of  66  IVeas- 
mexa  ftograms  for  Juvenile  Ofifendeis:  Model  Plpgrams  and 
P^OKdamodchu*'  Juvenik  and  Family  Court  Journal  38:39^, 

mi. 

343.  Mbat^A^Juvet^  Justice:  FoUdes,Frograinsttnd  Services 
(KomewDod,  IL:  Dcssey  f^m,  1988). 

344.  Rol^.  IJ^.»  Pt^4aru  CfUidrtn  Orown  Up:  A  Sociologictd  and 
Psychitmic  Smdy  of  Sociopathic  Persotu^ty  (Balthnm.  MD: 
WiUtams  ttd  Wifldns,  1966). 

345.  Rc^ihis.LJ^^aEidWisIi,S^"C:hikIt»xxlDevia^ 
moital  Ptooess:  A  St^y  of  223  UitoBi  Bladt  Men  FrcHU  Birtti  to 
18/*  Sodai  Fortes  56(2):44«-*73.  1977. 

346.  Romig,  D.A^  Justke  fi^  Our  Chikten  (Lexingttm.  MA: 
Uxh^Km  Bodes,  1978). 

347.  Rowa  C  Detnarl  A,,  Schwartz,  S.,  el  al.,  '*Iroo  Dcficieitcy 
Anx^  Incarcerated  Juvenile  Dehnquents,"  Journal  4^ Adoles- 
cent Health  Care  6(6):419^.  1985. 

348.  Rosmhsmn,  D  J.,  "The  Incory  and  Research  Bdiind  Neighbor- 
1^  W^c&  Is  It  a  Sound  Fear  and  Grime  Reducticm  Strategy?' ' 
Crime  anJZ>eft'»^ncy  33:103^134. 1987. 

349.  Rotbmm-Boras,  MJ.,  *'Asseniveness  Trainii^  Widi  Chil- 
dr«!,' '  Fourteen  O^mces  of  PrevemU^:  A  Casebook  for  Pracfi- 
tior^rs,  Rif.  I^ioe,  EX.  Cowen,  RF.  Ijot^  ei  al.  (eds.) 
(Washh^cm.  DC:  Amedcao  Pjsychological  A^ocijtficm.  1^). 

350.  RubatsteiaEA.«  Adjunct  Resear^Pkofeasor  in  Mass  Commo- 
nicaticHis,  School  of  Jonmalisnu  University  of  North  Carolina, 
'*H.R  3848  and  Iblevision  Violence/*  t^tiBKmy  before  the 
Sttbcommit^  on  MmiopoUes  and  C^munmial  Law,  Ctmmiitfee 
on  the  Judiciary*  House  of  Reincsest^ivcs,  U.S.  Congress* 
Washh^fon,  DC,  June  30, 1988. 

351.  RuUn,  Juvenile  Juaice  Policy.  Practice  and  Law  (Santa 
Monica,  CA:  Goodyear,  1979). 

352.  RuttCT,  M.,  '^School  Effects  on  1^  Progress:  Rese«\:h 
Bndii^  aikd  Policy  Implications,**  Child  Development  54: 1-29. 
1983. 

353.  Rutter,  M.,  and  Ciller,  O.,  Juvenile  Delinquency:  Trends  and 
Perspectives  (New  Yoit,  NY:  Guildford  Press,  1984). 

354.  Salive,  M.£^  Smith,  G.S.,  aid  Brewer.  XF..  ''Suicide  Mortality 
in  the  Mar>1and  State  Prison  Syinem,  1979  Throu|^  1987,'* 
Joumalofthe  American  Medical  AsAockition262:3t5'369, 1989. 

355.  Sarason,  I.G.,  "A  Cc^tlve-Social  T  faming  Approadi  to 
Juvenile  Delinquency.'*  Psychopathic  Behavior:  Approaches  to 
Research,  R.D.  Hare  and  D.  Schalling  (eds.)  (Chidbtesta, 
Ei^land:  John  Witey  &  Sons.  1978). 

355a.  Scally,  M..  Dqmty  Director.  Division  of  Injury  Cottfrol  Center 
for  Epidemiolc^c  Health,  Ccntm  for  Disease  Ccmtrol,  Public 
Healdi  Service,  U.S.  Department  of  Health  and  Hnman  Services, 
Atlanta,  GA,  January  1989. 

356.  Schafer,  W£.,  '^Participation  in  lnt»sdiolastic  Athletics  and 
Delinquency:  A  Prelimtnary  Smdy/*  Social  ProMans  17:4D-47, 
1969. 

357.  Schi^da,  A.,  * 'Restitution  and  Recidivism  Rates  of  Juvenile 
Offenders:  Results  l^om  Foiff  Experimental  Stodtes/*  CrimitwU 

24:533-552. 1^. 

358.  Schneider,  A.,  "Semencing  Guidelines  and  Recidivism  Rates  of 
Juvenile  Offenders.**  JusHce  Quarterly  1: 107- 124, 1989- 

359.  Schneider,AJL..^Schnekier,PJt.,*'TbeImpfiu:tof Restitution 
on  Recidivism  of  Juvenile  Offenders:  An  Bjq»erimem  in  Ctaytmi 
County.  Georgia,**  Criminal  Justice  Review  )0:M0.  15W5. 

360.  Schwffitz,I.,Steketec;M.,aiidWilUs,DA.,7?^r/mYinnratf 
Oirts:  Paternalism  orJ$svenile  Crime  Control?  (Ann  ArlKxr,  MI: 
Centex  for  Stody  of  Youth  mcy.  1 W9). 


Chapter  13— Dmquency:  Pmention  and  Services  #  11-657 


36! 


362, 

363. 
364. 

365. 

366. 
367. 

368. 
369. 

37a 

37t. 

372. 
373. 
374. 

375. 

376. 
377. 
378. 

379. 
380. 

38h 
382. 


Schwditfiaft  LJ.,  ••Can  Preschool  Programs  Help  fttJvent 
DcUaqnciKy?**  From  Children  to  Citizens:  Voi.  Ul^amilies. 
Schools,  and  Delinquency  Fre\'enripn,  J  Q,  Wilson  and  G.C. 
Loury  <cds.)  (New  Ywk,  NY:  Sprii^^^Volag,  I9B7). 
Scchrcst  L..  and  RoswiWan,  A..  ''Research  Mcibods.**  Hand- 
h(H^  itf  Juvenile  DHinqutncy,  H.C.  Quay  (cd.)  (New  Yorts  NY- 
John  Wiley  &  Sons,  1987). 

Scgravc.  J.O^  and  Oro,  D3..  ••Athletics  and  Juvenile  Dchtt- 
q^icncy,*'  Re\iew  cf  Sport  and Uisure  3:1-24,  1978. 
Seite,  v..  Apfcl.  N.H..  and  Rcwet^am,  L.K.,  ''Effects  of  FamUy 
Support  InicjventkMi  on  MatoDal  Life  Coarse  DevclqmKJil/' 
jm^seo^  Al  the  meeting  of  the  Society  for  Research  in 
CbiW  Devek^mieni,  Kansas  City.  MO.  April  1989. 
Seilz,  v..  Rosenhamn,  L.K..  and  Apfel.  N.H..  "Effwrtsof  Family 
Support  Intervention:  A  T^JtYmt  FoUow-Up/'  Child  Pevehp- 
iww  56:376-391, 1^5. 

Scllin,  T.  **Recidivisin  and  MatwaiiOT,"  National  Probation 
and  Parole  Assod^nion  Journal  4:241-250.  1958. 
Scma.  L  A .  Schumaker^  J.B..  Hazel,  J.S.,  el  al.,  ••Tfeachii^ 
Reciprocal  Social  Skills  to  P&ncnts  and  Hjcir  Ddinqueot 
Adotesccnis.''  Journal  of  Clinicai  Child  Psychology  15  64-77 
1986.  ' 

Scvcry.  LJ..  and  Whiiakcf.  ;,M..  "Juvenile  Diversion:  An 
Experimental  Analysis  of  EEfcctivcncss,*'  Evaluation  Review 
t'.l^yriA,  1982. 

Shannwi,  C.W.,  '•Assessing  the  Relationship  of  Adult  Criminal 
Careers  to  Juvenile  Ctdreers,' '  final  report  to  National  Institute  of 
luvcnile  Justice  end  Delinquency  Pinevcntion.  Iowa  Urban 
Community  Research  Center,  University  of  Iowa,  Ames,  lA, 
1981 . 

Shanok.  S.S..  am!  Lewis.  P.,  '•Medical  Histories  of  Female 
Dcliwjuenis:  Clinical  and  Epidemio!<)gical  Findings/*  Archives 
of  General  Psychiatry  3E:2\U2\3.  1981. 
Shaw.  C.R..  aiKi  McKay.  H.D.,  Juvenile  Delinquency  and  Urban 
Areas,  revised  edition  (Chicago.  IL:  University  of  Chicago  Ptcss. 
1969}* 

Shaw.  C.R..  ami  McKay.  H.D..  Juvenile  Delinquency  in  Urban 
Areas  (Chicago,  IL:  University  of  Chicago  Press.  1972), 
Shaw.  M-.  Social  Work  in  Prison  {London,  England:  Hct 
Majesty's  SiatioDefy  Service,  1974). 

Sheldcn,  R.,  '"Sex  Discrimination  in  the  Juvenile  Justice  System 
Memphis.  Thmcssce.  1900-1917/ •  Cofry>aring  Female  and 
Male  (Renders.  MQ.  Wamcn  (cd.)  (Beverly  Hills.  CA:  Sace 
1981).  ^  ' 

Shwe.  M  P.,  and  Massimo.  JX..  ••Con^rchensivc  Vocalionally 
Oriented  Psychoihmpy  for  Adolescent  Delinquent  Boys:  A 

^^0W^VpSmyrAmericanJournalffOr^psychiatry3fi:(<^^ 
615.  1966. 

Shore.  MJ?..  and  Massimo.  J  L..  •Tivc  Years  Lalar:  A  Follow-Up 
Study  of  Con^rclwnsive  Vocationally  Oriented  Psychotherapy/  • 
American  Journal  of  Orthoprychiatry  39:769-773,  1969. 
Shore.  M.F..  and  Massing).  JX..  '•After Tfen  Years:  A  Follow^Up 
Study  of  Comprehensive  Vocalionally  Oriented  Psychotherapy.^  * 
American  Journal  of  Orthopx^hia(ry43:l2BA32. 1973. 
Shore.  MJ^..  and  Massimo.  JX.,  **FiftccnYcm  After  Tieatmcnt: 
A  FoUow-Up  Study  of  Comprehcnavc  Vocationally-Orieatcd 
PsychoihCTapy.^'  American  Journal  of  Orthopsychiatry  49-240- 
245,1979. 

Shmr.  M^.,  and  Spivact  G  .  ••Inicrpefsooal  ProblOT-Solving 
in  Young  Children:  A  Cogniiive  Approach  to  P!«vcntion.'^ 
American  Journal  of  Community  Psychology  10:341-356.  1982. 
Shurc.  MB  .  and  Spivack,  G..  ••Interpersonal  Cognitive  Problem 
Solving/ •  Fourteen  Ounces  of  Prevention:  A  Casebook  for 
Practitioners.  R.H,  Price,  E  L  Cowcn.  R.P.  Lorion,  et  al  (eds  ) 
(Washingtoa  DC:  American  Psychological  Association.  1988). 
Sicgcl  L..  Criminology  {Si  Puu),  MN:  West  PtibHshinj?  Co 
1989). 

Siegel.  L..  and  Senna,  J.,  Juvenile  Delinquency:  Theory.  Pracut  e, 
and  Law  (St.  Paul,  MN.  West  Publishing  Co..  1988) 


392. 


393. 


383.  Sinttha-F^en,  O..  and  Schwartz,  J.E..  ••Ne^gidxnbood  and 
Delinquency:  An  Assessment  of  Cbniejitiial  Effects.''  Criminal' 
a|ry24(4):667-703, 1986. 

384.  Skogan,  W.G.»  '•Ccmunooity  Organizaticms  and  Crime/^  Chtne 
and  Justice:  An  Annual  Review  of  Research,  M  Tbmy  and  N. 
Morris  (eds.)  (Chic^.  IL:  Uolv^idty  of  Cbic^  Firess,  1988). 

385.  Skogan,  W.O,.  ••Conmranities,  Crime,  as^  NefghbcMhood  Or- 
ganizatton,*'  Crimnmd Delinquency  35:437-457.  1989. 

386.  Slocum.  WX.,  and  Stone;  CX.,  'Tamily  Culture  Pattcms  and 
Delinquent  Type  Behavior/'  Marriage  and  Family  Uving 
25:202-208, 1963. 

387.  Snyder,  HX.  Rm^an,  XA.,  Nimick,  EH.,  el  al..  Juvenile 
Court  Stages,  I9SS  (Pittsburgh,  PA:  Natimttl  Center  for 
Juvenile  Jostfce.  1989). 

388.  Snyder,  HJ^..Rnii^an,TA...NimicJt,  Ell..  eial.,pr^NicatiOT 
draft  of  '•Juvenile  Cdurt  Simistics,  1987.^^  National  Center  for 
Juvenile  Justice,  Pitt^mrgh,  PA*  I9W. 

389.  Snyder,  J.,  and  l^atterson.  GK.,  '*Family  Interact^  and  I>elin- 
qum  Behavior.  •  •  HamRfook  cf  Juvenile  Delinquency,  H.C.  Quay 
(ed,)  (New  York,  NY:  Jcto  Wiley  &  S<his.  1987). 

390.  Solcr,  M,  "Lfligation  on  Bdtelf  of  ChikU^  in  Adult  Jails.** 
Cn/wtfofl^Pe^Vt^flcy  34:190-208.  1988. 

391.  Spivack,  a.  Marcus,  J.,  and  Swift,  M,  ''Eariy  Classroom 
Bdiavim  ami  Laier  Miswmduct,"  Developmental  Psychology 
22:124-131.  1986.  ^ 
Stcinhart,  D..  '^California  Ugislature  Ends  the  Jailing  of 
Children:  The  St<^  of  a  Policy  Reversal*'  Crime  and  Delin- 
quency 34:150^168, 1988. 

Strauss.  MA.,  ••Corporal  Punishment  of  Oiildrcn  and  Criii«:  A 
TTicoreiical  Model  ai»!  Some  Empirical  Data."  paper  prescatod 
at  a  coUoquhmi  in  ibc  Def^rtmoit  of  Criminal  Justice, 
Univcraity,  Indianapolis.  IN.  Mar.  24, 1989. 

394.  Szymanski,  Lj%..  •♦Urkt  Age  of  Juvenile  Court  Jtirisdiction 
Statutes  Analysis,*^  Nfflicaial  Ccmter  for  Juvenile  Justice  Pitts- 
bun^  ftV  March  1987. 

395.  T^ff.  K,.  "Drtcnnlnams  of  Human  Violei^/'  American 
Psychiatric  Association  Annual  Review,  Vol.  6,  R.E.  Hales  and 
AJ.  Frances  (eds.)  (Washington,  DC:  AnCTcm  f^hiatric 
Press,  1987). 

396.  Tkihnan,  K..  and  Landry.  P..  Jr..  "Gender  Bias  in  Juvenile 
Justice.  ••  Journal  of  Research  on  Crime  and  Delinauency 
18:47-80. 1981.  / 
Thorabeny,  TP..  Moore.  M.  and  Chrisienson.  RX..  ••The  Effect 
of  DTORmig  Out  of  High  School  on  Subsequent  Criminal 
Behavior/*  CnTOm?/0|fy  23:3-18,  \%5. 
lT%cy,  Wolgang.  M.  and  Figlio.  R.M..  Delinquency  in  Two 
Birth  Cohorts:  Executive  Summary  (Washington*  DC:  National 
Institute  for  Juvenile  Justice  ai^  Delinquo^  Prevention,  1 985). 
U.S.  Congress,  House  of  Representatives,  Committee  on  the 
Judiciary,  Subcommittee  <m  CTriminal  Justice,  Official  Accouma" 
hilityAct,\^asii^Jime  15andAug.  II.  1988 (Washington, DC: 
U.S.  Govcnmicnt  Priintii^  OffKrc,  1989). 

399.  U.S.  Congress.  Hcni^  of  Rqnrsaitaiives,  Select  Committtx  on 
Children,  Youth,  and  Families,  Bom  Hooked:  Cortfron^ng  the 
Impact  of  Perinatal  Suhstance  Abuse,  hearit^.  Apr.  27,  1989 
(Washii^on,  DC:  U.S.  Oovemmcol  Printing  OfTK*.  1989). 

400.  U.S.  Congress,  Office  of  Thchnok^  Asscsonent  The  Quality  cf 
Medical  Care:  ffformation  far  Consumers,  OTA-H-386  (Wash- 
ington, DC:  VS.  Govcrmnait  Printmg  Office.  June  1988). 
U.S.  Congress,  Senate,  CommittM  on  the  Judiciary.  Ford 
Administradon  Stifles  Juvenile  Jusdce  Policy  (Washit^on,  DC: 
U.S.  GovenmKXit  Printing  OfTtcc,  1975). 
U.S.  Department  of  Commerce,  Bureau  of  the  Census,  United 
States  Population  Estimates  by  Age,  Sex,  and  Race:  19^  to  1987, 
Current  F^olation  Reports.  Population  Estimates  and  Pn>jec- 
tions.  Scries  P-25.  No.  1022  (Washington,  DC:  U.$.  Govenmiait 
PrintiAg  Ofike.  1988). 

U.S.  Department  of  Health  and  Human  Services.  Public  Health 
Service,  Alcohol.  Drug  Abuse,  and  Mental  Health  Administra- 


397. 


398. 


398a 


401. 


402 


403 


6;u 


tl-658  .  Adofsscsnt  Health-Volume  II:  Background  and  the  Effectivmss  of  Sslemi  Prevention  and  Treatment 


C 


mtu  Handbook  for  Evatuatinfi  Drug  and  Alcohol  Frevtnnon 
Programs:  SfafffJ^  Evaluation  4  Prevention  Programs 
iSTEPPK  Ji>*  Hawkins  and  B.  NedobocKl  (eds  ).  DHHS  Pub. 
No.  ADM  87-1512  {Washington,  DC:  US.  GtJVCTOiwnt  Printing 
Office  mi). 

404.  U  S.  Dqwutmott  of  HcaJlh  and  Human  Services.  PtiWic  Health 
Scfwc.  Ccmors  for  Disease  Conlrol,  National  Carter  for  Health 
Statistics,  uopublisbed  mortality  data  for  I9fl5  89,  Hyattsvillc. 
MD,  1990. 

405.  U.S.  Department  of  Health  and  Human  Services.  Public  Health 
Service.  Centers  for  Disease  Control.  *'Youih  Risk  Behavior 
Survey/'  Atlanta,  OA,  undated. 

406  U.S.  Dcpaiiroeai  of  Health  and  Human  Scfvico^  Public  Hcidth 
Service,  Office  of  the  Sui]geon  General,  Report  of  the  Surgeon 
General's  Workshop  on  Pornography  and  Pt*Nic  Health,  E  P. 
MijJvcy  and  J  J.  Haugaard,  (eds )  (Washington,  DC  1986). 

407  U.S.  Dcpmtmem  of  Justice,  Federal  Boitau  of  Investigaiion. 
Unifomi  Crime  Reporting  Handiiook  (Wadiington.  DC;  U  S 
Government  Printing  Office,  1984). 

408.  U.S.  Dcpotrocnt  of  Justice,  Federal  Bureau  of  Investigation, 
Unborn  Crime  Reports  Crime  in  the  Unitfd  States.  1986 
(Wadiington,  DC:  U.S.  Government  Printing  Office.  August 
1987). 

409.  U.S.  Department  of  Justice,  Federal  Buremi  of  Investigation, 
Unifonn  Crime  Reports:  Crime  in  the  United  States,  1997 
(Washington,  DC:  U.S.  Oovemmciu  Printing  Office,  July  1988). 

410.  U.S.  Department  of  Justice.  Federal  Bureau  of  Investigation, 
Uniform  Crime  Reports:  Crime  in  the  United  States,  1988 
(Washington,  DC:  U.S.  Govcmroeni  Printing  Office.  Augtisi 
1989) 

411.  U.S.  Department  of  Justice.  Federal  Bureau  of  Investjption, 
un^bhsbcd  data  from  1975  and  1988  Unifoim  Crime  R^rts, 
Washington,  DC.  December  1989. 

412  U  S,  Dqpartn^t  of  Justice.  Federal  Bureau  of  Invcstigaiian, 
Age-Specific  Arrest  Rates  and  Race-Specific  Arrest  Rates  for 
Selected  Offenses  19651988  (W^hington.  DC;  April  1990). 

413.  U.S.  Department  of  Justice,  Office  of  Justice  Programs.  Bureau 
of  Justice  Statistics.  "Measuring  Crime."  Washington,  DC, 
February  1981. 

414.  U.S.  Department  of  Justice.  OfTice  of  Justice  Programs.  Butemi 
of  Justice  Statistics*  Sourcebook  of  Criminal  Justice  Statistics- 
1986.  K  M.  Jamieson  and  XL.  Flanagan  (eds.)  NCJ-105827 
(Warfiington  DC:  U.S.  Govenmicnl  Printing  Off^e,  1987). 

415.  U.S.  Department  of  Justice.  Office  of  Justice  Programs.  Bureau 
of  Justice  Statistics,  RefH>rt  to  the  Nation  on  Critne  and  Justice, 
2nd  ed.,  Na.l05506M  (Washington,  DC:  March  1988). 

416.  U.S.  Department  of  Justice.  Office  of  Justice  Pn^rams.  Bureau 
of  Justice  Statistics,  Criminal  VictimiTation  in  the  United  States, 

1986.  A  National  Crime  Survey  Report,  NO-ll  1456  (Washing- 
ton, DC:  August  1988). 

417.  VS  Departtncnt  of  Justice.  Office  of  Justice  Pro-ams.  Bureau 
of  Justice  Statistics,  '^Survey  of  Youth  m  Custody.  198?.** 
special  report  prepiwd  by  AJ.  Beck.  S,A,  Kline,  and  L  A. 
GrecnfeM,  Na'113365,  Washii^n,  DC,  September  1988. 

418  US.  DcjMrtmcnt  of  Justice.  Office  of  Justice  Prc^pams,  Bureau 
of  Jttstit^  Statistics,  Children  in  Custody,  1977- (Washing- 
ion.  DC:  Octoba^  1988). 

419.  U  S.  Department  of  Justice.  Office  of  Juidicc  Programs.  Bureau 
of  Justice  Statistics,  Criminal  Victimization  in  the  United  States, 

1987,  A  National  Crime  Survey  Report,  sa  X  15524  (Washings 
ton,  DC:  June  1989). 

420.  U.S.  Department  of  Justice.  Office  of  Justice  Programs.  Bureau 
of  Justice  Statistics,  •"Injuries  From  Cttnw:,"  Special  Report, 
Washington,  DC,  May  1989. 

421 .  U.S,  Department  of  Justice.  Office  of  Jusuce  Programs.  Bureau 
of  Justice  Statistics,  calculations  based  on  unpublished  National 
Crime  Survey  data  on  criminal  victimization,  Washington,  PC. 


1990. 


g::i 


422.  U.S.  Dq»rtmem  of  Justice,  Office  of  Juslkc  Pix^^ams.  Bmeaa 
of  Justice  Statistics,  unpiWishcd  data  from  the  '^Smvey  of  Youth 
in  Custod>%  mi,''  prepaiwl  by  AJ.  Beck,  S  A.  Kline,  and  t  A 
GnsenfcH  Washtagton,  DC.  1990. 

423.  U.S.  DcpartnRaU  of  Ju^tcc,Ofnce  of  Jiisiice  Programs,  Bureiw 
of  Ju^icc  Statistics,  Criimmd  Victimiiation  in  the  United  States, 
1988  (Washn^on,  DC:  forthoomiog). 

423a.  U  S,  Dqwrtii^  of  Justice,  Offke  of  Ju^  Programs,  National 
Instate  of  Justice, ''Boot  Casi?)  Programs  Grow  in  NnnAcT  Md 

Sci^*'  NU  Reports  No.  222: 6^,  1990. 

424.  us.DepwtnMWof Ju^kc,CMfi«eof Jn^Programs.Officecrf 
Jttvcnite  Justice  and  Dchnqueocy  ftcvcntiim.  Children  in  Cus- 
tody. 1987  jw^NH^d  by  B.  Atoi-Kagw.  Wadiingm,  DC.  1988. 

425.  U.S.  Dcpaitmcm  of  Jiisikx,  Office  <rfJita«ke  Programs,  Office  of 
Juvenile  Jttsi^  Old  Ddiiiqpieiicy  Pwetttioa  ^Ulional  h^ 
for  Juvenik  Jostke  and  Delinquency  Prewaion.  TTie  Young 
Criminal  Years  of  the  Violent  Few,  prepared  by  D31  Hanqwian, 
J.M  Davis,  J.M.  Jflc<*swi.  et  al.,  Washington,  DC,  June  1985. 

426  U.S>Dcpartmentof  Justice,  Office  of  Justice  Pr(^rams,OfTke  of 
Juvenite  Justice  awl  DcHnqueocy  Prcvcndon,  ''Safw  Sdioots, 
Better  Sidiools."  JuverUie  Justice  Bulletin:  Offke  Juvemle 
Justice  and  Delinquency  Prevention  Update  on  Programs,  GPO 
No  1988-202-048^0007  (Washington,  DC:  U.S.  Government 
Printing  Office,  July/Augu^  1988). 

427.  U.S  .Dcpartmentof  Jostke,  Office  of  Justice  Programs,  Office  of 
Juvenile  Ju^e  and  Delinquency  Pirvcnliwi,  "Federal  Juvemle 
I>cUKjttcncy  Programs  1988,"  Washii^n,  DC.  December 
1988. 

428.  U  S.  Department  of  Justice,  Office  of  JustkcPrc^rams,  Office  of 
Juvenile  Justice  and  Delinquency  Prevention,  **Childien  in 
Custody,  1987;  A  Comparison  of  PtoWfc  and  Private  Juvenile 
Custody  Facihiies,"  prcpoWHration  dsaSU  Warfiingtt>n.  DC, 

1989,  ^  ^ 

429.  U  S.Departroentof  Justice,  Office  of  Justice  Ptpgrams.Otrice of 

juvenile  Justice  and  Delicquoicy  Prevention,  "Fact  Sheet  on 
Children  in  Custody.**  Washimgton,  DC,  September  1989. 

430.  U.S. Dqsartn^ofJustice.OfficeofJnstice Programs, Offtccof 
Juvenile  Justice  and  Delinquency  Ptevcifljo®,  response  to  1989 
Office  of  Tfcdmotogy  Assessment  cprc^nnaire  rcga"^ 
lescent  health  initiatives,  Washington.  DC  1989. 

430a.  US.  Dcjwrtmenl  of  Justice.  Office  of  Justice  Programs,  Office  of 
Juvenile  Justice  Md  Dclinqi^icy  Prevention,  •*Pnhlic  Juvenile 
f^iliiics:  ChiWrcn  in  Custody,  1989/ '  Juvemle  Justice  Bulletin: 
OJJPP  Update  on  Statistics,  January  1991. 
U.S.  Departmenlof  Justice,  Office  of  Justice  Programs,  Office  of 
Juvenile  Justice  and  Delinquency  Prevcirtion,  "JuvenUes  in 
Adult  Jails  and  l.ocktq)s,'*  Washii^n,  DC.  no  date. 
Visbcx.  C.A  ..  and  Roth,  J.A>,  * 'Participation  In  Criminal  Ca- 
reers,'* Criminal  Careers  and  Career  CriminaU.  Vol  L  A. 
Bhnnsiein,  J.  Cohen,  Jj\.  Roth,  et  at  (eds.)  (Washington*  DC: 
National  Academy  Press,  1986). 

Void,  OB  ,  and  Bwnard,  TJ.,  Theoretical  Criminology  (New 
Yort  NY:  Oxford  Univcrsiiy  Press,  1986). 
Vo^,  H.L.,  "SocioecorHjmic  Stams  and  Reported  Delinquent 
Behavior.*' 5t)cia/Prp<>/ew  13:314-324. 1966> 
Wahler.  R.G..  and  Dumas,  J^./'Stimuhis  Class  Determinants  of 
ModKtr-Child  Cocjcivc  Interchanges  in  Muttidifitressed  Families: 
Assessment  and  Interraition,**  Pritnary  Prevention  (^Psychopa- 
thotogy:  Vol.  10— Prevention  of  Delinquent  Behavior,  JI>. 
Burchaitl  aiwl  Burchard  (eds.)  (Newbury  Park,  CA:  Sage, 
1987). 

Washington  Post.  *  Four  Wounded  in  Gunfire  at  Wilson  High, 
Washington  Post,  p  ;V  I  awl  p.  A-12,  Jan  27,  1989. 
Washipgton  POsU  * 'Medical  Emogency."  Washington  Post 
editorial,  p  A -18.  Dec.  4, 1989. 

Webster-Stratton.  C.  **Comparison  of  Abusive  and  Nonabusive 
Families  With  Conduct-Disordered  Children,**  American  Jour- 
nal of  Orthopsychiatry  55:59^69,  1985, 


431- 


432. 


433. 


434. 


435. 


436. 


437. 


438, 


Chapter  13— Delinquency:  Prevention  and  Smices  •  11-659 


439.  Weibtish.  R..  and  Ham|mrian.  D  M  ,  Design  and  l>t\elopmtnt 
tht  Cyyahaga  County  Juvtnilt  Court  Model  (Ckveland,  OH: 
Fcdrtatioii  for  Comnmnity  Plaxming,  1986). 

440.  WriDdling,  A  M  .  Bamford.  F.N..  and  WbittaU,  R.A  ,  *-Hedltb  of 
Juvenile  Delmquems/'  British  MeSca!  Journal  292(6518)  447. 
1986 

441.  Weissbcrg.  R  P..  Caplan,  MZ  ,  and  Sivo.  PJ..  ""A  New 
Coocepma)  Framework  for  Establishing  Scbool-Based  Sociid 
Compdcocc  Prwiolioo  FYograins.'*  Primary  Prevention  and 
Promotion  in  the  Schools,  LA.  Bool  aod  B£.  Compas  (cds.) 
^Newtmiy  Park,  CA:  Sage.  1989). 

442.  ^issbcTg,  R.P.,  Cowcn.  EX..  Loiyczrwsid,  B.S.,  ct  al.. 
Ptiffiory  Moital  Heallti  Itoject:  Seven  Consecutive  Yean  of 
Program  Outcome  Research,**  Journal  of  Consulting  artdClim- 
cal  Psychology  SlKX^-m,  1983. 

443.  West.  DJ..  and  Panington,  P.P.,  Who  Becomes  Delinquent? 
(IXHidon,  Ei^taod:  Hciocfliann  Educattonai,  197.3). 

444.  West,  DJ.,  and  Fanii^on,  D.R,  The  Delinquent  Way  of  Ufe 
<Lot»Son«  England:  Heioetnann  Educational  1977) 

445.  West.  DJ.,  Delinquency,  Its  Roots,  Careers  and  Prospects 
(London.  Ei^Iand:  Hcincmann  Educational  1982). 

446.  Wetzel  J.R..  American  Youth:  A  Statistical  Snapshot  (Washing- 
ton. DC:  William  T  Gfant  Foundation,  Commission  on  Work, 
Family,  aiul  Citi2enship.  June  1987). 

447.  Whitoker,  K..  Oflke  of  Justice  PiD^rams.  Bureau  of  Justice 
Statistics^  U.S.  Department  of  Justice,  compilation  of  National 
Crime  Survey  data  from  Crittuna!  Victimization  in  the  United 
States  i9m'S7,  Washington.  DC,  1989. 

448.  Widom,  C.S.,  ''Docs  VIoIcikt  Beget  Violei^c?  A  Critical 
Examination  of  the  Literature/ '  Psychologic^^ Bulletin  1 06(  1 )  V 
28.  1989. 

449.  WIdom,  C.S..  -The  Cycle  of  Violence.  *  Science  244:160-66, 
1989, 

450.  Widom.  C.S..  Professor  of  Criminal  Justice  and  PsyclKilogy, 
liKiiana  Universtty,  Bloomington.  IS,  personal  communication. 
Match  1990. 

451.  Widom.  CS.,  -ChiJdlKKxJ  Victimiiation:  Risk  Facior  for  Dchn- 
qucncy,"  Adolescent  Stress  Causes  and  Consequences,  M  E. 
Coltco  and  S  Gore  (eds.)  (Hawthorne,  NY:  Aldinc  dc  Gmytcr, 
1991). 

452.  Williams.  J  R..  and  Gold.  M^  *Trom  Delinquent  Behavior  to 
Official  Delinquency/  •  Sodal  Problems  20.209  229. 1972 

453.  Wilson.  J  O  .  \^rteties  of  Police  Behavior  (Cambridge.  MA 
Harvard  University  Press.  1968). 

454.  Wilson.  J.Q .  •'Strategic  t^jpormnities  for  Delinquency  Preven- 
tion," From  Children  to  Citizmts.  Vol.  iU— families.  Schools, 
and  Delinquency  Prevention^  3.Q.  Wilson  and  G  C.  Loury  (eds.) 
{New  York.  NY:  Springer- Verlag,  1987). 

455.  WUson-Brewcr.  R..  Cohen.  S  ,  O'DontK'H.  L..  et  al.  "Violation 
Prevention  for  Early  Tbens:  The  State  of  the  Art  and  Guidelines 


ERIC 


for  Fkih^  I^pgram  Evaliiation,"  P>pcr  pressed  by  Education 
Development  Cen^.  Inc.,  for  coc^ereoce  "  VIoleaoe  Prev^ 
ikm  for  Early  Tfeens,"  Was^tcm  DC.  July  12-13, 1990. 
456>  Winteidyk,  J.,  aod  Roesch.  R.,  **A  Wilderness  Exp^tmental 
fVogr^  as  an  Allcmabve  for  Pkiobatk>neri:  An  E^uation^*' 
Canadian  Journal  tfCrifmnology  23:39-49, 1981 . 

457.  Wolfgang,  M,E.,  ''loteipersonal  Viokocc  and  PbUic  Health 
Care:  New  I^iectioiis,  Cbalks^ges,**  Delinquency  in  a  Birth 
Cohort,  M.E.  Wo^gai^  R.M.  Figik).  and  T.  SeUin  (eds.) 
(Chicago,  IL:  Umversity  of  Chicago  Ftess,  1972). 

458.  Wolfgang.  M.E,.  FigUo.  R.M..  aod  ScUin  T.  (eds.).  Delinquency 
in  a  Birth  Cohort  (Chicago.  IL:  Ui^v^ity  of  Chicago  Press* 
1972). 

459.  Wolfgang.  M^..  and  Tiacy,  PM.,  •"ITic  1945  mid  1958  Birth 
Cobcms:  A  Comparison  of  the  Ptevaleiice,  Inddeoct*  aod 
Sevolty  of  Delioquestf  Bdiavit»r/  *  poper  presented  at  coitfercoct 
on  **PuMlc  linger.  Dangerous  OffoKkars.  and  the  Oiminal 
Justice  System,"  Harvard  Urnvmity.  Cambridge,  MA,  February 
I%2. 

460.  Wooldredge.  JX)..  *  'jDiffmotiatiBg  the  Effects  of  Juv^k  Coun 
Scntoiocs  on  Eliminating  Recidivism,**  Journal  of  Research  in 
Crime  and Delsnqi^ncy  25:264-300. 1988. 

461.  W)olf.  AD-,  ''DeUnqoency  aiKl  the  Pediatrician,"  Pediatrics 
/f<'vfw9{8):249-257,  1988. 

462.  Woolf.  A.D.,  and  F^mk,  S.U,  *'Epidaniolc^  of  Ttaunu  in  a 
Po|nilm$on  of  Incarcerated  Youth,*'  P^Uatrics,  75:463-468. 
1985. 

463.  Youth  News  Service, ''Violence  in  the  Schools;  Macho  Attitude, 
Ready  Weapons  Make  Casual  Dilutes  Deadly/'  Mar.  13. 1989. 

464.  Zelnik,  M^  and  Kantner,  J., '  'Sexual  Activity,  Contraceptive  Use, 
ai»i  Pregnancy  Among  M^ropolitao  Aiea  l^sen^gers:  1971- 
1979,"  Family  Planning  Perspective  12(5):2 30-237, 1980. 

465.  2^gler.  E.,  aod  Hall  N,W..  "The  lnq>licatk>ns  of  Earfy  Interveii. 
tion  EH^pits  for  the  Primary  Prrveation  of  Jtivcnile  Delin- 
quency, ' '  From  Children  to  Citizens,  Vol.  lll^amilies.  Schools, 
and  Delinquency  Prevention,  J.Q.  Wilson  and  O.C  ioitry  (eds.) 
(New  York.  NY:  Springer- Verlag.  1987), 

466.  ZiU,  N.,  Peterson,  J.L.,  Moore,  KA,,  et  al.,  National  Statistics  on 
Children,  Youth,  and  Their  Families:  A  Guide  to  Federal  Data 
Programs.  Tod  cd.  (Washington,  DC:  April  1988), 

467.  Zimrif^,  F.E ,  "Privilege,  Maturity  and  Responsibility:  Notes  on 
the  Evolving  Jurisprudence  of  Adolescents/'  The  Future  of 
Childhood,  L.  Empcy  (ed.)  (Charlottesville.  VA:  University  of 
Virginia  Ptess,  1977), 

468.  21imring,  F,E.,  *'Kids,  Groups,  and  Crime:  Some  Implications  of 
a  Wcll-Known  Secret."  Journal  of  Criminal  law  and  Criminol- 
ogy 72:867-865,  1981. 


Chapter  14 

HOMELESSNESS: 
PREVENTION  AND  SERVICES 


Contents 

Page 

Introduction  663 

Background  on  Homelesmesfi  Among  Adolescents  663 

Causes  of  Honwiessness  Among  Adolescents   663 

Hcsnelessness  tot  Adoles(^ts  in  Families  663 

Hcnnelessness  fa  Adolescents  on  Their  Own  665 

Service  Needs  of  Homeless  Adolescents  666 

Homely  Adolescents  in  Families  666 

Homeless  Adolescents  on  Their  Own   671 

Major  Federal  Policies  end  Programs  Pertaining  to  Homelcssness  678 

Emo^cy  Aid  to  tiie  Honwl^  and  the  McKinney  Homeless  Assistance  Act  679 

Oranston-Gonzalez  Naiicmal  Affordable  Housing  Act  681 

Runaway  and  Homeless  Youth  Act   682 

Barriers  to  Care  Under  the  Runaway  and  Homeless  Youth  Act  683 

Effectiveness  of  Runaway  and  Homeless  Youth  Services  685 

Missing  Children's  Assistance  Act   687 

Anti-Dmg  Abuse  Act  of  1988   687 

Collaborative  EfiTcnts  Among  Federal  Agencies  688 

Conclusions  and  Policy  Imj^cations  68S 

Ch^ter  14  References  690 

Boxes 

Box  Page 

14-A.  A  13-Year-Old's  Recollection  of  Life  in  a  Homeless  Shelter ,  668 

14-B.  Bridge  Over  Troubled  Waters:  An  Agency  Serving  Ruimrays  and 

Homeless  Street  Youth   684 


GV.i 


Chapter  14 

HOMELESSNESS:  PREVENTION  AND  SERVICES 


introduction 

The  traditional  stereotype  of  the  homeless  person 
— that  of  the  while,  older,  skid-row  alcoholic — no 
longer  describes  the  **typical''  homeless  person. 
During  the  last  10  to  15  years,  the  characteristics  of 
the  homeless  have  chan^*  Ibday,  the  homeless  are 
younger,  include  a  larger  portion  of  women,  and 
include  more  people  who  suffer  from  mental  disor- 
ders (59).  Periiaps  the  most  alarming  change  in  the 
homeless  population  in  recent  years  has  been  the 
dramatic  rise  in  the  numbers  of  homeless  families 
with  children. 

This  chapter  focuses  on  the  problems  and  service 
needs  of  homeless  adolescents  and  on  the  services 
available  to  address  the  needs  of  these  individuals. 
First,  it  discusses  the  causes  of  homelessness  for 
adolescents  and  the  problems  and  service  needs  of 
homeless  adolescents.  Then  it  presents  infonnation 
on  Federal  programs  and  the  recent  legislative 
history  of  congressional  efforts  to  address  the 
homelessness  crisis.  The  chapter  ends  with  a  discus- 
sion of  conclusions  and  policy  implications  pertain- 
ing to  homelessness  among  adolescents. 

Nobody  really  knows  how  many  children  and 
adolescents  are  homeless,  either  living  in  homeless 
families  or  on  their  own.  The  U.S.  Department  of 
Health  and  Human  Services  (DHHS)  estimated  in 
1984  (on  the  basis  of  1976  data)  that  there  arc  as 
many  as  I  million  homeless  and  runaway^  adoles- 
cents each  year  (71),  and  in  the  absence  of  more 
recent  national  data,  this  estimate  continues  to  be 
used  (71).  Efforts  were  made  by  the  U.S.  Bureau  of 
the  Census  to  count  homeless  people  in  the  I9W 
census,  but  even  those  efforts  are  unlikely  to  result 
in  an  accurate  count  of  the  number  of  homeless  and 
runaway  adolescents. 

Background  on  Homelessness 
Among  Adolescents 

As  suggested  above,  some  adolescents  become 
homeless  with  their  families  and  others  become 
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Homa^Bs  adoiasoents  can  be  home^Bs  on  t^r  or 

v^th  thoir  famfilas.  Children  In  some  States  may  be 
removed  f  rom  families  thai  are  homeless  on  the  grounds  of 
abuse  or  r>agtoct  becai^  being  unable  to  provide  ahome 
may  be  perceived  to  be  evldenoe  of  neglect 

homeless  on  their  own.  The  etiology  of  homeless- 
ness among  these  two  groups  of  adolescents  and  the 
service  needs  of  adolescents  in  the  two  groups  are 
somewhat  different. 

Causes  of  Homelessness  Among  Adolescents 
Homelessness  for  Adolescents  in  Families 

Adolescents  who  become  homeless  with  iheir 
families  become  homeless  because  of  situations  that 


^As  discussed  below,  defmitiotis  used  for  ••runaway"  and  ' 'homeless"  adolescents  vary.  CkoemUy*  bon^lessoess  detK)tes  a  long*tenn  situaboo, 
wMe  "nmaway' '  is  used  to  characterize  those  adolescents  who  have  left  home  overnight  withotH  penni&skHi.  In  fact,  the  pofnitadon  is  a  dynamic  one. 
In  addition,  both  runaway  and  homeless  pojmlattons  tnctude  adolescents  who  have  been  asked  or  ordered  fo  leave  lK«ne  and  have  nowhere  else  to  live 
iso-cailed  ^'ihrowaways"  or  "ihrownaways.") 
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ThB  decreasing  availability  ot  safe,  afhmtable, 
aooassibie  low-income  housing  In  this  ootmtry  Is 
bellevad  lo  have  oonbitxtod  sutistantoliy  to  the 

hcFeas9  In  the  numbers  of  hometoss  families. 

affect  their  family  as  a  whole.  Wious  events  can 
precipitate  homelessness  for  families^  just  as  they 
can  for  individuals  or  couples. 

Broad  social  and  economic  developments  leading 
to  homelessness  include  inflation  and  unemploy- 
ment coupled  with  reductions  in  funding  of  social 
and  human  service  programs  (59).  FurthermorCt  the 
availability  of  low-incon^  housing  has  generally 
decreased  as  a  consequence  of  factors  such  as 
gentiiiication  of  inner  cities  (77).^  The  specific 
incidents  precipitating  homeles^ess  for  a  family  are 
as  varied  as  eviction  from  housing,  estrangement 
from  family  members,  criminal  victimization,  ill- 
ness, loss  of  employment,  and  disaster  (e.g.,  fire). 

Once  an  adolescent's  family  becomes  homeless, 
shelter  rules  and  restrictions  may  result  in  the 
adolescent's  separation  from  his  or  her  family.  Some 
communities  lack  family  shelters,  and  as  a  result, 
families  may  have  to  separate  in  order  to  receive 
shelter.  Another  problem  that  arises  is  that  some 
shelters  do  not  allow  adolescent  males  to  enter  with 
their  mothers  (15,66). 


Young  adolescents  whose  fEunilies  are  hcnneless 
may  son»times  be  placed  in  fostef  q^k?  In  sonu^ 
cases,  the  placement  of  a  child  from  a  homeless 
family  in  foster  care  is  the  parentis  choice^  and  in 
others  it  is  the  result  of  the  intCTventicm  of  child 
welfare  authorities.  A  parent  may  choose  to  place 
children  in  foster  care  trat^rarily ^  believing  that  the 
diildien  will  be  bcttCT  povided  for  in  foster  care 
while  the  parent  gets  bmk  on  his  or  her  feet. 
Guidelines  recently  developed  by  the  National 
Association  of  Public  Child  Welfare  Administrators 
discourage  duld  welfare  intavoition  in  cases  where, 
in  the  absence  of  othv  i^^>arent  abuse  or  neglect, 
parents  are  unable  to  siq^;x»rt  their  children  ade- 
qui^ly  despite  the  use  of  all  available  resources, 
such  as  in  the  case  of  homelesimess  (76).  The  Stat^ 
of  California,  Ibxas,  and  Maiyland  aSl  prohibit  child 
welfare  intervention  on  the  basis  of  homelesmess 
alone  (76).  Still,  children  in  some  States  may  be 
removed  from  families  that  are  homeless  on  the 
groimds  of  abuse  or  neglect — because  being  unable 
to  provide  a  home  may  be  perceived  to  be  evictence 
of  neglect*  In  New  Jersey  in  1986, 18  percent  of  the 
children  in  foster  care  (ages  not  q)ecified)  were  in 
foster  homes  because  their  families  could  not  find  a 
place  to  live  (24).  Homelessness  was  the  jmmary  or 
secondary  reason  for  foster  care  placement  for  40 
percent  of  the  children  in  foster  care  in  New  Jersey. 

The  removal  of  children  from  the  custody  of  their 
parent  or  parents  may  result  in  the  loss  of  eligibility 
for  welfare  benefits  under  Aid  to  Families  With 
Dependent  Children  (AFDC),^  further  reducing  the 
parents'  ability  to  secure  housing.  Furdsermore,  the 
parents  may  not  be  allowed  to  regain  custody  of  the 
children  until  they  demonstrate  thsu  they  have 
obtained  adequate  housing.  Hius,  it  may  be  ex- 
tremely difficult  for  a  parent  to  regain  custody  of  a 
child  who  has  been  placed  in  foster  care,  even  in 
cases  where  there  has  been  no  evidence  of  parental 
abuse  or  neglect.  Visits  to  see  children  also  become 
difficult  for  parents  who  are  moving  from  shelter  to 
shelter,  and  the  reduced  contact  between  parents  and 
children  may  finther  erode  family  relationships  (76). 


HJenrr^caiion  refers  to  the  "tack  to  Ibe  city"  moven»ni  by  middle-  and  upper-class  suburbanites  that  began  in  ibc  1970s,  This  has  te^hed  in  ibc 
coDvcnton  of  many  low-incon^  dwclUntgs  to  moir  cxpetisive  bousing  (e.g..  cor^ommiums)  no  longer  affordable  to  their  former  tenants.  A  particularty 
harmful  cos!  of  this  movement  for  the  poor  has  been  the  dramatic  decrease  in  singlc-imm  occupancy  hotel  rocmis,  nearly  half  of  the  Nation's  total  stock 
has  dis^ipcared  since  the  early  J97(h  (27). 

^For  more  Information  about  foster  care,  sec  ch  3.  "Parents  and  Families'  influence  on  Adolescent  Heallh,"  in  this  volume, 
'♦The  AFDC  progrmi  is  a  program  established  under  the  Social  Scciuiiy  Act  that  provides  cosh  welfare  payments  to  families  with  depei^ent  children 
who  have  been  deprived  of  parental  SDfq>ort  or  care  as  a  result  of  the  death,  tocapacitatioo,  unemployment*  or  contimied  absetice  of  a  parent  and  who 
meet  iiK^ome  and  resource  criteria  specified  1^  the  State  It  is  administered  by  the  Family  Sttpport  AdminiseratioD  of  DHHS 
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RecCTtly,  Title  V,  Subtitle  B,  Section  553  (Assist- 
ance lb  nxHnote  Family  Unification)  of  the  Qanston- 
Gonzalez  National  Affwdable  Housing  Act  of  1990 
(Public  Law  101-625)  authorized  an  additional  $35 
mUlion  for  each  of  fiscal  years  1991  and  1992  to 
provide  housing  assistance  for  certain  families  in 
Older  to  avert  childiens*  hon^lessness  and  subse* 
quent  placement  in  foster  care*  The  families  affected 
by  this  provision  of  Public  Law  101-625  would  be 
those:  1)  who  are  etigible  for  assistance  under 
Section  8  of  the  United  States  Housing  Act  of  1937 
and  2)  whom  the  public  child  welfare  agoncy  for  a 
jurisdiction  has  certified  is  a  family  for  whom  the 
lack  of  aitequate  housing  is  a  primary  factor  in  the 
imminent  placenwnt  of  the  family's  child  or  children 
in  oul-of-home  care  or  the  delayed  discharge  of  a 
child  or  children  lo  the  family  from  out-of-home 
care.  Allocations  from  the  fund  are  to  be  made  on  the 
basis  of  a  jurisdiction's  demonstrated  need. 

Homelessness  for  Adolescents  on  Their  Own 

Definitions  used  for  *  ^runaway '  *  and  **humeless' ' 
adolescents  vary.  The  National  Network  of  Run- 
away and  Youth  Services  differentiates  among  the 
following  categories:  1)  runaways,  young  pwople 
who  are  away  from  home  at  least  overnight  without 
the  peraiission  of  a  parent  or  caretaker;  2)  homeiess 
youth,  youth  who  have  no  parental,  substitute  foster, 
or  institutional  home  and  who  in  some  cases  may 
have  left  (or  been  urg^  to  leave)  with  the  full 
knowledge  or  approval  of  a  legal  guardian;  and  3) 
street  kids,  long-term  runaway  or  homeless  youth 
who  have  become  adept  at  fending  for  themselves 
**on  the  street/*  usually  by  illegal  activities  (41).^ 

Homeless  adolescents  and  street  kids  who  have 
been  forced  out  of  their  homes  when  they  are  no 
longer  wanted  by  their  families  are  sometimes  called 
**throwaways/*  **thn)wnaways,''  or  **pushouts/'  A 
recent  report  by  the  U.S.  j^partment  of  Justice 
differentiated  between:  1)  runaways,  children  who 
leave  home  without  permission  and  stay  away 
overnight;  and  2)  thrownaways,  children  who  have 
been  told  to  leave  the  household,  children  who  have 


been  abandoned  or  des^t^,  and  children  who  run 
away  and  whose  caretako*  does  not  allow  them  to 
return,  makes  no  effort  to  lecovCT  them,  or  does  not 
care  whether  they  return  (74). 

In  fact,  the  population  of  homeless  and  runaway 
miolescents  is  a  dynamic  one,  with  U  least  soiro 
homeless  adolescents  having  histories  of  being 
runaways  and  at  least  some  runaway  adolescents 
being  just  a  step  away  from  being  more  pmnanently 
homeless  themselves.  As  a  practical  matter,  there- 
fore, the  distinctions  between  homeless  adolescents 
on  tiieir  own  and  nmaway  adolescoits  are  some- 
times arbitrary.  Fiirthermore,  both  groups  are  SCTved 
through  the  same  service  system — namely,  runaway 
and  homeless  youth  <^ters,  many  of  which  are 
funded  in  part  by  the  Fedml  Government.^  Much  of 
the  information  in  this  chq>ter  on  homeless  adoles- 
cents on  their  own  has  been  gathered  from  adoles- 
cents using  runaway  and  homeless  youth  centers. 
Unless  otherwise  specified,  when  data  cn  homeless 
adolescents  are  rqKjrted,  this  chapter  does  not  make 
distinctions  between  adolescents  who  might  be 
identified  as  runaways  and  those  who  arc  truly 
homeless  and  living  on  their  own. 

Adolescents  become  runaways  or  homeless  on 
their  own  for  many  reasons.  Very  few  report  leaving 
home  to  have  fim  or  to  travel  (33  Jl).  Adolescents 
frequently  run  away  from  dysfunctional  and  abusive 
families  (43^1,57,58,72,74)7  Evidence  suggests 
that  the  majority  of  these  homeless  adolescents  have 
histories  of  l^ing  physically  or  sexually  abused 
(3133,42,57).  Not  surprisingly,  confUct  with  family 
members  is  often  cited  as  a  primary  reason  for 
leaving  home  (2,66,72).  Nearly  two-thirds  of  the 
yoimg  people  seen  at  federally  funded  runaway  and 
homeless  youth  shelters  cite  a  conflict  with  parents 
as  their  main  reason  for  leaving  home  (30,66).  For 
some  homosexual  or  bisexual  adolescents,  family 
conflicts  over  their  sexual  orientation  precipitate 
their  running  away  (33,56).  High  rates  of  parental 
alcohol  abuse  have  also  been  reported  for  families  of 
homeless  adolescents  on  their  own,  contributing  to 
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^^Allhougb  Ok  t€xm  '^youth^*  is  commooly  used  when  discussing  adotcsccnl  hoTOlcsswss.  OTA  prefers  the  torn  "adolescent/'  The  lem  youih 
implies  a  broader  imdcfmcd  age  mnge  than  ihe  tcnn  adolcsccal  aod  may  include  childra  younger  than  adolesccnls  ages  10  through  18,  as  weU  as  young 
adults  in  this  chapter.  OTA  us«  the  temi  adolescent  except  in  those  cases  where  youth  ^  part  of  the  actual  name  of  a  piece  of  IcgislatiM  (c  .g.,  Homeless 
and  Runaway  Youth  Act),  the  actual  name  of  a  service  organi/ation  or  provider  (e,g ,  homeless  and  runaway  youth  centers),  or  part  of  a  dcTmitira 
provided  by  an  organization  or  in  legislation  to  dcscribr^  a  particular  population  (e.g..  the  defmitiou  of  homeless  youth  provided  by  the  National  Network 
of  Runaway  and  Youth  Services). 

<^cderally  funded  nmaway  and  homeless  youth  centers  are  locally  controlled  factlibes  that  receive  Federal  funds  under  the  Federal  Runaway  and 
Homeless  Act  to  provide  emergency  shelter  and  other  services  to  runaway  or  olhowise  homeless  youth. 

''For  further  discussion  of  dysfunctional  famUics.  see  ch  3.  "Parents  and  Families'  Influence  on  Adolescoit  Health,**  in  this  volume. 


6'j7 


H-m  •  Adolescent  Health— Volume  II:  Background  and  the  Effectiveness  of  Sfi/ec/w/  Prevention  and  Treatment  Services 


family  violence  and  conflict  (47,51^7).  Most  nm- 
aways  and  homeless  adolescents  on  their  own  come 
from  single-parent  or  *  'reconstiftjted"  families  (43),* 
A  study  of 536  homeless  and  runaway  adolescents  in 
New  Jersey  found  that  only  14  percent  had  left 
homes  where  both  their  biological  parents  resided 
(58). 

In  a  sample  of  1 18  adolescents  entering  runaway 
shelters  during  a  2-week  period  in  New  York  City, 
Shaffer  and  Caton  reported  that  unaccompanied 
homeless  adolescents  tend  to  have  parents  who  are 
not  homeless  (57).  It  will  be  interesting  to  see  if  the 
number  of  unaccompanied  homeless  adolescents 
with  homeless  parents  increases  as  the  number  of 
homeless  families  in  general  rises. 

Adolescents  leaving  foster  care  or  institutional 
settings  (e.g..  State  psychiatric  hospitals  or  juvenile 
justice  facilities)  may  become  homeless  if  proper 
discharge  planning,  including  foUowup,  is  not  per- 
formed, or  if  adolescents  arc  placed  in  out-of-home 
settings  that  are  in^pn^mate  to  their  needs  (1,39, 
59,76).  Adolescents  leaving  foster  care  or  mental 
health  institutions  may  have  no  place  to  live  after 
they  are  no  longer  eligible  for  ttiese  residentially 
based  services  (15,39,59).  About  10  percent  of 
adolescents  receiving  ongoing  services  &om  runa- 
way and  homeless  youth  centers  had  spent  most  of 
the  time  during  the  previous  year  in  an  institutional 
setting  (72). 

In  their  study  of  adolescents  entering  runaway 
shelters  in  New  York  City,  Shaffer  and  Caton  found 
that  half  of  1 18  young  people  interviewed  in  shelters 
serving  runaway  and  homeless  adolescents  had 
spent  some  time  in  foster  care;  a  fifth  had  most 
recently  lived  in  an  instimtional  setting  (57).  Those 
with  a  history  of  foster  care  placement  had  more 
transient  residential  histories  in  genera!  than  adoles- 
cents who  had  not  been  in  the  foster  care  system. 

In  a  study  of  93  homeless  adolescents  in  various 
settings  in  the  Hollywood,  California  area  (e.g., 
shelters,  soup  kitchens,  and  informal  congregate 
sites  such  as  street  comers),  Robertson  found  that 
substantial  percentages  of  homeless  adolescents  had 
been  in  various  institutional  settings  previously — 
including  foster  care  (40.9  percent),  group  homes 
(38,2  percent),  and  juvenile  detention  or  jail  (55.9 


percent)  (47).  About  a  third  of  these  adolescents, 
Robertson  found,  had  gone  to  a  shelter  or  the  streets 
after  their  most  r^ent  separation  bom  an  institu- 
tional setting.  Many  of  these  adolescents  (all  of 
whom  were  ages  12  to  17)  had  simply  run  away  IBrom 
their  last  placement;  others  had  been  discharged  to 
the  custody  of  their  parmts,  but  returned  to  the 
streets  after  a  fight  or  by  mutual  agreement  (48). 

Another  recent  study  of  young  ^ults  who  had 
been  out  of  foster  care  for  at  least  2  years  also 
reported  that  one-third  had  spent  their  first  night 
after  discharge  on  the  streets;  29  percent  had 
experienml  periods  of  homelessness  since  leaving 
the  system  at  age  18  (76). 

Service  Needs  of  Homeless  Adolescents 

Homeless  adolescents  have  a  wide  range  of 
service  needs.  The  problems  and  service  needs  of 
homeless  adolescents  living  with  their  families 
differ  in  some  ways  from  the  problems  and  needs  of 
adolescents  homeless  on  their  own. 

Homeless  Adolescents  in  Families 

How  Many  of  the  Homeless  Are  Families  With 
Children? — Most  of  what  is  known  about  homel^s 
adolescents  in  families  has  come  ftom  surveys  of 
families  in  shelters.  Virtually  nothing  is  known 
about  homeless  families  who  survive  living  in 
vacant  buildings,  their  cars,  or  temporarily  *  'doubled 
up ' '  with  fiiends  or  relatives.^  Cities  surveyed  by  the 
U.S.  Conference  of  Mayors  in  1987  reported  that  an 
average  of  one-third  of  their  homeless  jwpulations 
were  families  with  children.  Some  cities  surveyed 
(e.g..  New  York)  reported  that  homeless  families 
with  children  made  up  nearly  two-thirds  of  their 
homeless  population  (63).  The  vast  majority  (over 
70  percent)  of  the  cities  surveyed  reported  that 
homeless  families  were  the  largest  group  few  whom 
emergency  shelter  and  othu-  needed  services  were 
most  lacking. 

There  is  a  broad  consensus  that  the  numbers  of 
homeless  families  are  growing,  and  that  diildren 
(including  adolescents)  may  be  the  fastest  growing 
group  of  homeless  people.  The  U.S.  Conference  of 
Mayors,  in  its  1986  survey  of  25  cities,  reported  that 
the  most  significant  change  in  the  homeless  popula- 
tion during  1986  was  the  growing  number  of 
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^  famiJics  are  typicaUy  those  in  which  a  child  lives  with  two  aduhs  who  ftwctwa  as  the  child's  parents,  only  one  of  whom  is  a 

DiologTcal  parent  (e.g.,  stepfamilies). 

»nie  U.S.  General  Atcounting  Office  estimated  that  186.000 children  and  adolescents  lived  in  •  shared  housii^"  at  any  given  time  diiripg  1  m  (65). 
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families  with  children;  80  percent  of  the  cities 
surveyed  reported  an  increase  in  the  number  of 
homeless  families  with  children  (62),  The  1987 
survey  of  cities  by  the  U.S.  Confcnwice  of  Mayors 
lepoited  that  the  numbers  of  homeless  families  and 
children  were  continuing  to  increase  (64).  On 
average,  the  number  of  boneless  families  with 
children  had  increased  by  one-third  during  the 
previous  year  (Charleston,  South  Carolina,  reported 
an  increase  of  144  percent).  It  must  be  noted, 
however,  that  these  figures  do  not  reflect  actual 
counts  by  the  U.S.  Bureau  of  the  Census.  During  the 
1990  census,  new  efforts  were  made  to  include 
homeless  persons  in  the  census  count  by  surveying 
shelters  and  observing  individuals  in  places  where 
homeless  people  tend  to  congregate  (e.g.,  \md^ 
iMidges,  in  parks).  The  findings  based  on  this 
one-night  coimt  may  provide  some  important  infor- 
mation on  the  numbers  of  homeless  families  (and 
adolescents)-  Given  the  many  methodological  prob- 
lems involved  in  counting  homeless  persons  and  the 
many  **hidden'*  homeless  who  may  not  be  observed 
by  census  interviewers,  however,  it  is  unlikely  that 
the  1990  effort  will  produce  a  truly  accurate 
assessment  of  the  numbers  of  homeless  families 
with  ^olescents.^^ 

How  Many  Homeless  Families  Include  Adoles- 
cents?— Data  on  the  numbers  of  boneless  adoles- 
cents ages  10  to  1 8  who  are  living  with  their  families 
are  not  available*  Estimates  of  the  numbers  of 
homeless  children  in  families  vaiy.  Available  litera- 
ture, which  is  based  exclusively  on  studies  of 
families  staying  in  shelters,  suggests  that  homeless 
families  typically  consist  of  women  on  their  own 
(usually  smgle)  with  their  young  children — usually 
under  the  age  of  5  (7,8,9,10,25,37,63).  Tb  OTA*s 
knowledge,  there  are  no  studies  that  look  exclusively 
at  adolescents  living  with  their  families  in  shelters. 
There  are  studies  that  include  adolescents  ages  10  to 
18,  but  these  studies  do  not  examine  adolescents 
separately.  The  story  of  one  adolescent  who  lived 
with  his  family  in  a  homeless  shelter  is  recounted  in 
box  14-A. 


A  1989  U.S.  General  Accounting  Office  (GAO) 
report  estimated  that,  on  any  given  night,  there  are 
68,000  diildren  and  adolescents  age  16  and  under 
who  are  members  of  homele^  familks  (65).  Of 
those  68,000,  an  estimated  12  percent  (8,160  adoles- 
cents)  are  ages  13  through  16  and  an  estimated  36 
percent  (24,480  childr^  and  adolescents)  are  ages  6 
through  12. 

Other  studies,  although  using  somewhat  diffCTent 
age  breakdowns,  have  found  resuhs  roughly  cwsist- 
ent  with  the  GAO  study.  Two  studies  reporting  age 
breakdowns  of  children  living  with  their  families  in 
shelters  found  that  fewer  than  10  percent  of  one 
study  sample  were  ages  12  to  16  (8),  and  that  26.6 
percent  of  another  san^le  of  sheltered  children  were 
ages  1 1  to  17  (37).  A  study  of  homeless  adolescents 
using  meal  programs  in  Alameda  County^  California 
found  that  17  percent  of  children  in  recently 
homeless  families  wctc  ages  13  to  17  (50).  Differ- 
ences in  the  percentages  of  children  who  are 
adolescents  in  any  given  shelter  probably  depend  on 
a  numb^  of  factors,  including  shelter  regulations 
that  restrict  the  sheltering  of  old^  children  and  the 
composition  of  the  local  homeless  population. 

Service  Needs  of  Homeless  Adolescents  in 
Familiw— The  limited  research  that  has  been  con- 
duct^ on  children  (including  adolescents)  who  are 
homeless  in  families  indicates  that  these  children 
experience  a  broad  range  of  problems,  including 
physical  and  mental  health  problems  and  school 
problems  (3,39,41a).  Some  of  these  problems  and 
the  service  ne^  of  these  children  are  discussed 
below.^* 

Physical  Health — Studies  indicate  that  homeless 
children  are  at  higher  risk  for  virtually  all  medical 
disorders  experienced  by  children  in  general  (37,39, 
41a^77).  They  are  particularly  vulnerable  to  ailments 
that  result  from  environmental  exposure  and  unsani- 
tary living  conditions,  including  problems  such  as 
upper  respiratory  and  ear  infections,  gastrointestinal 
problems,  lice  infestations,  bums  and  trauma  (37,4 la, 
77).  They  also  experience  high  rates  of  dental 
problems.^2  19  Healdi  Care  for  the 

Homeless  projects  funded  by  the  Robert  Wood 


««ln  the  Stewart  McKiimcy  Homeless  Assistance  Anteodmeols  Act  of  1990  (Public  Law  101-645.  sec.  402).  C«<grc»  requested  ^  \3S. 
Government  Acconnting  (Mice  to  study  the  methodology  and  procedures  oscd  by  the  Bureau  of  the  Census  in  flicir  count  erf  bometess  people, 

"Hcrcand  in  the reroaiiwlcrofthcdiscusslon  that  follow 
Data  sources  gcnciuHy  do  i»t  break  cwt  adolescents  ag«  10  to  18;  consequently,  it  is  oto  wA  possibte  to  describe  their  needs  specifically, 

^2For  a  gcDcfai  discussion  of  dental  proWcms  cxpcriaiced  by  low  incomc  adolescents,  sec  ch.  8.  "Dental  and  Oral  Health  Problems:  Ptcvcntion  and 

"crvices,*'  in  iWs  volume. 
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Box  JS-Year^ld's  Recollection  ofLtfe  in  a  Uomekss  Shelter 

My  im^iCT  and  my  four  bn^im  ami  si^tm  ai^ 
1 1  becmse  my  moAcx  wmted  to  keq)  tte  iiamily  toged^,  md  not  mid  us  aU  to  sepmte  ft^cx  homes.  Our  old 
<Hie  room  hou»  thai  mi  wot  lemiiig  was  ccmdcaimcd  It  shoukfai  *t  have  been  lived  in    itntod;  it      a  cracked 
wfaidow  tiiiS  kq>t  ft  cdd  daring  die  Walter.  My  Itttle  bi^^ 
and  almost  £ed  CXir  social  wcris^r  said  tliat  we  must 

hcHM— my  nu^fa^  did  not  want  to  scpm^^  us,  so  we  <todkted  to  mc^e  to  a  sbetof  . 

life  in  tte  stater  was  veiy  haid  to  get  used  ta  Whm  we  first  got  dieie,  m 
coU  to  eat  We  couldn't  have  visitcns;  iiot  even  relatives  oould 

there  were  mice  and  rats  in  our  nxan.  Scm^times  we  didn't  have  any  teat  ^  in  the  sumn^  yoa  couldn't  ^^cn 
tte  windows  to  g^  air  whoi  die  air  cm^Uticmans  iHtdis  do^ 

buses  so  I  could  get  to  school  At  sdiod  scm^  of  d»  kids  would  mate  ftm  of  me  abrat  livii^  in  dm  slie&er^  but 
I  wi^d  just  ignore  them.  The  food  at  die  stmber  tasted  lite 

food  that  we  were  supposed  to  eat  People  were  getting  sick  from  tte  food  th^  we  got  at  die  cafirtcria.  There  were 
no  doctors  to  look  after  those  who  were  sick.  Feqple  were  breaking  into  lorais  wiren  no  one  was  in  dmn.  Ttere 
were  ^curity  guards  d»m,  bm  diey  were  often  as  a&aid  as  we  were.  One  secufi^ 

to  tate  over  SOTie  <rf  the  peq>le,  ai^  tfiey  woold  blaim  dieir  children  ort^  why  they  were  doing  drags.  Icmce 
sawson»pe<^ecomeandduowamancrff  almk«Qr,bec^useteowedft  money.  There  was  a  lot  of  shooting 
and  evoi  diildren  dying.  One  n^  who  was  ^loc^ing  someme  ^  d^  sheber  Biamt  hit  a  bat^. 

Soon  afto*  all  of  this  stuff  we  got  a  doctor  to  osne  and  be  on  the  pn^xfty»  we  got  new  guaids  to  woik  there* 
and  eveii  d^  food  got  bet^.  Tbey  m^  it  so  diat  d»  pec^e  ate  food  ^  secli^ 

a  line  to  stand  htl^le  flatted  tocOTte  and  go  whmdKy  wanted  feel  lite  pHscmfs.  We oxild 

even  have  visitors*  My  modier  got  a  chance  to  get  a  trade  as  a  caipraier.  She  and  some  odiea-  parents  started  a 
<Mdim's  watch  so  diat  aU  of  d»  childiCT  woidd  be  in  dieir  looms  itt  a  c^^ 

di^  diere  wm  always  kick  to  play  wiA«  Only  families  were  alk>wed  to  stay  at  die  ^eto.  A  photc^replier  came 
to  the  shefter  to  teach  photogi^y  ai^  my  nKm  ^d  it  would  be  a  good 

to.  Now  I  tate  kns  of  pictures,  and  soam  haw  even  be»  {Hitdid^  in      Magazine  and  The  Wash^tgum  Post 

Thm  were  peq)le  1^0  cmly  stored  in  the  better  ft^  a  litde  while,  but  scnne  stay  fcrev^.  Luckily  we  fii^y 
got  out  and  now  we  Uve  m  our  own  lH»ne  and  we  are  doing  voywdL  Thanks  to  die  shelter  we  bad  some  place  to 
go  and  we  were  all  ^le  to  st^  togedier  as  a  family. 


Johnson  Foundation  and  the  Pew  Memorial  Trust 
(39)  indicate  that  children  who  are  homeless  experi- 
ence chronic  health  problems  at  about  twice  the  rate 
reported  in  the  National  Ambulatory  Medical  Care 
Survey'^  for  children  in  general  (77).  Inadequate 
facilities  for  daily  hygiene  increase  risk  of  disease 
and  make  it  nearly  impossible  to  follow  prescribed 
medical  regimens.  Living  in  close  quarters,  particu- 
larly in  communal  shelters,  can  increase  the  risk  of 
disease  transmission  (26). 

Children  who  are  homeless  have  been  found  to 
experience  nutritional  deficits,  such  as  iron  deficien- 
cies (39),  and  visual  problems  (41a).^'*  Shelters  and 
other  emergency  food  assistance  facilities  report  that 
they  are  often  unable  to  provide  nutritionally  bal- 


anced meals  to  residents  and  that  they  view  lack  of 
food  and  poor  nutrition  as  serious  problems  for 
homeless  families  (63). 

Mental  Health — Information  about  the  mental 
health  of  older  children  in  shelters  with  their  families 
is  extremely  limited.  However,  in  studies  of  the 
children  of  homeless  families  in  Boston,  Massachu- 
setts, researchers  found  that  children  had  serious 
developmental  and  emotional  problems  (7,8,9,10). 
These  studies  assessed  school-aged  children  living 
in  shelters  in  Boston — of  whom  about  one-third 
were  ages  12  to  16  and  two-thirds  were  ages  6  to 
1 1 — on  the  Children's  Expression  Inventory  and  the 
Children's  Manifest  Anxiety  Scale  and  found  that 
they  manifested  high  degrees  of  distress.  Despite 


*^Tlic  National  Ambulalory  Medical  Care  Sarvcy  is  an  ongoing  survey  conducted  by  DHHS  of  ambulatory  visits  to  office-bas«l  physicians.  Sec  cb. 
6,  * 'Chronic  Physical  Illness^:  Ptcvcntion  and  Services,"  in  this  volume,  for  addictonal  information  about  the  survey. 

*^For  a  general  discussion  of  tt»  nutritional  problems  of  adolescents,  see  ch.  7»  "Nuttilion  and  Fitness  Problems:  Prevention  and  Services."  in  this 
volume.  ^ 
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their  methodological  limitations,  the  studies  in 
Boston  do  substantiate  the  genendly  hi^  levels  of 
distress  that  children  living  in  Alters  can  experi- 
ence (9).  Many  of  tiie  difificulties  expmenc^  by  the 
Bost<m  children  (e.g.,  poverty,  residential  instabil- 
ity), however,  predated  their  current  episode  of 
homelessness,  indicating  that  the  lives  of  these 
children  may  have  been  disrupted  for  some  time  (9), 
In  contrast,  a  Philadelphia  study  of  43  shelter 
children  ages  6  to  12  found  that  only  9  pwcem  had 
scores  in  '^the  clinical  range*'  on  an  index  of 
emotional  and  behavioral  problems;  another  7  chil- 
dren ages6to  12(16pen:ent)inthis  study  had  scores 
near  the  clinical  range  (41a),  These  findings  could 
have  been  a  result  of  having  parents  rather  than 
children  or  professionals  assess  the  children's  state 
of  psychological  health  (41a),  In  general,  the  re- 
searchers  in  this  study  seemed  surpri^  at  parents' 
favorable  ratings  of  their  children's  health.  When  the 
researchers  used  projective  measures  of  emotional 
status,  such  as  mdcing  three  wishes  and  house-tree- 
person  drawings,  the  6-  to  H-year-olds  showed  **a 
strong  tendency  to  wish  for  major  changes  in  their 
life  situation,  indicating  an  intense  awareness  of 
their  plight  as  homeless  poor  people"  (4 1  a).  In 
contrast,  yoimger  children  seemed  less  aware  of 
their  and  their  families'  plight  (41a). 

The  experience  of  homelessness  puts  families  as 
a  whole  under  high  levels  of  stress,  and  children  in 
families  that  are  homeless  may  be  at  greater  risk  of 
child  abuse  and  neglect  than  similar  domiciled 
children.  In  one  Boston  court,  boneless  children 
account  for  one-third  of  the  abuse  or  neglect  cases 
(22). 

Access  to  Health  Care — Children  who  are  home- 
less are  frequently  without  adequate  or  any  health 
insurance  coverage.*^  A  Washington  State  study 
found  that  35  percent  of  a  sample  of  homeless 


children  had  no  insurance  coverage;  40  percrat  were 
covered  by  Medicaid.  One-tfiird  of  the  hc»neless 
children  in  this  study  did  not  have  a  usual  site  of 
health  care  (e*g.,  public  clinic,  hospital  clinic,  or 
emergency  room),  and  over  half  (58-9  percent)  did 
not  have  a  usual  health  provider  (e.g.,  doctor,  nurse, 
or  nur^  practitioner).  Lack  of  money  or  insurance 
coverage  of  dental  care  fiequratly  prevrated  fami- 
lies from  seeking  this  care  when  it  was  needed  for 
children.  Rates  of  emergmicy  room  use  by  children 
who  are  homeless  have  been  reported  to  be  much 
higher  than  for  children  m  general,  eithor  because 
care  for  boneless  children  is  not  sought  until 
problems  becon^  acute  or  because  such  children 
have  no  regular  health  provider  (37,4  la).^* 

Education— The  U.S.  Department  of  Education, 
in  a  recent  report  to  Congress  on  school-aged 
homeless  children  and  adolescents,  estimate  that 
there  are  272,773  school-aged  homeless  children 
throughout  the  United  States  (70)^"^  Estimates  were 
made  using  a  variety  of  methods,  including  actual 
1-day  counts,  data  based  on  e^imation,  and  partial 
data  where  information  was  not  available  for  all 
parts  of  a  State.  One  State,  Hawaii,  did  not  provide 
data  for  the  report.  Because  of  these  methodological 
concerns,  caution  is  advised  when  interpreting  the 
data.^^ 

About  three-quarters  (about  72  percent)  of  school- 
aged  homeless  children  and  adolescents  are  esti- 
mated by  the  U.S.  Departn^nt  of  Education  to  be 
attending  school;  more  than  one-quarter  (about  28 
percent)  of  school-aged  hcnneless  children  and 
adolescents  are  not  thought  to  be  attending  schooL^^ 
The  U.S.  Department  of  Education  reports  that  about 
47  percent  of  homeless  school-aged  children  and 
adolescents  who  are  attending  school  are  in  grades 
7  through  1 2  (26  percent  in  grades  10  through  12  and 


J^For  a  general  discussion  of  i^th  insurance  coverage  among  adolcsccots.  sec  cIl  16,  -  Financial  Access  to  Health  Services,*'  in  Vol.  HI 

^^Fgi  a  discussion  of  iss\it&  pcrtainii^  lo  the  delivery  of  care  to  adolescents,  sec  ch.  1 5,  ^  Major  Issues  ftitoining  lo  the  Dclivcnf  of  Ptimafv  and 
Cwnprebcnsivc  Health  Services  lo  Adolesccols.**  in  Vol  m. 

^^Estimalcs  include  figures  for  the  Vii^n  Islaals.  American  Samoa,  and  Pucno  Rico.  ITicsc  territories  account  for  an  estimated  3.000  homeless 
school-aged  children  and  adolescents. 

*«Tliis  study  was  sutaiined  to  Congress  in  response  to  section  724(bK2>  of  the  Stewart  B.  WcKinoey  Homeless  Assistance  Act  (PuWic  Law  1 00-77). 
Recent  amcndmcm ^  fo  the  act  (the  Stewart  B.  McKinney  Homeless  Assistance  Amendments  Act  of  1990— Public  Law  101-645)  require  m  additional 
study  by  the  U.S.  Dcpartrocm  of  Education  to  "determine  die  b^i  means  of  idcatifyiing.  locating,  and  counting  homeless  children  and  youth'*. .  /*to 
create  as  accurate  an  account  as  possible  of  the  number,  location,  and  Hvii^  circumstances  of  such  childiw  a«J  youth  that  arc  attending  school  regularly, 
pait-time.  or  not  at  all,  and  reasons  for  the  non  anemiancc  of  such  children  and  youth. ' ' 

I9i>ata  were  not  provided  lo  tlK^  U.S.  Department  of  Education  by  Alabama,  ihc  District  of  Columbia,  Louisiana,  Mississippi.  New  York,  or  the  Vimio 
Islands. 
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21  percent  in  grades  7  through  9),  and  about  49 
percent  in  kindergarten  through  grade  6  (70).^ 

New  York  City  data  reveal  that  about  two-thirds 
(64  percent)  of  homeless  junicw-high-school-aged 
adolescents  and  half  of  homeless  high-school-aged 
adolescents  in  the  city  attend  school  (44,45). 

The  National  Coalition  for  the  Homeless  esti- 
mates that  40  i^rcent  of  homeless  school-ag^ 
children  do  not  attend  school  (40). 

Bassuk  and  her  colleagues  report  that  by  the  time 
they  reach  the  shelter,  children  have  fiequently 
already  experienced  problems  in  school  (9J0).  For 
example,  43  percent  of  homeless  school-aged  chil- 
dren in  a  Boston  study  were  found  to  have  repeated 
a  grade  by  the  time  they  were  surveyed  in  the  shelter. 
Not  surprisingly,  the  study  of  6-  to  12-year-old 
children  in  Philadelphia  shelters  found  that  the 
children  tended  to  have  low  scores  on  standardized 
tests  of  expressive  vocabulary  and  word  decoding 
(41a). 

Homeless  children  face  a  number  of  barriers  to 
continuing  their  schooling  (45),  Because  shelters 
rarely  have  day-care  facilities,  older  children  will 
often  stay  out  of  school  to  care  for  younger  children 
while  parents  are  out  job  hunting  or  looking  for 
housing  (11).  Similarly,  school-aged  parents  may  be 
prevented  from  attending  school  (70).  Even  if  they 
had  been  attending  school  regularly  prior  to  entering 
the  shelter,  adolescents  are  frequently  unable  to 
continue  to  attend  their  **home**  school,  as  the 
shelter  is  rarely  in  the  same  area.  Until  Federal  laws 
were  changed  recently  with  the  Stewart  B.  McKin- 
ney  Act  (discussed  below),  homeless  children  were 
often  reftised  enrollment  in  schools  because  they 
lacked  a  permanent  address  (23);  even  with  the 
change  in  law,  resistance  from  school  personnel 
continues  in  some  areas  (55). 

Lack  of  appropriate  documents,  such  as  birth 
certificates  and  immunization  records,  may  also 
make  it  difficult  for  homeless  families  to  register 
children  for  school  (63,70).  Famihes  moving  from 
place  to  place  may  find  it  particularly  difficuh  to 
keep  important  personal  records  securely  with  them. 
Without  transportation,  they  find  it  extremely  diffi- 
cult to  file  r^uests  for  copies  of  birth  certificates 
personally,  and  by  the  time  copies  have  come 


Recent  changas  in  Fed^  Utw  pt^tlng  exdusion  of 
children  from  school  becai^  they  Iwm  no  pemianent 
^ress,  and  ^>eci^  echools  and  programs  for  hmneless 
cMldren  ^  difffcdty  tn  school,  are  ways  in  which 
policymakers  and  edkicators  are  addressing 
the  eAicattonal  needs  of  homeless  children 
tn  famHIes. 

through  mail  requests,  families  may  have  relocated. 
Significant  delays  can  also  be  experienced  when 
records  are  transferred  from  schools  where  children 
were  previously  enrolled  (70).  If  children  are  living 
separately  fiwn  their  parents  {e-g.,  with  friends  or 
family),  the  unavailability  of  a  legal  guardian  can 
prevent  school  registration  (40).^* 

Even  when  they  are  enrolled  in  school,  hcm^less 
children  face  barriers  to  school  attendance.  Atten- 
dance at  a  child*s  •*old'*  school  may  r^uire  long 
daily  trij^  on  jmblic  transportation;  and  money  is  not 
always  available  to  pay  for  transportation  (40,70). 
Many  homeless  children  find  that  they  must  face 
ridicule  from  their  classmates  when  it  is  discovered 
that  they  are  homeless  (23,55).  Another  problem  is 
that  homeless  Alters  are  often  lacking  in  the 
privacy  and  quiet  ne^ed  for  children  to  complete 
their  homewoilt  (40).  Educators  who  work  with 
homeless  children  mdicate  that  it  often  takes  special 
effort  to  keep  homeless  children  in  school,  even 
knocking  on  shelter  doors  every  day  to  ensure 
attendance  (55). 

Oie  response  to  this  problem  has  been  to  create 
special  schools  for  homeless  children  where  they 
will  not  be  ostracized  and  educators  understand  their 
needs  (23),  Special  schools  for  homeless  children 


2^>Data  on  grade  level  wic  not  available  for  4  pcrcrot  of  childreo  «mi  sdoiescents. 

2tTiUc  VI  of  tte  1990  aroca«lincnts  to  the  McKinncy  Act  (Public  Law  101-645)  addresses  Ottsc  banlcrs  to  school  cnrollrocnt  (discussed  below). 


Chapter  14—Homelessnm:  Prmntlon  and  Smvlces  #  11-671 


have  been  created  in  llux>ina,  Washington;  Santa 
Clan%  California;  and  Salt  Lake  Gty,  Utah  (23). 
Homeless  children  and  adolescents  often  have 
^>ecia]  educational  needs  that  include  lemediidon 
in  basic  skills,  support  services  such  as  counselors 
and  social  wofkers,  after*school  i»t>granis  to  address 
basic  ne^s  including  food  and  belter,  and  sensitive* 
ity  and  awareness  training  for  school  personnel  (70). 

Homeless  Adolescents  on  Their  Own 

Recent  concern  about  boneless  children  has 
focused  primarily  on  the  needs  of  children  who  are 
part  of  homeless  families.  As  noted  earlier,  however, 
many,  if  not  most,  homeless  adolescents  are  living 
on  their  own.  In  many  ways,  the  iMX)blems  of 
homeless  adolescents  on  their  own  raise  more 
difficult  policy  issues.  , 

How  Many  Adolescents  Are  Homeless  on  Their 
Own? — Estimates  of  the  number  of  unaccompanied 
homeless  adolescents  ages  10  to  18  vary.  Among  the 
cities  surveyed  by  the  U.S.  Conference  of  Mayors  in 
1987, 12  cities  reported  on  numbers  of  unaccompa- 
nied homeless  adolescents.  These  cities  report^  that 
unaccompanied  adolescents  (ages  not  specified) 
represented  4  percent  of  their  homeless  population 
(64).  Nine  of  twelve  cities  reporting  on  the  numbei^ 
of  unaccompanied  homeless  adolescents  reported 
that  homeless  adolescents  were  a  group  that  was 
increasing  in  size. 

Title  V  of  the  Stewart  B.  McKinney  Homeless 
Assistance  Act  of  1987  provided  funding  for  the 
Primaiy  Health  Care  and  Substance  Abuse  Program 
(the  Health  Care  for  the  Homeless  Program)  by 
adding  a  new  Section  340  to  the  Public  Health 
Service  Act  (34).  The  federally  funded  Health  Care 
for  the  Homeless  Program  provides  direct  health 
care  services  to  hon^ess  persons  and  is  adminis- 
tered by  the  Bureau  of  Health  Care  Delivery  and 
Assistance  within  DHHS.  In  1988,  during  the  first 
year  of  operation  of  the  program,  1 .8  percent  of  the 
contacts  were  with  runaway  or  homeless  adolescents 
(ages  not  specified)  (34). 

DHHS,  in  the  1984  annual  report  on  runaway 
youth  centers,  estimated  that  about  one-third  (or 
1(X),(X)0)  of  the  young  people  receiving  services 
under  the  Runaway  and  Homeless  Youth  Act 
(discussed  below)  were  homeless  (71).  DHHS  fur- 
ther estimated  in  1984  that  there  are  more  than  a 


In  many  ways,  ttve  fmUemsof  hom^as  adctosoents  on 
th^  own  raise  more  cfiffioull  poiky  Issues  than  do  the 
fmt^ns  of  homdass  chlklren  with  0^  families. 

miUion  runaway  and  homeless  adolescents  ages  10 
to  17  each  year  (72).  Because  of  Ae  lack  of  more 
recent  national  data*  these  estimates,  based  upon  a 
1976  National  Statistical  Survey  of  Runaway  Youth 
mandated  by  Congress  in  the  original  Runaway 
Youth  Act  (Public  Law  93^15),  continue  to  be  used 
(72). 

In  a  1990  study  sponsored  by  the  Office  of 
Juvenile  Justice  and  Delinquency  Prevention  of  the 
U.S.  Department  of  Justice^  to  determine  the 
ntunbers  of  children  who  are  missing  each  year* 
researchers  used  a  variety  of  methods  to  develop 
estimates — including  a  naticmal  telephone  survey  of 
over  10,000  randomly  selected  households  to  de- 
velop estinurtes  of  the  numbers  of  children  who  had 
run  away,  been  thrown  away,  been  abducted,  been 
lost,  or  were  otherwise  missing;  a  survey  of  juvenile 
facilities  (e^g,,  groiq)  fo^  homes,  juvenile  conec- 
tional  facilities,  mental  health  facilities,  and  drug 
abuse  rehabilitation  facilities)  to  determine  the 
number  of  runaways  from  these  facilities;  an  inter- 
view study  widi  childroi  who  had  run  away  and 
returned  home;  and  a  study  of  a  national  sample  of 
agencies  having  contact  with  children  to  determine 
the  numbers  of  children  known  to  these  agencies 
who  had  been  abandoned  or  dirown  away. 

According  to  the  U.S-  Department  of  Justice 
study: 

•  There  are  approximately  450,700  children  and 
adolescents  who  run  away  in  the  United  States 


ERIC 


22This  study  was  mandated  by  Ibc  1984  Missing  Childrai's  Assistaocc  Act  (Public  Law  98-443.  sec.  404  (bK3))  (75). 
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each  year;  and  about  133^00  of  them  are 
without  a  place  to  sl^p  during  some  night 
while  they  arc  away  from  home  (75). 

•  There  are  ^jproximately  127,100  **thn)wn. 
away*'  children  and  adoiescents  in  the  United 
Stales  each  year,  and  about  59*200  of  them  are 
without  a  familiar  and  secure  place  to  stay  at 
some  point  during  their  thrownaway  experi'- 
ence  (75). 

•  About  45,900  children  and  adolescents  in  the 
United  Slates  in  1988  qualified  as  both  run- 
aways and  thrownaways  (75).^ 

All  of  these  estimates  include  high  proportions  of 
adolescents.  The  U.S*  Department  of  Justice  study 
found  that  nearly  all  of  the  estimated  112,600 
"thrownaways*'  who  were  identified  through  the 
household  survey  woe  ages  13  to  17;  about  one- 
quarter  of  the  estimated  14,500  • 'abandoned''  chil- 
dren  identifi^  through  a  community  survey  of 
child-serving  agencies  were  ages  11  to  17;  and  98 
percent  of  the  estimated  446,700  **runaways''  iden- 
tified through  the  household  study  were  ages  1 1  to 
17  (75).  The  researchers  consider  these  estimates  of 
the  numbera  of  throwaways  and  abandoned  adoles- 
cents and  children  to  be  conservative  because  they 
rely  on  interviews  with  caretakers  (who  might  be 
more  likely  than  their  children  to  report  an  incident 
as  running  away  rather  than  being  thrown  away)  and 
because  estimates  of  the  numbers  of  abandoned 
children  relied  on  limited  data  from  providers  (75). 

The  U.S.  Department  of  Justice  study,  on  the  basis 
of  the  household  survey  only — i.e.,  excluding  esti- 
mates of  the  nimibers  of  abandoned  children  and 
adolescents  and  the  numbers  of  runaways  from 
juvenile  facilities'"^— estimated  that  513,400  chil- 
dren and  adolescents  become  runaways  or  thrown- 
aways in  the  United  States  each  year  (75).^^  One 
caimot  determine  from  the  data  how  many  of  these 
5 13,400  children  and  adolescents  could  be  classified 
as  homeless  during  their  runaway  or  thrownaway 
exigence.  The  data  clearly  indicate,  though,  that 
tens  of  thousands  of  adolescents  in  the  United  States 


each  year  have  the  experience  of  being  without  a 
familiar  and  secure  place  to  sle^. 

In  fiscal  year  1987,  10.1  percent  of  the  56,000 
adolescents  who  received  belter  ot  counseling 
through  federally  funded  runaway  and  homeless 
youth  centCTs  wwe  classified  as  homeless  (72),  That 
year,  however,  only  about  half  of  the  adolescents 
who  received  such  services  at  these  centers  were 
reunited  with  their  families,  a  fact  which  stiggests 
that  the  p^centage  of  adolescents  who  are  homeless 
may  be  much  higher.  Of  the  adolescents  receiving 
services,  35,2  percent  were  placed  in  altem^ve 
living  arrang^nents,  9.2  percent  h^  no  planned 
destinaticm,  and  5.4  permit  returned  to  the  streets.  In 
general,  younger  and  runaway  adolescents  tended  to 
return  home;  older  and  homeless  adolescents  tended 
to  pursue  alternate  arrangements.  GAO  estimates 
that  70,000  unacconipani^  young  people  may  have 
been  served  by  fedoally  funded  and  otl^  runaway 
shelters  in  1987;  there  may  be  another  64,000  to 
208,000  homeless  adolescents  who  are  not  seen  in 
shelters  (65). 

A  snidy  of  adolescents  usiag  shelters  in  Los 
Angeles  County  reported  that  35  percent  had  no 
home  to  which  they  could  return;  another  quarter 
were  chronic  runaways  who  were  unlikely  to  be 
returned  home  (35),  Two-thiids  of  the  adolescents 
seen  by  outreach  agencies  (e.g.,  drop-in  centers  or 
street  workers)  were  truly  homeless;  most  were 
staying  on  the  street. 

There  is  little  information  available  about  home- 
less adolescents  on  their  own  who  do  not  use 
available  shelter  and  runaway  services  (i.e.,  adoles- 
cents who  stay,  for  example,  in  cars,  abandoned 
buildings,  parks,  or  all-night  restaurants).^^  Home- 
less adolescents  living  on  their  own  who  do  use  the 
runaway  and  homeless  youth  shelter  system,  how- 
ever, tend  to  be  non-Hispanic  white  (although  blacks 
represent  a  disproportionate  share),  ages  16  or  17 
(generally  older  than  homeless  adolescents  with 
their  families),  and  are  more  likely  to  be  male  than 


^'individuals  could  qualify  as  both,  for  example,  if  ihey  bad  bad  more  than  of^  incidem  of  leaving  home,  or  if,  af icr  ninning  away,  ihcy  had  beccmie 
thrownaways  when  ibcir  canelaker  refusfed  to  allow  ebeir  return  home. 

^Tbc  authors  of  ihc  study  caution  against  simply  adding  together  esiunatcs  of  tlK  numbers  of  different  types  of  *'mls&ing*'  children  (e.g..  runaways 
with  thrownaways)  because  of  the  potential  for  oveiiap  between  categories,  and  because  it  may  not  make  conceptual  sense  to  combine  categories  (75). 

^Because  of  the  high  proportion  of  adolescents  idemified  as  runaways  or  ihivwnaways  in  the  houseboki  survey,  <mic  would  expect  a  very  high 
proportion  of  these  513.000  nmaways/Chrownaways  to  be  adolescents. 

^*Tlie  proportion  of  unaccompanied  iKMneless  adolescents  who  use  shelter  services  is  unknown.  study,  which  sampled  homeless  adolescents  from 
a  variety  of  sites  other  than  shclt^  in  Hollywood,  California,  found  that  only  40  parent  reported  that  they  had  stayed  in  a  shelter  during  the  pntvious 
month  (52).  ^ 

EMC  ^ 
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female  (55  percent  of  homeless  adolescents  using 
ximaway  and  homeless  youth  sheltei^  are  male)  (66). 
The  ethnic  mix  of  adolescents  who  use  the  runaway 
and  homeless  youth  shelto-  ^stem,  however,  tends 
to  vary  depencUng  on  the  greater  community.  In  their 
sample  of  adolescents  entering  runaway  shelters 
during  a  2-week  period  in  New  York  City,  for 
example,  Shaffer  and  C^aton  reported  that  about  half 
were  black  and  more  than  one-third  were  Hispanic 
(57).  The  numbers  of  male  «k>lescents  from  Central 
America  who  have  entered  the  country  illegally  and 
are  now  homeless  may  be  increasing  (43). 

According  to  data  collected  from  mnaway  and 
homeless  youth  centers,  most  homeless  adolescents 
using  runaway  and  homeless  youth  centers  are  from 
the  local  area  (49,66.72).  DHHS  reported  in  1987 
that  nearly  nine-tenths  (87.4  percent)  of  adolescents 
receiving  services  from  federally  funded  nmaway 
and  homeless  youth  centers  had  last  lived  within  50 
miles  of  the  runaway  shelter;  more  than  half  (52.2 
percent)  of  the  adolescents  receiving  such  services 
had  last  lived  within  10  miles  of  the  shelter  (66  J2). 
Some  geographic  areas,  such  as  Los  Angeles  and 
San  Francisco,  report  relatively  higher  proportions 
of  homeless  adolescents  coming  from  other  areas 
(33,60).  Of  the  adolescents  using  federally  funded 
runaway  and  homeless  youth  shelters,  about  half 
have  run  away  previously  (72). 

Service  Needs  of  Homeless  Adolescents  on 
Their  Own — Adolescents  who  are  homeless  and  on 
their  own  are  at  greater  risk  than  those  in  the  general 
population  for  a  number  of  health  problems,  includ- 
ing physical  and  mental  health  p-oblems,  substance 
alMise,  pregnancy,  sexually  transmitted  diseases,  and 
physical  and  sexual  abuse. 

Physical  Health — ^Few  specifics  are  known  siboui 
the  physical  health  status  and  health  care  needs  of 
unaccompanied  homeless  adolescents  (4).  Existing 
data  suggest  that  many  of  the  problems  they 
experience  are  similar  to  those  experienced  by 
homeless  children  in  families.  For  example,  even 
when  homeless  adolescents  find  it  relatively  easy  to 
find  food  (either  through  soup  kitchens  and  shelters, 
or  by  purchasing  food),  their  diets  are  often  nutri- 
tionally deficient  (42),  and  their  poor  diets  may 
exacerbate  medical  problems  (21). 


In  addition,  the  Amoican  Medical  Association 
Council  on  Scientific  Affairs  notes  that  livii^  on  the 
struts  makes  it  particularly  difficult  for  homeless 
adolescents  to  perform  routine  tasks  associated  with 
personal  hygiene  (4).  Hius,  it  is  nearly  inf^>ossible  to 
follow  treatment  protocols  such  as  keeping  a  wound 
clean.  Resistance  to  di^a^  is  Iowct  under  the 
stressful  comiitions  of  living  on  tl^  streets,  so  tibe 
chances  of  contracting  infectious  diseases  are  in- 
creased (57).  Two-thirds  of  homeless  adolescents  in 
one  study  reported  recent  health  problems  (no 
fiirther  information  available)  (47),  More  than  half 
had  received  medical  treatment  during  the  past  year; 
about  a  fifth  said  that  their  health  had  become  worse 
since  becoming  homeless. 

Homeless  adolescents  ages  13  to  19  who  were 
seen  by  17  of  the  19  Health  Care  for  the  Homeless 
projects  funded  by  the  Robert  Wood  Johnson 
Foundation  and  the  Pew  Memorial  Trust  suffered 
higher  rates  of  nearly  all  acute  disorders  (e.g,,  upper 
respiratory  infections,  genitourinary  problems,  minor 
skin  problems)  and  trauma  as  compared  to  adoles- 
cents included  in  the  National  Ambulatory  Medical 
Care  Survey  (78).  Homeless  adolescents  in  this 
clinical  sample  also  experienced  chronic  disorders 
(e.g.,  eye  disorders  such  as  poor  vision,  gastrointesti- 
nal disorders,  ear  problems  such  as  otitis  media 
(middle-ear  infections)  or  impaired  hearing*  and 
dental  problems)  at  nearly  twice  the  rate  of  similarly 
aged  adolescents  in  the  National  Ambulatory  Medi- 
*  cal  Care  Survey  study.  Nutritional  disorders  were 
also  more  common  among  the  homeless  adolescents 
(78). 

Homeless  adolescents  on  their  own,  as  well  as 
those  with  their  families,  face  a  number  of  barriers 
to  receiving  ^rofniate  services.  Older  adolescents, 
in  particular,  may  fall  **betw€^n  the  cracks^*  as  they 
fall  outside  of  the  jurisdiction  of  programs  designed 
to  serve  children  but  do  not  yet  have  the  full  rights 
of  aduhs.  Such  adolescents  may  not  be  eligible  to 
receive  public  assistance  (welfare)  if  they  have  not 
been  legally  emancipated  through  the  court,  may  be 
excluded  from  shelters  serving  families  or  single 
adults,  and  may  have  difficulty  gaining  access  to 
medical«rvices  without  parental  consent  (4,5,59).^^ 


^or  agcncral  discussronof  bow  parental  con^ot  requtrcmenu  may  affect  adolesccnis'  access  to  jK^lb  care,  sec  ch.  1 7/  'Consent  and  Confidentiality 
tn  Adclcsccot  Health  Care  Dcctsk^nmakiog.**  in  Vol.  in. 
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Most  homeless  adolescents  have  no  medical 
insurance  coverage  (46),^  Often,  adolescents  be- 
lieve that  without  money,  they  are  ineligible  to 
receive  services  such  as  medical  care  (4^),  Hospi- 
tals, including  emergency  rooms,  arc  frequently  the 
most  comnK>n  source  of  regular  care.  Greater  use  of 
hospital  V.  ambulatory  care  results  in  costly  utiliza- 
tion patterns  (46). 

Mental  Health — Homeless  adolescents  cm  their 
own  f5requenlly  experience  higher  rates  of  mental 
health  problems  than  adolescents  in  the  general 
population.^  Hiere  are  anecdotal  reports  that  the 
population  of  young  people  on  the  str^t  is  becoming 
younger,  and  more  disUirbed  and  dysfunctional  (54)* 

Researchers  report  that  homeless  adolescents 
experience  high  rates  of  depression  and  are  likely  to 
have  a  history  of  suicide  atten^ts.  Oie  study  found 
that  83-6  percent  of  homeless  and  ranaway  adoles- 
cents were  diagnosed  as  depressed  through  an 
interview  by  an  examining  physician  (v.  24  percent 
of  a  sample  of  noimmaway  adolescents  who  also 
attended  the  same  clinic),  and  18.2  percent  of 
homeless  and  runaway  adolescents  revealed  a  his- 
tory of  attenuating  suicide  (as  compared  to  4  percent 
of  nonrunaway  adolescents)  (79).  Another  study 
foimd  that  at  least  a  third  of  the  homeless  adolescent 
females  and  15  percent  of  the  homeless  adolescent 
males  had  previously  attempted  suicide  (57).  An- 
other third  of  the  homeless  males  and  females  had 
thought  about  attempting  suicide.  (Xher  researchers 
report  that  nearly  half  of  homeless  adolescents  had 
histories  of  suicide  attempts,  with  29  percent  having 
attempted  suicide  in  the  previous  year  (38*53).  Data 
from  DHHS  on  adolescents  served  by  federally 
funded  runaway  and  homeless  youth  centers  suggest 
that  as  many  as  61  percent  of  these  adolescents  are 
depressed  and  that  about  1 1  percent  may  be  suicidal 
(72). 

Almost  a  quarter  of  a  sample  of  homeless 
adolescents  in  the  Hollywood,  California  area  had 
received  inpatient  mental  health  treatment  at  some 
time,  although  few  had  received  any  type  of  mental 


health  treatment  during  die  year  prior  to  their  being 
surveyed  (38,47t53).  Rates  of  mental  disorders  listed 
in  the  third  edition  of  the  American  Psychiatric 
Association's  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  PSM-III)  were  found  to  be  at 
least  diree  times  hi^er  than  those  of  a  nonhomeless 
group  of  comparison  i^olescents  (as  assessed  by 
items  from  tte  Diagnostic  Intwview  Schedule  and 
the  Di^ostic  Intorview  for  Children  and  Adoles- 
cents, both  of  which  are  based  on  DSM-m).  In 
addition  to  high  levels  of  self-reported  d^nession 
symptoms,  a  sizable  portion  (29  percent)  reported 
four  or  more  symptoms  on  a  psychotic  symptom 
index,  further  emphasizing  the  need  that  many  of 
these  adolescents  have  for  mental  health  evaluation 
and  possible  treatment  (38). 

Adolescents  in  their  sample  of  homeless  and 
nmaway  adolescents  in  New  YoA,  Shaffer  and 
Caton  found,  had  a  psychiatric  profile  similar  to 
adolescents  attending  a  psychiatric  clinic  (57).  In 
addition,  38  percent  of  the  adolescents  Shaffer  and 
Caton  surveyed  reported  that  they  needed  help  for 
emotional  pixrt)lems;  one-fifth  had  previously  re- 
ceived psychiatric  treatment.  Shaffer  and  Caton 
concluded  that  much  of  the  ciment  psychiatric 
disturbance  was  present  before  the  cuirent  runaway 
or  homeless  episode. 

Substance  Abuse — Mirious  studies  have  reported 
high  rates  of  substance  abuse  among  homeless 
adolescents.^^ 

Yates  et  al,  found,  for  example,  that  83.6  percent 
of  the  1 10  homeless  and  nmaway  adolescents  and 
young  adults^^  using  an  outpatient  medical  clinic  in 
Hollywood,  California  reported  that  they  used  drugs 
or  alcohol  (as  ccnnpared  to  67.0  percent  of  the  665 
nonrunaway  clients  seen  at  the  clinic)  (79).  These 
researchers  also  found  that  34.5  percent  of  the 
homeless  and  runaway  adolescents  using  the  clinic 
had  used  intravenous  drags  (as  compared  to  3.7 
percent  of  their  nonrunaway  peers)  (79). 

A  survey  of  adolescents  and  young  adults  ages  10 
to  24  visiting  an  outpatient  medical  clinic  in  Los 


28For  ageneral  discussion  of  adolescents'  problcais  wilb  respccf  fo  health  insurance,  sec  ch.  16,  ^'I^nanctal  Access  to  Health  Services/'  in  Vol. 
»For  a  general  discussion  of  mental  health  l^oblcms  among  adolcsccnls,  see  ch.  1 1 .  "Menial  Health  Problems:  PtcvcntiOD  and  Sca^ices/'  in  this 
volume^ 

a  general  discussion  of  sutetance  abuse  among  adolescents,  see  ch.  1 2,  "Alcohol  Tbbacco,  and  Dnig  Abuse:  Prevention  and  ServiccSe"  in  this 

volume. 

'^Fifty  -two  pcroeni  of  the  ranaway  clients  were  ages  10  to  1 7  (as  were  34  percent  of  the  nonrunaway  clients).  40  pcroem  of  the  runaways  were  ages 
IS  to  21  {as  were  57  percent  of  the  nonrunaways).  and  8  pexccni  of  the  runaways  were  ages  22  to  24  or  of  an  unknown  age  (as  were  9  percent  of  the 
j     Q  antnaways). 
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Angeles  found  that  an  estimated  half  of  the  homeless 
and  lunaway  adolescents  s«n  were  involved  in  drug 
abuse  (54), 

Shaffer  and  Caton  reported  that  70  percent  of  the 
honK^less  and  runaway  adolescents  entering  runa- 
way shelters  in  New  York  City  used  drugs  (57). 

Robertson  found  that  more  than  one-third  of  the 
93  homeless  adolescents  interviewed  in  a  smdy  in 
the  Hollywood,  California  area  met  DSM-HI  diag- 
nostic criteria  for  drug  abuse  (47).  This  drug  abuse 
rate  among  homeless  adolescents  (1  in  3)  was  five 
times  greater  than  the  rate  reported  for  adolescents 
who  were  not  homeless  (47).  About  one-quarter  of 
the  homeless  adolescents  surveyed  by  Robertson 
reported  having  used  dnigs  (e.g.,  heroin,  cocaine) 
intravenously  at  least  once  (47).  Robertson  and  her 
colleagues  also  found  that  more  than  one-third  (38 
percent)  of  the  93  homeless  adolescents  they  inter- 
viewed in  the  Hollywood,  California,  area  met  the 
DSM-in  criteria  for  alcohol  abuse  on  dependence  in 
the  previous  year  and  that  nearly  half  (48  percent)  of 
the  93  had  an  elevated  lifetime  prevalence  of  alcohol 
dependence  or  abuse  (47,51,52).  Robertson  and  her 
colleges  found  that  overall,  7.5  percent  of  the  93 
homeless  adolescents  (13  percent  of  those  diagnosed 
as  alcohol  abusers  and  2  percent  of  the  nonabusers) 
had  ever  received  alcohol  inpatient  treatment.  Only 
18  peicent  of  the  homeless  adolescent  alcohol 
abusers  had  received  treatment  of  any  type  in  the 
previous  year.  The  fact  that  so  few  received  treat- 
ment was  probably  due  in  part  to  the  fact  lliat 
relatively  few  of  the  adolescents  perceived  their 
alcohol  use  to  be  a  problem.  Homeless  adolescents 
with  alcohol  abuse  problems  were  more  likely  to  be 
male,  white,  and  older  than  other  homeless  adoles- 
cents (mean  age  =  16.1  years;  range:  ages  13  to  17) 
(47,52).  These  adolescents  also  had  more  chronic 
histories  of  homelessness,  were  less  likely  to  utUize 
shelters,  and  experienced  greater  difficulty  in  meet- 
ing other  subsistence  needs  (e.g.,  food  and  clothing). 
These  adolescents  were  more  likely  to  have  left 
home  because  of  physical  or  sexual  abuse,  to  have 
had  a  more  chronic  and  extensive  history  of  institu- 
tional contact,  to  have  more  mental  health  problems, 
and  to  abuse  drugs. 


Sexual  and  Reproductive  Health — Several  stud- 
ies have  found  that  most  homeless  and  runaway 
adolescents  have  higjt^  rates  of  sexual  experiaice 
than  other  adolescents. 

Yates  et  al.  reported  that  nearly  all  of  the  110 
10-  to  24-year-old  runaway  adolescents  seen  as.  an 
outpatient  medical  clinic  in  HoUywood,  Califomia 
(46.9  percent  were  ages  15  to  17,  and  41.6  percent 
were  ages  18  to  21)  had  had  sexual  intercourse  (79). 
These  investigators  found  that  more  than  one-half 
(57.3  percent)  of  the  nmaway  street  adolescents  and 
young  adults  in  their  Los  Angeles  study  had  had 
sexual  intercourse  before  the  age  of  15  (as  conqjared 
to  3 1 .0  percent  of  the  nonrunaways)  and  that  ahnost 
20  percent  of  the  runaway  street  adolescents  and 
young  adults  in  their  study  had  had  %xual  inter- 
course before  age  10  (as  compared  to  2.1  percent  of 
the  nonrunaways)  (79). 

Roberston  similarly  found  that  nearly  all  (92.3 
percent)  of  the  93  homeless  adolescents  she  sur- 
veyed in  various  settings  in  the  Hollywood,  Califor- 
nia area  reported  being  sexually  active  (mean  age  « 
16.1  years)  (47).  Forty  percent  of  the  homeless 
adolescents  Robertson  surveyed  reported  being  sex- 
ually active  by  age  13  (47). 

Furthermore,  Shaffer  and  Caton,  in  their  study  of 
118  adolescents  entering  runaway  shelters  during  a 
2-week  period  in  New  York  City,  found  that 
three-quarters  of  adolescents  under  the  age  of  18 
Imported  that  they  had  engaged  in  sexual  intercourse 
(57). 

Even  though  most  homeless  adolescents  are 
sexually  active,  few  of  them  report  consistent  use  of 
contraceptives  (46,57).  Homeless  adolescents  who 
engage  in  unprotected  sexual  intercourse  are  al 
increased  risk  of  pregnancy  and  sexually  transmitted 
diseases  (STDs).'^  Vmom  studies  have  reported 
high  rates  of  pregnancy  for  homeless  female  adoles- 
cents.'^ In  their  sample  of  adolescents  entering 
nmaway  shelters  during  a  2-week  period  in  New 
York  City,  for  example,  Shaffer  and  Caton  found 
that  one-third  of  the  homeless  female  adolescents 
they  interviewed  (mean  age  =15.7  years  old)  had 
been  pregnant  (57).  Ahnost  half  (44,4  percent)  of  the 
homeless  female  adolescents  surveyed  by  Robertson 
in  the  Hollywood,  California  area  had  been  pregnant 
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(47).  National  data  indicate  that  about  40  percent  of 
all  young  black  women  and  a  fifth  of  young  white 
women  have  been  pregnant  before  the  age  of 
18— older  than  the  adolescent  females  in  these 
samples  (29). 

Of  homeless  females  ages  13  to  15  seen  by  Health 
Care  for  the  Homeless  projects  funded  by  the  Robert 
Wood  Johnson  Foundation  and  the  Pew  Memorial 
Trust,  14  percent  were  pregnant  at  or  after  their  first 
ccmtact  with  the  project,  as  were  31  pciwnt  of 
females  ages  16  to  19  (data  are  not  reported  on 
lifetime  pregnancies)  (78).  The  pregnancy  rate 
among  these  homeless  females  was  more  than  10 
times  the  pregnancy  rate  reported  for  females  ages 
13  to  15  in  the  National  Ambulatory  Medical  Care 
Survey;  in  fact,  it  was  at  least  3  limes  the  pregnancy 
rate  reported  for  females  ages  16  to  19  in  that  survey. 

Homeless  and  runaway  adolescents  participate  in 
street  prostitution  (often  for  "survival,"  i.e.,  in 
exchange  for  food,  shelter,  or  money  with  which  to 
purchase  food  or  shelter)  at  relatively  high  rales. 

Nearly  30  percent  of  homeless  adolescents  (31 
percent  of  females;  28  percent  of  males)  surveyed  by 
Robertson  in  the  Hollywood,  California  area  re- 
ported that  they  engaged  in  prosritution;  they  were 
more  likely  to  engage  in  prostitution  during  periods 
of  hometessness  than  when  they  were  housed  (46). 

Similarly,  35  percent  of  those  seen  at  the  Larkin 
Street  Youth  Center  in  San  Francisco  reported  that 
they  had  engaged  in  prosiimtion,  primarily  for 
economic  reasons  (33). 
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Yates  et  al.  reported  that  26  percent  of  runaway 
street  adolescents  seen  at  an  outpatient  medical 
clinic  in  Hollywood,  California  engaged  in  prostitu- 
tion (as  compared  to  only  0.2  percent  of  nonrunaway 
adolescents  seen  at  the  same  clinic)  (79). 

Lower  rates  of  prostitution  among  homeless 
adolescents  are  reported  for  clients  of  The  Bridge,  a 
multiservice  agency  in  Boston.  Massachusetts.  There, 
less  than  20  percent  of  homeless  adolescents  are 
reported  to  have  re.sorted  to  prostitution  (43). 

Particularly  in  .some  areas,  such  as  San  Francisco 
and  Los  Angeles,  relatively  high  numbers  of  home- 
less adolescents  are  reported  to  be  homo.sexual 
(32,80).  A  Seattle  survey  found  that  40  percent  of  a 
sample  of  street  adolescents  identified  themselves  as 
gay.  lesbian,  or  bisexual  (56).  A  fifth  of  males  using 
a  New  York  City  .shelter  reported  that  they  were  gay 


(61),  Frequently,  these  adolescents  have  been  re- 
jected by  their  families  because  of  their  sexual 
orientation.  Once  on  the  streets,  they  arc  particularly 
vuhierable  to  violence  and  victimization  (1,80). 

Because  they  are  more  ftequently  involved  in 
sexual  activity  (including  both  homosexual  and 
heterosexual  iHX)stilution)  and  intravenous  drug  use, 
homeless  adolescents  are  at  higher  risk  for  infection 
with  human  immunodeficiency  virus  (HTV),  the 
vims  that  causes  AIDS  (16,28,80).  An  ongoing 
study  at  Covenant  House  shelter  in  New  Yoik  City, 
in  which  clients  receive  a  health  assessment  upon 
admission  to  the  facility,  indicates  that  6  to  7  percent 
of  adolescents  (ages  15  to  20)  screened  tested 
positive  for  AIDS  antibodies  (61). 

Runaway  and  homeless  youth  centers  in  all  10 
Federal  regions  report  that  one  of  their  primary 
health  concerns  is  the  prevention  of  STDs  and  care  . 
for  victims  of  STDs  and  AIDS  among  runaway  and 
homeless  youth  (72).  DHHS,  with  the  involvement 
of  Its  National  Institute  on  I>mg  Abuse,  has  begun  to 
provide  AIDS  prevention  training  to  staffs  of 
federally  funded  runaway  and  homeless  youth  cen- 
ters (30). 

Physical  and  Sexual  Abuse— Researchers  report 
that  large  numbers  of  homeless  atiolescents  were 
subjected  to  physical  or  sexual  abuse  prior  to 
becoming  homeless  (6,21,31,36,47,58). 

More  than  60  percent  of  a  sample  of  75  homeless 
adolescents  surveyed  in  San  Francisco,  reported  that 
they  had  been  sexually  abused  before  leaving  home 
(28).  A  study  of  187  Canadian  adolescents  and 
young  adults  ages  16  to  21  who  were  receiving 
services  at  a  shelter  for  runaway  and  homeless  youtij 
revealed  that  8 1  percent  experienced  severe  physical 
abuse  at  home  (6).  This  abuse  was  most  frequently 
perpetrated  by  a  parent. 

hi  the  fiscal  year  1984  annual  report  on  federally 
funded  runaway  and  homeless  youth  centers,  DHHS 
reported  tiiat  for  about  one-third  of  young  female 
adolescents  and  one-fifth  of  young  male  adolescents 
using  centers,  phy.sical  or  sexual  abuse  by  family 
members  or  others  was  a  problem  that  led  to  their 
running  away  (71). 

Over  one-third  (37.2  percent)  of  the  sample  of  93 
homeless  adolescents  surveyed  by  Robertson  in  the 
Hollywood,  California  area  reported  that  they  had 
left  home  at  least  once  because  of  physical  ^use; 
10.7  percent  reported  that  they  had  left  home 
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because  of  sexual  abuse  (47).  A  fifth  of  ihe  homeless 
adolescents  in  this  sample  had  been  removed  from 
their  homes  at  some  time  because  of  abuse  or 
neglect — an  observatiOTt  that  corroborates  the  l^Uef 
that  many  of  these  homeless  adolescents  had,  in  fact, 
come  from  abusive  households. 

hi  a  New  Jersey  san^le  of  536  adolescents  using 
runaway  and  homeless  youth  center  services  (of 
whom  60  percent  were  considered  to  acmally  be 
homeless),  ahnost  half  reported  physical  or  emo- 
tional abuse,  and  over  10  percent  reported  sexual 
abuse  at  home  (58). 

Sexual  and  physical  victimization  continue  to  be 
a  fact  of  life  for  many  adolescents  living  on  the  street 
(79).  Yates  et  al.  reported  that  3.6  percent  of  the  1 10 
runaway  and  homeless  adolescents  seen  at  an 
outpatient  medical  clinic  in  Hollywood,  California 
(as  compared  to  1.4  percent  of  the  655  nonrunaway 
adolescents  seen  at  the  clinic)  were  treatwJ  for 
trauma  (79),  They  also  reported  that  1.8  percent  of 
the  runaway  and  homeless  adolescents  seen  at  this 
clinic  were  treated  for  rape  (as  compared  to  0.5 
percent  of  nonrunaway  adolescents  seen  at  the 
clinic)  (79). 

Robertson  found  that  42  percent  of  the  92 
homeless  adolescents  in  her  smdy  in  the  Hollywood, 
California  area  reported  physical  abuse,  and  13 
percent  reported  sexual  abuse  in  the  past  year  (46). 
The  fact  that  the  number  of  homeless  adolescents 
reporting  sexual  abuse  in  Robertson's  study  (13 
percent)  is  low  in  comparison  to  the  number 
reporting  that  they  engaged  in  prostitution  (29.7 
percent)  suggests  that  the  homeless  adolescents 
Robertson  surveyed  did  not  perceive  the  exchange  of 
sexual  favors  for  food,  shelter,  or  protection  (sur- 
vival sex)  as  constituting  sexual  abuse.  Conse- 
quently, the  self-reports  of  sexual  abuse  among  these 
adolescents  may  be  low. 

A  survey  of  young  people  using  Los  Angeles 
County  shelters  found  that  about  half  of  them  had  a 
history  of  abuse  and  neglect  (35). 

Education—A  recent  GAO  smdy  found  that  37 
percent  of  adolescents  receiving  shelter  services  at 
federally  funded  runaway  and  homeless  youth  cen- 
ters between  October  1985  and  June  1988  were  not 
attending  school  (66).  Half  of  those  age  16  or  older 


had  either  dropped  out  of  school,  b^n  expelled,  or 
been  susp«idtKl. 

Several  researchers  have  reported  that  most  hOTne- 
less  adolescents  have  poor  histories  of  school 
adjustment  (42).  Shaffer  and  Caton,  for  example, 
reported  in  their  study  of  118  adolescents  entering 
runaway  shelters  during  a  2-week  period  in  New 
York  City,  found  that  three^uartm  of  the  males  and 
one-half  of  the  females  they  interviewed  had  been 
expelled  from  school  at  son»  time,  most  for  fighting 
or  drug  use  (57).  About  half  of  the  adolescents  they 
interviewed  had  repeated  a  grade  (57).  Data  from 
DHHS  on  runaway  and  homeless  adolescents  using 
federally  funded  runaway  and  homeless  youth  cen- 
ters indicate  that  more  than  one-fourth  of  these 
adolescents  had  problems  with  school  attendance, 
about  a  quarter  had  poor  grades,  and  ahnost  10 
percent  had  difficulties  with  teachers  (72). 

Staying  in  school  after  leaving  honw  can  be  very 
difficult  for  runaway  and  homeless  adolescents. 
Adolescents  on  their  own  face  significant  problems 
(e.g.,  finding  places  to  smdy,  obtaining  appropriate 
records,  need  for  day-care  facilities  if  they  are  young 
parents)  similar  to  those  described  for  homeless 
adolescents  staying  with  their  families  in  shelters. 
They  face  additional  problems  if  they  do  not  have  a 
guardian  who  can  enroll  them  in  a.  school.  If  they 
wish  to  enroll  in  a  new  school  district,  for  example, 
it  may  be  particularly  difficult  for  them  to  obtain 
appropriate  records  and  signatures  if  they  are  es- 
tranged from  their  guardian(s)  (40).  A  survey  of 
young  people  in  Los  Angeles  County  reported  the 
need  for  services  to  help  homeless  adolescents  return 
to  school,  including  the  need  for  testing  to  determine 
any  need  for  special  services  (35). 

Illegal  Activity/Juvenile  Justice  System  Involve' 
ment—A$  noted  above,  some  homeless  and  runaway 
adolescents  use  illegal  drugs,  engage  in  prostimtion, 
or  participate  in  other  types  of  illegal  activities  that 
may  bring  ihem  into  contact  with  the  juvenile  jusdce 
system.'^ 

Adolescent  males,  in  particular,  are  reported  to 
have  experienced  contact  with  the  justice  system 
(72).  For  nearly  a  quarter  (23.7  percent)  of  adoles- 
cent males  receiving  ongoing  services  from  runaway 
and  homeless  youth  centers  in  fiscal  year  1987, 
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being  "in  trouble  with  the  justice  system**  was  cited 
as  a  problem  that  bad  contributed  to  their  leaving 
their  last  residence  (as  compared  to  9.7  percent  of  the 
adolescent  fenudes).  Over  10  percent  (1 1 .8  percent) 
of  males  and  less  than  5  percent  (3.8  percent)  of 
females  receiving  services  from  the  centers  cited 
"being  in  troub'e  with  the  juvenile  justice  system" 
or  law  enforcement  as  being  their  primary  reason  for 
seeking  services  at  the  cento-.  Furthainore,  1.9 
percent  of  the  adolescents  served  by  the  runaway  and 
homeless  youth  centers  (2.6  poicent  of  males;  1.4 
percent  of  females)  were  expected  to  reside  in 
ccnrectional  institutions  after  receiving  services  at 
the  centers. 

Many  of  the  adolescents  in  Robertson's  sample  of 
93  homeless  adolescents  in  the  Hollywood,  Califor- 
nia area  reported  that  they  obtained  income  ftom 
illegal  activities  such  as  panhandling,  prostitution, 
and  drug  dealing  (46).  Some  of  these  activities  were 
adaptive  behaviors  in  which  homeless  adolescents 
engaged  to  provide  for  basic  needs  (e.g.,  breaking 
and  entering  to  gel  a  place  to  stay).  Many  adoles- 
cents in  this  study  reponed  that  they  only  engaged  in 
these  behaviors  when  they  were  homeless  or  that 
they  engaged  in  these  behaviors  more  frequently 
v  hen  they  were  homeless. 

Robertson  found  that  homeless  adolescents  who 
abused  alcohol  were  more  likely  than  other  home- 
less adolescents  to  engage  in  illegal  and  problem 
behaviors  (46).  They  were  almost  twice  as  likely  to 
have  sold  drugs  (half  of  those  doing  so  to  support 
their  own  drug  habit),  and  more  likely  to  trade  sex 
for  drags  or  money. 

More  than  one-third  (37  percent)  of  the  males  and 
abnost  a  fifth  (19  percent)  of  the  females  surveyed 
by  Shaffer  and  Caton  in  their  study  of  adolescents 
entering  runaway  shelters  during  a  2-week  period  in 
New  Yoric  City  reported  thai  they  had  been  charged 
with  an  offense  (e.g.,  assault  or  robbery)  at  some 
time  (57).  A  minority  (22  percent  of  males;  10 
percent  of  females)  had  been  in  a  detention  center 
previously;  12  percent  of  the  males  had  been  in  a 
work  camp  or  prison.  About  a  quarter  of  the  males 
(28  percent)  and  12  percent  of  the  females  reported 
that  they  had  stolen  something  in  the  previous  3 
months.  Males  were  significantly  more  l±ely  than 
females  to  have  been  charged  with  an  offense,  gone 
to  court,  and  to  have  been  convicted  or  incarcerated. 

Training  in  Independent  Living — In  addition  to 
needing  physical  and  mental  health  services,  home- 
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less  adolescents  often  have  a  need  for  training  in 
independent  living  skills,  including  vocational  train- 
ing (19). 

In  1985,  the  Hollywood  Homeless  Youth  Project 
in  Hollywood,  California,  reported  that  86  percent  of 
tte  adolescents  requesting  services  want^  job 
training  and  p]acxmsnt,  half  wanted  he^  in  finding 
shelter,  and  half  requested  school  semces  (54). 
Shaffo'  and  Caton  ailso  repotted  that  adolescents 
most  wanted  help  in  finding  »  job  (57).  Another  half 
wanted  counseling  for  problons  widi  thoughts  and 
feelings.  Other  homeless  adolescents  have  reported 
that  a  primaiy  goal  was  to  find  their  own  apartment 
(19).  This  goal  can  be  particularly  difficult  to 
achieve  because  unemancipated  minors  cannot  le- 
gally enta  into  a  contract  such  as  a  lease  (49). 

Major  Federal  Policies  and  Programs 
Pertaining  to  Homelessness 

Primary  responsibility  for  addressing  the  needs  of 
the  homeless  has  traditionally  been  held  by  various 
inivale  charities,  religious  groups,  and  non^nofit 
agencies.  Through  missions,  private  shelters,  cloth- 
ing closets  and  the  like,  the  private  sector  has 
responded  to  meet  the  most  basic  needs  of  society's 
poorest  individuals.  While  few  deny  that  the  F^leral 
Government  must  make  some  response,  there  is 
controversy  as  to  whether  the  Federal  Government 
should  take  a  primary  role  in  responding  to  the 
problem  Some  believe  that  alleviating  the  home- 
lessness crisis  requires  solutions  that  have  to  be 
implemented  at  the  national  level.  Others  believe 
that  discretion  for  programming  should  be  retained 
at  the  State  or  community  level,  with  private  and 
civic  groups  working  together  to  solve  what  are 
essentially  local  problems. 

TTie  primary  mechanism  for  providing  direct 
services  to  homeless  families  is  through  temporary 
shelters.  Althou^  shelters  for  the  homeless  iiuaeas- 
ingly  serve  as  sites  for  the  provision  of  services 
beyond  simple  shelter  (e.g.,  mental  health  services, 
health  care  services),  they  generally  do  not  folly 
address  the  multiplicity  of  needs  of  sheltered  fami- 
lies and  individuals.  Shelters  where  homeless  fami- 
lies with  adolescents  stay  are  often  squalid  and 
dangerous.  Privacy  is  sometimes  totally  lacking,  and 
famihes  may  be  housed  barracks  style  with  dozens 
of  other  families  (20).  Welfare  hotels,  where  fami- 
lies are  housed  together  in  one  room,  sometimes  for 
a  year  or  longer,  are  frequently  in  die  worst  parts  of 
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Traditionally,  the  prtvats  sector  has  taker)  primary 
responsitllity  in  addressing  the  needs  of  the  homeless 
through  private  dwritles,  religious  grwqis,  and  nonprofit 
ag^wies.  VWiether  the  Federal  Government  should 
assume  a  primary  role  In  providing  for  the  homeless, 
Indudli^  adolescents.  Is  a  controversial  topic. 

the  cities,  expose  children  to  the  dangers  of  sub- 
stance abuse  and  crime,  and  may  contain  such 
environmental  risks  as  lead-based  paint  and  exposed 
wiring.  Shelters  and  hotels  rarely  have  a  place  where 
adolescents  may  play,  either  inside  or  outdoors. 
Cooking  and  refrigeration  facilities  are  often  lack- 
ing. Families  may  resort  to  prohibited  hotplates  for 
cooking;  perishable  items  may  be  kept  in  coolers  or 
toilet  tanks  (11,25). 

A  number  of  existing  Federal  programs  seek  to 
address  the  emergency  needs  of  poor  people,  includ- 
ing the  homeless.  Until  budgets  were  severely  cut 
during  the  1980s,  the  Federal  Government  took  a 
rather  active  role  in  developing  a  national  stock  of 
low-income  housing.  Traditional  welfare  programs 
such  as  AFDC  provide  some  income  security  for 
needy  children  and  their  parent(s).  Medical  care  is 
available  for  low-income  persons  through  the  Medic- 
aid program  and  federally  funded  community  health 
centers.^'  Nutritional  assistance  is  available  through 
enrollment  in  the  Food  Stamp  Program,  the  Tbmpo- 
rary  Emergency  Food  Assistance  Program,  and 
participation  in  the  Supplemental  Food  Program  for 
Women,  Infants,  and  Children.'^  A  variety  of 


Federal  block  grant  fimds  may  be  used  to  fund 
services  or  fiind  programs  that  are  utilized  by  the 
homeless  (e.g.,  the  alcohol,  drug  abuse,  and  mental 
health  sCTvices  block  grant;  matamal  and  child 
health  block  grants;  community  development  blodc 
grant  funding;  and  the  social  services  block  grant).^' 

As  the  need  for  emergency  housing  has  become 
more  acute,  many  States  have  taken  advantage  of  the 
"emergency  assistance"  and  "special  needs"  fiinds 
available  unto  the  AFEHT  program  to  help  families 
at  risk  of  becoming  homeless  (69,69a).  This  pro- 
gram, in  which  Stales  may  voluntarily  participate, 
allows  for  the  limited  use  of  Fedaal  matching  funds 
to  secure  temporary  shelter  and  other  emergoicy 
assistance  for  needy  families  with  children  who  are 
at  risk  of  becoming  honwless.  Though  the  fimds  are 
designed  to  provide  critical  aid  to  at-risk  families, 
however,  they  are  now  being  used  in  some  areas  to 
shelter  families  for  extended  periods  of  time  in 
*  'welfare  hotels.' '  Bw:ause  of  F«ieral  restrictions  on 
the  use  of  the  funds,  they  may  not  be  used  for 
permanent  housing  even  when  this  housing  would 
be  far  less  costly.  In  1990,  the  Cranston-Gonzalez 
National  Affordable  Housing  Act  (PubUc  Law 
101-625)  addressed  this  problem  by  authorizing  the 
use  of  grants  to  help  eligible  families  make  the 
u^sition  to  permanent  housing  (see  below). 

In  addition  to  Federal  programs  intended  to 
address  the  needs  of  ix)or  people  in  general,  there  are 
a  number  of  Federal  programs  designed  to  address 
the  needs  of  homeless  people  specifically.  Several  of 
these  are  discussed  below.  The  majority  of  these 
programs  focus  on  the  emergency  needs  of  the 
homeless  population  as  a  whole  rather  than  the 
specific  needs  of  homeless  adolescent:. 

Emergency  Aid  to  lite  Homeless  and  the 
McKinney  Homeless  Assistance  Act 

Confess  has  a  relatively  short  history  of  dealing 
directly  with  the  problem  of  homelessness.  For  the 
most  part,  the  legislative  response  has  focused  on  the 
homeless  population  in  general  and  has  not  specifi- 
cally targeted  the  needs  of  homeless  adolescents. 
Initially,  because  homelessness  was  thought  to  be  a 


"For  information  or.  U,c  Med,«ud  progmnv.  sec  ch.  It,. '  Fmancial  Access  lo  HealU.  Cm.."  in  Vot.  HI  Fcdemlly  todcd  community  health  ce«tm 
on:  discussed  in  ch  18.  "Issues  in  the  Delxveiy  of  Services  to  Sclcctwl  Groups  of  Adolcsceals."  in  Vol.  UI. 

»Formfonnationon  the  Food  Stantp  Program  and  the  Supplemental  Food  PtDgram  for  Women.  Infants,  and  Childrea  sccch.  7.  -Nutrition  andFimess 
Problems:  Prcventicn  and  Services."  in  this  volume. 
O        "Several  Wocit  grant  prognans  are  discussed  in  ch.  19.  "The  Rolt  o'  '^-dcral  Agencies  in  Adolescent  Health."  m  Vol  in 
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lemporaiy  crisis,  legislative  efforts  were  of  a  short- 
tenn  or  emergency  nature  (69), 

In  1983,  Congress  appropriated  $100  million  for 
the  Emergency  Food  and  Shelter  Program  to  be 
funded  through  the  Federal  Emergency  Manage- 
ment Agency  (Public  Law  98-8).  This  legislation 
allowed  locally  created  boards  consisting  of  repre- 
sentatives of  charitable  organizations  and  commu- 
nity leaders  to  distribute  funds  to  local  groups 
providing  emergency  services  to  the  needy,  includ- 
ing the  homeless.  It  also  appropriated  $125  million 
for  the  Tfemporaiy  Emergency  Foo<j  Assistance 
Program,  which  provided  for  the  distribution  of 
surplus  food  commodities  to  the  needy  through  the 
U.S.  Department  of  Agriculture.  Subsequent  legisla- 
Uon,  including  legislation  in  1987,  extended  funding 
for  the  Emergency  Food  and  Shelter  Program  and 
the  Tfemporary  Emergency  Food  Assistance  Pro- 
gram (Public  Uw  98-92,  Public  Law  99-198,  Public 
Law  100-77). 

During  the  100th  Congress,  1987  through  1988, 
the  problem  of  homelessness  was  elevated  to  a 
higher  priority  on  the  legislative  agenda.  In  1987. 
Congress  passed  a  supplemental  appropriations  act 
providing  $50  million  in  emergency  relief  funds  for 
the  homeless  (PubUc  Law  100-6).  Then  Congress 
began  work  on  a  comprehensive  homeless  aid 
package,  the  Stewart  B.  McKinney  Homeless  As- 
sistance Act,  which  was  signed  into  law  in  July  1 987 
(PubUc  Law  100-77).  The  1987  McKinney  Home- 
less Assistance  Act  authorized  funds  for  a  compre- 
hensive range  of  health,  mental  health,  transitional 
housing,  emergency  food  and  shelter,  education, 
substance  abuse,  and  social  services  for  homeless 
people.  One  section  of  the  act  (section  613)  added  a 
new  section  (512(c))  to  the  Public  Health  Service 
Act,  which  authorized  funds  for  a  new  program  of 
demonstration  projects  for  alcohol  and  other  drug 
treatment  for  homeless  individuals.  Companion 
legislation  passed  by  Congress  provided  $355  mil- 
lion for  funding  McKinney  Act  programs  in  fiscal 
year  1987  appropriations  (Public  Law  100-71 );  $358 
million  was  appropriated  for  fiscal  year  1988  (Public 
Law  100-202). 

Hie  1987  McKinney  Homeless  Assistance  Act 
contains  a  number  of  provisions  pertaining  to 
housing,  including  a  provision  that  authorizes  fund- 
ing for  emergency  shelter  and  supportive  housing 


demonstration  projects  (inchiding  special  funding  of 
at  least  $20  million  for  projects  serving  homeless 
families  with  children);  and  a  provisioii  that  autibor- 
izes  the  conversion  of  unused  government  buildings 
into  homeless  shelters.  A  number  of  {rogiams  under 
the  U.S.  Dq)artment  of  Agriculture  wane  authorized 
by  the  1987  McKinney  AcU  including  outieach 
fsograms  to  inform  homeless  pmmis  about  food 
stamps,  expedited  service  for  homeless  persons 
flying  for  food  stamps,  and  extended  funding  for 
the  Tfcmporary  Emergency  Food  Assistance  Pro- 
gram. In  addition,  the  legislation  established  a 
3-year  Interagency  Council  on  the  Homeless  at  the 
F«ienil  level. 

lb  ensure  access  to  public  education  for  homeless 
children,  the  1987  McKinney  Homeless  Assistance 
Act  provided  for  grants  for  each  State  to  establish  an 
Office  of  Coordinator  of  Education  for  Homeless 
Children  and  Youth.  All  States  but  one,  plus  the 
District  of  Columbia,  the  Virgin  Islands,  American 
Samoa,  and  Puerto  Rico,  received  fiscal  year  1988 
funds  under  the  program  (69).3«  The  Office  of 
Coordinator  of  Education  for  Homeless  Children 
and  Youth  in  each  State  is  responsible  for  the 
following: 

•  gathering  data  on  the  extent  of  child  and 
adolescent  homelessness  in  the  State, 

•  determining  what  problems  homeless  children 
and  adolescents  have  in  gaining  access  to 
public  schools, 

•  identifying  special  educational  needs  of  home- 
less children  and  adolescents,  and 

•  developing  State  plans  for  providing  educa- 
tional services  to  all  homeless  children  and 
adolescents  in  the  State. 

The  McKinney  Act  also  provided  grants  for  pro- 
grams that  "successfully"  address  the  needs  of 
homeless  elementary  and  secondary  students,  and 
authorized  up  to  $50,000  for  demonstration  grants  to 
study  the  underiying  causes  of  adolescent  homeless- 
ness. 

In  1958,  Congress  reauthorized  and  expanded  the 
McKinney  Act  (Public  Law  100-628).  The  1988  law 
included  provisions  requiring  DHHS  to  recommend 
legislative  and  regulatory  changes  designed  to 
eliminate  the  use  of  emergency  assistance  funds  to 
pay  for  sheltering  families  in  welfare  hotels  and 
authorized  funding  for  at  least  two  (but  not  more 


^  ^Hawaii  did  not  apply  for  fBral  year  19S8  funds,  but  did  apply  for  fiscal  year  1989  funds  under  Uw  program 
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ibm  three)  demonstration  proj«;ts  designed  to 
xedtxe  the  number  of  homeless  families  in  welfare 
hotels.  Funded  demonstration  injects  would  be 
required  to  make  transition  facilities  available, 
reducing  permanently  the  number  of  r(x)ms  used  to 
house  families  in  welfare  hotels  by  the  number  of 
units  made  available  in  transition  facilities.  In  1988, 
Cbn^s  appropriated  a  total  of  $78  million  for 
McKinney  Act  service  programs  through  the  U.S. 
Departments  of  Labor,  Health  and  Human  Services, 
and  Education  and  Related  Agencies  Appropriations 
Act  (Public  Law  100-436);  it  appropriated  $285 
million  for  Federal  Emergency  Management  Agency 
and  U.S.  Department  of  Housing  and  Urban  Devel- 
opment programs  authorized  by  the  McKinney  Act 
(PubUcLaw  1CXM04). 

In  1989,  Congress  appropriated  $1 5 1 .6  million  for 
McKiimey  Act  service  programs  tfuough  the  U.S. 
I^partments  of  Labcn-,  Health  and  Human  Services, 
Education,  and  related  agencies  (Public  Law  101- 
166).  It  aR)ropriated  $414.5  milUon  for  Federal 
Emergency  Management  Agency  and  U.S.  Depart- 
ment of  Housing  and  Urban  Development  {M-ograms 
authorized  by  the  McKinney  Act  (Public  Law 
101-144).  In  1990,  an  additional  $3.2  million  was 
appropriated  for  health  services  for  the  homeless 
(PubUc  Law  101-302). 

Congress  reauthorized  and  further  expanded  the 
McKinney  Act  provisions  in  the  Stewart  B.  McKin- 
ney Homeless  Assistance  Act  Amendments  of  1990 
(PubUc  Law  101-645).  The^  amendments  provided 
grants  for  demonstration  programs  to  enhance  com- 
prehensive primary  health  services  for  homeless 
adolescents  and  their  families  through  various  mech- 
anisms. Title  V  of  the  amendments  provides  for 
comjwehensive  primary  health  services  for  homeless 
children  that  may  be  delivered  by  some  providers 
without  Medicaid  status.  Title  VII  provides  for 
grants  to  establish  Family  Support  Centers,  which 
would  serve  to  enhance  the  physical,  social,  and 
educational  development  of  children,  including 
nutritional  services,  screening  and  referral,  drop-out 
prevention  services,  job  training  services,  and  for 
parents*  supportive  services.  Title  VI  of  the  amend- 
ments expands  the  educational  components  of  the 
1988  amendments,  stressing  the  importance  of 
coordination  between  the  various  State  and  local 
agencies  that  come  in  contact  with  homeless  chil- 
dren (e.g.,  departments  of  education  and  social 
services,  shelters,  and  youth  centers),  and  the 
^removal  of  school  enrollment  barriers  (e.g.,  immuni- 
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zation,  residency,  school  documents^  and  guardian- 
is^ies)* 

In  December  1988,  with  the  addition  of  new 
McKinney  funds,  the  National  Institute  of  Moital 
Health  within  DHHS  announced  that  it  would  make 
available  grant  funds  for  research  and  researdi 
demonstrations  on  homeless  severely  mentally  in 
adults  and  homeless  families  with  diildm  who 
were  at  risk  of  severe  ratiotional  disturbance  (74).  In 
fiscal  year  1989,  the  National  Institute  of  Mental 
Health  made  available  apf^ximately  $2^  million 
to  support  new  research  grants^  and  up  to  $2  million 
in  additional  funds  were  available  to  support  new 
research  demonstration  grants  to  evaluate  promising 
new  programs  for  the  homeless  in  actual  smice 
settings.  Although  homeless  adolescents  were  iden- 
tified as  a  possible  focus  for  these  grants  in  the 
December  1988  program  azmouncement,  no  grants 
targeted  toward  adolescents  were  awarded  in  die 
first  cycle  of  funding. 

In  January  1990,  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism,  in  consultaticm  with  die 
National  Institute  on  Dmg  Abuse^  announced  that  it 
would  be  implementing  a  provision  of  the  McKin- 
ney  Homeless  Assistance  Act  of  1988  by  making 
available  cooperative  agreement  awards  for  research 
demonstration  projects  for  alcohol  and/or  other  drug 
treatment  of  homeless  people  {73a).  It  urged  appli- 
cants to  give  special  attention  to  the  inclusion  of 
minorities  and  women  in  the  research  ajpplication 
and  encouragi^  the  submission  of  applications  that 
addressed  the  ^cial  needs  of  homeless  subpopula- 
tions  such  as  women  with  children,  adolescents, 
young  adult  males,  chronic  public  inebriates,  and 
individuals  with  alcohol  and/or  other  drug  problems 
concomilant  with  a  mental  illness. 

Cranston-Gonzalez  National  Afiordatile 
Housing  Act 

In  November  1990,  Congress  passed  for  the 
Cranston-Gonzalez  National  Affordable  Housing 
Act  (Public  Law  101-625).  One  of  the  provisions  of 
the  act  makes  funds  available  for  implementing  an 
approved  housing  policy  strategy  at  the  StiUe  and 
local  levels.  The  act  could  benefit  adolescents  who 
are  homeless  with  their  families  by  providing  further 
funding  for  low-income  housing  projects,  providing 
additional  support  for  first-time  home  buyers,  and  in 
other  ways.  The  act  specifically  makes  low-income 
housing  available  *'to  families  identified  as  having 
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a  lack  of  adequate  housing  that  is  a  factor  in  the 
imminent  placement  of  a  child  in  foster  care  or  in 
preventing  the  discharge  of  a  child  from  foster  care 
and  reunification  with  his  or  her  family." 

The  act  also  includes  grants  (given  a  50-percent 
State  or  community  funding  match)  for  pubUc 
housing  youth  sports  programs  which  utilize  com- 
munity centers,  parks  or  playgrounds,  and  provides 
for  the  salaries  and  expenses  for  staff.  The  maximum 
Federal  grant  amount  annually  for  each  housing 
project  is  $125,000. 

Runaway  and  Homeless  Youth  Act 

In  1974,  Congress  passed  and  appropriated  funds 
for  the  Runaway  Youth  Act  as  TiUe  IH  of  the 
Juvenile  Justice  and  Etelinquency  Prevention  Act  of 
1974  (Public  Law  93-415).  The  Runaway  Youth  Act 
has  since  been  reauthorized  several  times  (Public 
Law  95-115;  PubUc  Uw  96-509;  Pubhc  Law 
98-473;  Public  Law  100-690).  The  Runaway  Youth 
Act  authorized  grants  to  community-based  agencies 
to  develop  or  support  programs  addressing  the  needs 
of  runaway  adolescents  (ages  not  specified;  how- 
ever, in  fiscal  year  1987,  93.4  percent  of  the 
individuals  receiving  ongoing  services  at  federally 
funded  centers  were  ages  12  to  17  (72)).  In  1977. 
Congress  extended  Title  III  of  the  Juvenile  Justice 
and  Delinquency  Prevention  Act  of  1974  to  serve 
homeless  as  well  as  runaway  adolescents.  Congress 
took  this  action  in  response  to  pleas  from  service 
providers  and  advocates  that  many  of  the  "run- 
away" young  people  served  by  the  programs  could 
not  be  reunited  with  their  families,  and  so  were 
actually  homeless  (68). 

Programs  under  the  Runaway  and  Horteless 
Youth  Act  are  administered  by  the  Administration 
for  Children,  Youth,  and  Families  within  the  Office 
of  Human  Development  Services  of  DHHS.  In  April 
1991,  the  Secretary  of  Health  and  Human  Services 
announced  a  reorganization  of  some  DHHS  pro- 
grams for  children  and  families  (70a).  As  an- 
nounced, the  reorganization  would  combine  all 
programs  currently  in  the  Family  Support  Adminis- 
tration and  the  Office  of  Human  Development 
Services,  and  the  maternal  and  child  health  block 
grant  program  in  the  Health  Resources  and  Services 
Administration  of  the  PubUc  Health  Service,  into  a 
new  "Administration  for  Children  and  Families" 
(70a).  In  general,  programs  funded  through  the 
^  Runaway  and  Homeless  Youth  Act  are  intended  to 
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meet  short-terra  emergency  newls.  The  four  general 
purposes  of  programs  described  in  the  act  are  as 
follows: 

•  to  alleviate  the  problems  of  runaway  and 
hon^less  youth; 

•  to  reunite  diildren  with  their  famiUes  and  to 
encourage  the  resolution  of  intrafamily  prob- 
lems through  counseling  and  other  services; 

•  to  strength^  family  relationships  and  encour- 
^e  stable  living  conditions  for  children;  and 

•  to  help  youth  decide  on  a  future  course  of 
action. 

Runaway  and  homeless  youth  centers  funded 
under  the  Runaway  and  Homeless  Youth  Act 
provide  emcrgoicy  shelter  for  up  to  15  days,  with  the 
goal  of  reuniting  adolescents  with  their  families.  TTie 
centers  also  provide  services  that  include  individual 
and  family  counseling,  outreach,  and  referrals  and 
aftercare  assistance  in  areas  such  as  healthy  employ- 
ment, and  education  (66,71). 

During  fiscal  year  1987,  Riraaway  and  Homeless 
Youth  Act  funds  were  used  to  make  awards  to  307 
runaway  and  homeless  youth  centers,  an  increase 
from  the  286  centers  funded  the  year  before  (71)^ 
Funds  were  transferred  from  the  Administration  for 
Native  Americans  for  funding  of  an  additional  four 
centers  in  fiscal  year  1987  to  serve  Native  American 
adolescents.  In  fiscal  year  1989,  fmancial  support 
was  provided  to  343  grantees  (30).  Many  of  these 
grantees  actually  operate  more  than  one  service  site; 
the  actual  number  of  service  sites  may  be  almost 
double  the  number  of  ^^tees.  The  Runaway  and 
Homeless  Youth  Act  also  provides  for  limited 
funding  of  demonstration  projects,  including  op- 
tions such  as  transitional  living  programs  for  home- 
less and  runaway  adolescents. 

During  fiscal  year  1987,  federally  funded  runa- 
way and  homeless  youth  centere  provided  services 
to  an  estimated  340,000  adolescents,  56,000  of 
whom  were  provided  shelter,  ongoing  counseling,  or 
other  services  (72),  Although  the  mandate  of  the 
Runaway  and  Homeless  Youth  Act  now  includes  the 
provision  of  services  to  adolescents  who  are  home- 
less, homeless  adolescents  frequently  require  more 
intensive  services  than  those  that  can  be  provided 
through  the  centers.  Homeless  adolescents  can 
rarely  secure  a  positive  living  arrangement  after  only 
15  days  at  a  runaway  shelter  b«:ause,  for  example, 
family  reunification  is  not  always  a  viable  option-  A 
Los  Angeles  study  found  that  only  19  percent  of 
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adolescents  seen  in  shelters  were  good  candidates 
for  immediate  family  reunification  (35). 

Federal  Runaway  and  Homeless  Youth  Act  funds 
provide  only  a  portion  of  the  funds  used  by  runaway 
and  homeless  youth  centers.  Such  centers  also 
receive  funds  from  a  number  of  other  sources, 
including  State  and  local  govanments,  local  United 
Ways,  religious  groups,  foundations,  awporations, 
and  other  private  sources  (41).  Many  also  rely 
heavUy  on  &e  use  of  volunteers.  A  1985  airvey  of 
210  agencies  serving  runaway  and  homeless  adoles- 
cents found  that  75  percent  received  some  funding 
from  Runaway  and  Homeless  Youth  Act  funds, 
which  covered  about  a  third  of  their  budgets. 
Shelters  relied  on  an  average  of  five  public  and 
private  fimding  sources  in  addition  to  these  funds 
(see  box  14-B). 

In  addition  to  supporting  runaway  and  homeless 
youth  centers,  the  Runaway  and  Homeless  Youth 
Act  supports  a  National  Runaway  Switchboard.  This 
switchboard,  which  provides  counseling  and  referral 
services  to  adolescents  and  their  parents,  handles 
some  250,0(X)  calls  per  year,  90  percent  of  them  from 
young  people  (about  20  percent  of  these  callers  used 
the  service  to  contact  their  families)  (72).  S'nce 
fiscal  year  1985,  the  National  Runaway  Switchboard 
has  also  served  as  the  Adolescent  Suicide  Hotline;  it 
gets  about  2,500  suicide-related  calls  per  month.'' 

In  1988,  the  Runaway  and  Homeless  Youth  Act 
(H.R.  1801)  was  incorporated  into  the  Anti-Drug 
Abuse  Act  of  1988  (H.R.  5210)  and  reauthorized 
during  the  1 00th  Congress  (Pubbc  Law  100-690). 
Congress  appropriated  $26.9  million  for  the  Run- 
away and  Homeless  Youth  Act  for  1989  (Public  Law 
100-690);  it  appropriated  $28.8  million  for  1990 
(Public  Law  101-204).  hi  addition  to  continuing 
authorization  for  funding  of  sheh«  programs  and 
runaway  hot  lines,  the  law  reauthorizing  Runaway 
and  Homeless  Youth  Act  programs  authorized  a  new 
transitional  living  program  for  homeless  adolescents 
and  young  adults  ages  16  to  21.  provided  other 
nmaway  programs  are  fully  funded.  Transitional 
living  programs  are  structured  programs  that  provide 
shelter  while  helping  young  people  develop  the 
skills  they  need  to  live  on  their  own.  Transitional 
liviag  programs  would  provide  a  variety  of  services, 
including  counseling  in  interpersonal  and  life  skills. 
No  more  than  20  young  people  would  be  served  at 


PfjofD  avda:  S»sh»  Bnx»  Youtfmotits 

Tran^ttoial  IWng  pro^aire  are  dmclured  progranis  that 
Dfwlde  sh^er  to  youi^j         i*Wle  hearing  thorn 
devetop  \t»  sWIte  they  iwed  to  live  on  th^  own. 

one  time  by  each  program,  and  shelter  and  services 
would  not  be  provided  for  more  than  18  months.  It 
was  not  until  1990  that  a  total  of  $19.8  million  was 
appiopriated  for  transitional  living  program  grants 
to  be  made  in  fiscal  years  1990  and  1991  (41). 
Evaluation  of  funded  programs  was  to  begin  late  in 
1991,  and  grantees  are  required  to  submit  annual 
reports  to  DHHS  on  their  activities  and  achieve- 
ments (42  U.S.C.  5714-2).  The  Young  Americans 
Act  of  1990  (Public  Law  101-501)  also  allows  for, 
but  does  not  require,  grants  to  be  made  for  transi- 
tional living  services  to  young  individuals  who  are 
homeless,  with  no  age  restriction  specified. 

Barriers  to  Care  Under  the  Runaway  and 
Homeless  Youth  Act 

Organizations  that  provide  services  to  homeless 
and  mnaway  adolescents  face  a  number  of  barriers 
to  providing  effective  services  (35,41)  and  shelter 
providers  report  that  they  cannot  always  provide 
services  for  all  adolescents  in  need.  A  survey  of 
shelter  agencies  in  Los  Angeles  County  found,  for 
example,  that  providers  turn  away  six  young  people 
for  every  five  they  serve.  Los  Angeles  County  has 
only  112  shelter  beds,  despite  a  homeless  and 
runaway  adolescent  population  that  may  be  as  great 
as  10,000  at  any  one  time  (35). 

Staff  turnover  in  shelters  is  reported  to  be  high,  in 
part  because  of  the  low  salary  base.  While  shelter 
providers  ftmction  to  link  adolescents  with  other 
community  services,  they  report  a  lack  of  a  contin- 
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Box         Bridge  Over  Troubled  Waters:  An  Agency  Serving  Runaways  and  Homeless  Street  Youth 

Bridge  Over  Troubled  Waters  is  a  multisovke  agmcy  in  Bostcm.  Massadius^ts,  tfiat  is  designed  to  meet  the 
stidto-  and  s^vice  needs  erf  nma and  toml^  street  youdt  It  ciaimly  serves  seme  4,000  yoimg  people  ages 
13  to  25— roost  of  them  aie  ages  16  to  21— e^h  year  (14).  As  noted  fiirthcr  below.  Bridge  receives  funds  from  a 
comhinatim  of  {nibUc  ami  private  smn^. 

Programs  and  Services 

When  it  was  founded  in  1970,  Bridge  consisted  of  thiee  programs: 

•  a  streetworic^(Mttieach  program, 
«  medical  van  servkres,  and 

•  counseling  (14). 

Over  the  years,  Bridge  programs  have  be^  expanded  to  include: 

•  a  free  dental  clinic, 

•  a  nmaway  jnt^ram, 

•  an  educaticni/{»c-anployment  pn^ram, 

•  a  Family  Life  Center  for  pregnant  and  par^iting  ycning  womm,  and 

•  die  Brieve  Houses  ami  sev^al  othCT  residential  {mograms  that  offer  housing  opiom  for  targeted  groups  of 
homely  adolcscous  (e.g.,  single  parents,  long-term  strwt  youth  with  substance  abuse  problems,  and  high 
school-aged  runaways). 

All  Bridge  services  arc  provided  widic^  cost  to  recipients. 

Outreach— Bridge  uses  streetworkers  to  make  informal  contact  with  homeless  and  runaway  young  pec^le  and 
to  inform  ttem  of  the  services  available  through  Bridge  (14).  The  goal  of  the  outi^h  program  is  to  establish  a 
trusting  relationship  with  homeless  and  runaway  young  people,  so  that  those  in  need  of  service  wUl  evmtually  feel 
safe  and  comfortable  asking  for  the  service  they  need.  Bridge  streetworkers  condua  outreach  on  wcAday 
afternoons  and  evenings  in  a  rmge  of  areas  where  young  people  are  known  to  gather  In  1989,  «rwtworkers 
contacted  ova*  3, (XX)  homeless  and  nmaway  young  people. 

Medical  and  Dental  Services— Bridge  provides  free  medical  services  through  its  free  medical  van  and 
in-house  clinic  (14).  The  Bridge  medical  vm  is  staffed  by  voJunte^  physicians  and  nurses.  Each  weeknight,  the  van 
makes  stops  at  places  where  young  people  gather  and  provides  onsite  medical  care.  TTic  in-house  clinic  operates 
1  day  per  week  and  is  staffed  by  a  nurse  practiti«ier.  In  1989,  approximately  2,(XX)  individuals  received  medical 
services  through  the  free  medical  van,  and  the  nurse  practition»  at  tfie  in-house  clinic  saw  187  patients. 

Since  1972»  Bridge  has  provi<^  free  dental  services  at  the  dental  clinic  located  at  Oie  agency*s  downtown 
fa:ility  (14).  Complete  treatment  and  restorative  services  are  provided  by  a  pool  of  volunteer  dentists,  hygtenists, 
and  dental  assistants.  In  1989, 482  young  people  received  i^rvices  at  the  doital  clinic. 

Counseling— Bridge  provides  a  range  of  counseling  services  to  its  clients  (14),  On  the  basis  of  the  lesuhs  of 
an  intake  assessment  to  determine  tl^ir  service  needs,  clients  arc  assigned  to  a  IcMig-term  ccmnsclor.  The  counselor 
then  works  with  tl^  client  to  identify  issues  of  concern  and  to  develop  a  treatniMt  plan  to  acklress  those  issues. 
Treatment  plans  are  reviewed  frequently  by  the  client  and  his  or  her  counselor,  and  are  updated  at  least  every  6 
months.  In  1989, 2.158  clients  r^eived  services  through  the  counseling  program. 

Runaway  Program— Thnnigh  its  runaway  program.  Bridge  provides  crisis  services  to  adolescents  under  age 
1 8  who  have  Irfl  home  and  are  on  the  streets  with  no  place  to  go  (14).  The  runaway  program  provides  food,  clothing, 
and  shcltex  in  the  home  of  an  emergency  shelter  care  volunteer.  Efforts  are  made  through  die  pit^ram  to  mmite 
runaway  adolescents  with  their  parents;  where  family  reunification  is  not  appropriate  (e.g.,  where  there  is  a  risk  of 
physical  or  sexual  abuse,  or  there  is  severe  family  dysfunctiOT).  however,  effcAs  are  made  to  find  alternative 
housing,  sometimes  in  the  Bridge  Houses  (see  betow)  operated  by  Bridge.  Each  year,  runaway  prx>gr3m  services 
are  provided  to  over  400  adolescents^ 

Education/Pre*£mptoyment  Services— Through  the  Education/Pre-Emplc^onent  Program.  Bridge  staff 
pmvtde  tutoring  for  young  people  working  toward  completing  the  general  educaticmal  develojmYent  (GED)  program 
(14).  A  job  developer  works  with  these  students,  as  well  as  c«her  interested  clients,  to  develop  jch  readiness  and 
interviewing  skills.  The  Bridge  Family  Life  Onter  provides  suf^rt  to  pregnant  and  parenting  young  women. 
iru:Iuding  providing  instruction  in  prenatal  care*  child  development^  and  health  and  nutrition  (14).  Individual 
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counseUng  is  also  paovided,  along  wiih  life  skills  educodoo .  Child  care  is  availaUe  to  enable  mothers  to  attend  OED 
cksses. 

RerfdeiitW  Pro-ams— Bridge  has  several  residential  pn^^ 
to  a  total  of  32  resideBis  for  a  period  «rf  6  to  8  months.  The  Brid^  HousM  laisei  diO^ 
adolescents  and  young  adnlts  reside  in  one  Biidge  HoiBe,  and  single  parents  ai^  their  children  »Bsi<te  in  another 
(12).  R^idei^  paitic^i^  in  pn^rams  focn^  on  echication  and  building  hid^ettiteat  Uviqg  skills;  d»y  are 
reqoiied  to  paiticipate  in  weekly  groiq)  coimseling,  individual  coonsdfa^  and  didly  cooUng  and  cteaning  (14). 
They  must  attend  high  school  or  a  GED  program  and  hold  a  joh.  Residents  are  also  required  to 
their  income.  Staff,  who  are  responsible  ftw  siqiervising  res&lents'  activities,  ooowfinathig  job  devek^iroem  and 
recfcaHonal  a:tiviUes,  and  providing  counseling  m  house-rd^  issiKS,  are  on  (hity  24  hours  per  day.  Six  Bri^ 
transitioiial  apaitmoits  {Hovikle  hou^  fior  15  graduates  of  Bridge  House,  along  with  an  additional  yearof  bifonnal 
supervision  and  support  services  (14).  Bridge  «aff  provide  suj^  to  aid  residents  hi  thdr  final  transition  to 
ind^i^aidem  living. 

Fundhig 

PiOgiam  expenses  for  Bridge  in  1989  were  $1,481,214.  Residential  programs  accounted  for  the  largest  portion 
of  ejcpcnscs  (42  percent).  Runaway,  counseling,  and  streetworic  outreach  accounted  for  the  nc«  larger  portion  (31 
peicent)  (13).  In  1988,  program  ejtpenses  exceeded  revalue  by  nearly  $60,000.  In  1989,  however,  increases  in 
futtdmg,  primarily  fitom  grams  ai»i  c<aitracts  fiom  fcHmdaricsis  and  additional  funding  firom  United  W^,  allowed 
Bridge  to  diow  a  surplus  of  revenue. 

Bridge  receives  funding  fiom  a  combination  of  MNirces  ( 1 3).  Funding  fw  1990  was  fTtom  the  following  sources: 

•  40  percent  hsm  iHd»lk  grants  and  ctHitracts  (13  peacentoftrtal  funding  is  from  Federal  soirees,  23  peitent 
from  die  State,  and  5  pen»it  fiimi  die  city); 

•  22  percoit  in  die  fcom  of  grants  and  coitributions  fiom  fraindatifms, 

•  25  pearcent  fiom  United  Way, 

•  7  pocent  ftom  individual  contritniticms,  and 

•  5  percent  ftom  other  sources  such  as  local  charities. 

Federal  funding  for  Bridge  cwnes  through  die  die  Runaway  and  Homeless  Youth  Act  administered  by  the  U.S. 
Department  of  HeaUh  and  Human  Services,  and  includes  discrrtlonary  funding  for  a  3-year  demcmstraticm  grant  to 
Bridge  for  the  single-parent  house  and  die  transiticHial  apartments. 


uum  of  needed  services.  In  particular,  they  report  a 
lack  of  drug  detoxification  and  inpatient  drug  abuse 
treatment  facilities,  and  of  acute  mental  health  b«is 
and  programs  to  provide  foUowup  services  after 
discharge  from  inpatient  care.  Service  providers  also 
cite  the  lack  of  transitional  living  programs  to  help 
adolescents  learn  important  skills  for  living  on  their 
own  (e.g.,  managing  finances,  problemsolving,  and 
employment  and  training)  (35,41). 

Shelter  staff  are  supposed  to  develop  plans  for 
living  arrangements  and  other  needs  of  clients 
served  by  runaway  and  homeless  youth  centers. 
According  to  a  study  by  GAO,  however,  no  aftercare 
plans  are  made  for  almost  half  of  homeless  adoles- 
cents using  the  shelters.  Furthermore,  the  plans  that 
are  made  may  be  insufficient  to  fully  address  the 
needs  of  the  homeless  adolescent  (66).  For  example, 
although  drug  or  alcohol  abuse  problems  were 
reported  for  over  a  fifth  of  homeless  adolescents 


served  during  the  study  period,  dmg  or  alcohol 
treatment  was  planned  for  only  4  percent. 

Effectiveness  of  Runaway  and  Homeless 
Youth  Services 

In  part  because  of  the  barriers  to  service  discussed 
above,  shelters  have  shown  mixed  success  in  placing 
homeles  adolescents  in  more  stable  living  situa- 
tions. A  recent  GAO  study  reported  that  about 
one-third  of  the  homeless  adolescents  (as  compared 
to  58  percent  of  runaway  adolescents)  using  feder- 
ally funded  runaway  and  homeless  youth  sheltws 
between  October  1985  and  June  1988  planned  to  live 
with  a  parent  or  other  relative  upon  leaving  the 
shelter  (66).  Approximately  20  percent  of  the 
homeless  adolescents  using  these  shelters  expected 
to  enter  foster  or  group  homes,  and  6  percent 
expected  to  enter  independent  living.  On  the  other 
hand,  14  percent  expected  to  live  with  friends  or  on 
the  street,  6  percent  expected  to  live  in  another 
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maSl  ORGANIZATION  AND  MAINTENANCE  POLICIES 

We  have  established  the  following  policies  In  order  to  malntdin  the  house*  get  meals  prepared » 
and  meet  Individual  needs  for  privacy,  order,  and  time. 

1)   Residents  will  assist  with  dally  house  chores  as  assigned,  and  on  Saturdays  all 
residents  will  assist  1n  major  house-cleaning  chores.    Dally  chores  must  be  done 
before  you  leave  In  the  morning  or  by  9:30  a*m»    There  will  be  no  use  of 
telephones  or  radios  until  completion  of  chores* 

2}   Residents  are  expected  to  maintain  their  bedrooms.    They  are  to  be  cleaned  in  the 
morning  before  leaving  the  house  or  by  9:30  a*^.    All  clothlr^  and  shoes  must  be 
In  closets  or  drawers  and  off  the  floor.   Tne  bedrooms  are  to  be  kept  neat. 

3)  Residents  are  responsible  for  their  own  personal  hygiene  and  laundry  (clothing, 
sheets,  towels,  etc.) 

4)  No  pets  are  allowed  In  the  house,  nor  are  they  permitted  to  be  kept  at  the  house. 

5)  Items  of  value  {wallets,  money,  IDs,  etc.)  are  to  be  locked  In  the  office. 
Stepping  Stone  will  not  accept  llabllity/responsibnity  for  residents*  personal 
belongs.    Loss  and/or  damage  to  personal  property  is  assumed  by  the  resident. 

6)  Residents  are  required  to  sit  down  at  the  diner  table  for  the  evening  meal  and 
also  participate  In  evening  group  sessions* 

7)  Visiting  hours  for  guests:  Monday  through  Friday  -    2:00  p.m.  to  5:00  p.m. 

Saturday  and  Sunday     -  12:00  noon  to  6:00  p.m. 
Parents  and  family  members  may  visit  at  any  reasonable  time  with  prior  counselor 
and  youth  notlflcaton. 

8)  The  -Emergency  Only  -  Do  Not  Disturb**  sign  on  the  office  door  means  do  not  knock 
or  open  the  door  unless  vifhat  you  need  absolutely  cannot  wait.    Please  be 
thoughtful  when  sessions  are  going  on. 

9)  Every  resident  except  the  assigned  cook  must  help  clean  up  the  dining  room  and 
kitchen  after  the  evening  meal. 

10)  Dishes  and  utensils  must  be  *«ashed  by  hand  and  then  placed  In  the  dishwasher  or 
In  the  drainer  no  matter  what  time  of  the  day.    Do  not  leave  them  in  the  sink  or 
elsewhere.    This  may  result  in  entertainment  ban. 

11)  No  sleeping  allowed  during  the  day.    The  TV  is  not  to  be  on  during  the  day. 
After  group  sessions  or  dinner  the  TV  may  be  on  with  the  OK  from  the  staff. 

12)  The  radio  must  be  kept  at  a  level  that  does  not  Interfere  with  the  telephones  or 
people's  conversations.    Do  not  blast  the  radio  please.    Violations  will  result 
In  entertainment  ban. 

13)  Evaluaf^ons  must  be  completed  before  7:00  p.m.    It  1s  your  responsibility  to  ask 
staff  to  do  It  with  you. 

14)  Washers  and  dryers  are  not  to  be  used  between  10:00  p.m.  and  8:00  a.m. 

A6HEEMENT:    I  have  read  and  understand  these  {X>11c1es.    I  voluntarily  will  participate  In  the 
Stepping  Stone  program  and  agree  to  abide  by  the  above  policies  while  at  the  house. 


Resident  •  Witness 

  6/87 

Date 

House  rules  such  as  these  of  a  California  transltlonai  living  program  help  homeless  s^lesoents  (tov8k>p  the  sidlts 
^  they  r^6  to  live  on  their  own. 

ERIC 


Chapter  14—Homeless!ms:  Prevwition  and  Smices  •  11^7 


runaway  shelter^  and  14  percent  did  not  know  where 
they  would  go.  At  least  some  of  ttese  ^lescents 
probably  chose  to  remain  on  the  struts  either 
because  the  alternatives  ttey  were  offered  (e.g, 
leturaing  to  live  with  an  abusive  parent  or  entering 
foster  care  envircmments)  were  not  desirable  to  or 
appro]mate  for  th^  because  desired  alternatives 
(e.gM  independent  living)  w^  not  available  to  them; 
or  because,  given  the  lack  of  impropriate  altema- 
lives,  they  did  not  wish  to  leave  the  relative  freedom 
of  the  streets  and  a  supportive  "community*'  of 
friends. 

In  one  New  Jersey  study,  one-third  of  adolescents 
receiving  shelter  services  were  able  to  return  to  their 
families  after  receiving  services;  another  third  went 
to  foster  care  or  a  group  home  (58). 

However,  other  studies  have  leiwted  more  posi- 
tive results  or  effects  of  shelters.  According  to  a 
report  of  the  Los  Angeles  Task  Force  on  Runaway 
and  Homeless  Adolescents,  70  percent  of  adoles- 
cents in  Los  Angeles  County  who  received  shelter 
services  from  October  1986  to  September  1987 
either  returned  to  their  families  or  went  to  other 
appropriate  alternatives  (e.g*,  foster  care  or  inde- 
pendent living).  Six  months  later,  almost  aU  of  these 
adolescents  (94  percent)  were  reported  to  have 
remained  off  the  street  (35), 

A  September  1983  report  by  GAO  that  assess^ 
the  role  of  runaway  and  homeless  youth  centers  in 
reuniting  families  and  resolving  family  conflicts, 
indicated  that  the  great  majority  of  adolescents  who 
used  their  services  (93  percent)  and  their  parents  (98 
percent)  believed  that  the  services  provided  by  the 
center  had  been  helpful  in  resolving  their  family 
problems  (64a). 

Thus,  while  runaway  and  homeless  youth  shelter 
programs  have  proven  to  be  extremely  helpful  to 
some  adolescents,  there  are  other  adolescents  for 
whom  shelter  services  may  not  be  adequate.  The 
number  of  these  adolescents  is  not  icnown,  but  they 
seem  likely  to  be  those  who  are  the  most  deeply 
troubled  and  for  whom  being  reunited  with  a  family 
is  not  a  feasible  option. 

Mfsslng  Children's  Assistance  Act 

In  1984,  Congress  passed  the  Missing  Children's 
Assistance  Act  as  Title  IV  of  the  Juvenile  Justice  and 
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Delinqi^ncy  Prevention  Act  (Public  Law  98-473)- 
The  Mining  Childrm's  Assistance  Act,  which  is 
administered  by  &e  Office  of  Juvenile  Justice  and 
Delifiqueiicy  Preventimi  within  the  U.S.  Departmit 
of  Justice,  authorizes  Federal  siq^port  for  various 
activities  designed  to  address  issues  related  to  the 
problem  of  missing  children. 

Programs  funded  under  the  Missing  Children's 
Assistance  Act  include  a  national  toU-free  telephone 
line  for  repeating  informaticm  on  missing  children,  a 
national  n^urce  center  and  clearinghouse,  and 
funding  of  various  research  projects  on  and  pro- 
grams for  missing  and  exploited  children.  These 
programs  are  focused  primwily  toward  missing 
children — ^i.e.,  children  whose  whereabouts  arc  un- 
known to  their  legal  custodian  in  circumstances  that 
indicate  that  the  child  was  removed  without  the 
consent  of  their  legal  guardian — or  children  at  high 
risk  of  being  abused  or  sexually  exploited, 

Althou^  homeless  children  per  se  are  not  the 
primary  focus  of  the  Missing  Children's  Assistance 
Act,  such  children  may  be  included  as  a  focus  for 
services  if  they  fall  under  the  definition  of  missing 
children  as  included  in  the  Missing  Children's 
Assistance  Act.  The  interpretation  of  what  consti- 
tutes risk  of  abuse  remains  ambiguous  under  the  act 
(75).  The  mere  fact  that  a  minor  is  living  on  the  street 
is  not  enough  to  warrant  an  expectation  that  he  or  she 
has  a  strong  likelihood  of  being  abused  or  sexually 
exploited.  Furthermore,  the  need  for  acmal  evidence 
of  such  abuse  increases  as  the  child  becomes  older 
(67)- 

In  1987,  the  U.S.  Department  of  Justice  funded  a 
study  under  the  Missing  Children*  s  Assistance  Act 
to  develop  reliable  and  valid  national  estimates  of 
the  numbers  of  missing  children  over  the  coin^  of 
a  year  and  to  establish  profiles  of  missing  children. 
Runaways  and  thrownaways  are  included  in  the 
study,  as  are  family-abducted  children  and  non-family- 
abducted  children  (75). 

Anti-Drug  Abuse  Act  of  1988 

The  Anti-I>ug  Abuse  Act  of  1988  (Public  Law 
100-690)  authorized  $15  million  for  drug  abuse 
treatment  and  prevention  programs  for  homeless  and 
runaway  adolescents  (ages  not  specified) — includ- 
ing peer  counseling  programs;  individual,  family, 
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and  gfoiq)  counseling;  and  community  education 
activities.^  This  funding  is  available  only  when 
^propriations  for  the  Runaway  and  Homeless 
Youth  Act  (see  above)  exceed  the  amount  ^)propri- 
ated  for  the  previous  year. 

Funding  first  became  available  in  fiscal  year 
1989.  Grants  woe  awarded  by  the  Administration  of 
Children^  Youth,  and  Families  in  DHHS  to  104 
organizations  and  agencies  to  address  drug  abuse 
problems  among  homeless  and  runaway  adole^ents 
(30). 

CollBborative  Efforts  Among  Federal  Agencies 

The  Administration  for  Children,  Youth,  and 
Families,  the  agency  in  DHHS's  Office  of  Human 
Development  Services  that  administers  the  Run- 
away and  Homeless  Youth  Act,  has  entered  into 
collaborative  arrangements  with  other  Federal  agen- 
cies to  improve  services  to  homeless  adolescents.  In 
fiscal  year  1988,  the  Administration  for  Children, 
Youth,  and  Families  signed  a  memorandum  of 
understanding  with  the  Public  Health  Service  to 
facilitate  the  development  of  relationships  between 
federally  funded  Health  Care  for  the  Homeless 
jnojccts  and  runaway  and  homeless  youth  centers^ 
The  memorandum  of  understanding  also  includes  a 
pilot  program  that  enables  medical  students  to 
volunteer  their  services  in  homeless  and  runaway 
youth  centers. 

The  Administration  for  Children,  Youth,  and 
Families  has  also  worked  with  the  National  Institute 
on  Drug  Abuse  to  develop  an  AIDS  prevention 
curriculum  for  shelter  staff  Training  programs  for 
shelter  staff  have  now  been  initiated  (30), 

Conclusions  and  Policy  Implications 

DHHS  estimated  in  1984  (on  the  basis  of  data 
from  a  1976  survey  mandated  by  Congress)  that 
there  are  as  many  as  1  million  homeless  and  runaway 
adolescents  ages  10  through  17  each  year,  and  this 
estimate  continues  to  be  used. 

Information  about  the  causes  and  consequences  of 
adolescent  homelcssness  is  limited/^  Some  home- 
less adolescents  are  homeless  because  their  families 
are  homeless;  others  are  homeless  on  their  own. 


^olescents  who  art  homeless  with  their  families 
are  likely  to  be  homeless  because  of  lack  of  available 
housing,  limited  economic  resources^  family  crises 
(e.g.,  divoxx^  or  separation  of  parents  or  of  an 
adolescent  and  his  or  bCT  i^irtner,  loss  of  family 
source  of  income,  eviction).  Adolescrats  who  are 
boneless  on  their  own  are  more  likely  to  be 
homeless  because  they  have  left  dysfunctional 
families  in  which  dicre  are  high  levels  of  conflict, 
because  they  have  been  abu^d,  because  they 
themselves  are  sufifoing  from  mental  disorders  or 
other  problems,  or  because  they  have  left  foster  care 
or  institutional  settings  (e.g.,  juvenile  justice  facili- 
ties or  mental  health  institutions)  without  arrange- 
ments for  stable  housing. 

Whether  in  families  or  on  their  own,  homeless 
adolescents  experieiice  a  broad  range  of  physical, 
n^tal,  and  school  problems.  Homeless  adolescents 
on  their  own  have  high  rates  of  substance  abuse, 
sexual  activity  (including  prostitution),  and  delin- 
quency. Sometimes  these  activities  are  used  as 
survival  strategies  (e.g.,  exchange  of  sexual  favors 
for  food  or  a  place  to  stay).  There  is  anecdotal 
evidence  that  the  population  of  young  people  on  the 
street  is  becoming  younger  and  more  dysfunctional. 

Little  is  known  about  the  health,  education,  or 
other  needs  of  homeless  adolescents  who  do  not  use 
the  existing  runaway  and  homeless  youth  shelter 
system.  Most  of  the  research  that  has  b^n  done  to 
date  has  relied  heavily  on  adolescents  sampled  from 
shelters  in  urban  areas  and  does  not  follow  adoles- 
cents over  time.  As  a  consequence,  very  little  is 
known  at>out  homeless  adolescents  who  do  not 
utilize  shelter  services  (or  even  what  proportion  do 
use  services)  or  about  the  characteristics  service 
needs  of  homeless  adolescents  in  nonurban  areas. 

There  is  strong  evidence,  however,  that  homeless 
adolescents  are  at  high  risk  for  physical  health 
problems  (including  pregnancy  and  sexually  trans- 
mitted diseases),  mental  health  problems,  and  sub* 
stance  abuse*  They  are  also  at  high  risk  for  social 
problems  such  as  dropping  out  of  school,  lack  of 
employment  skills,  and  criminal  and  delinquent 
behavior. 


^'For  a  gcQoai  discussion  of  Federal  policies  pcnaining  lo  subsiance  abuse  among  adolescents,  see  ch,  12,  "Alcohol.  Tbbacco.  md  Omg  Abuse: 
P)reventiofi  and  Services/*  in  this  volume. 

^*DHHS»  as  required  by  the  Sfewait  B  McKtnntey  Homeless  Assistance  Act  (Public  Law  100-77),  funded  a  study  of  the  undcriying  causes  of  youth 
Q    ticssncss  in  1988.  and  the  results  arc  expected  in  lale  1991  <43a). 
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The  apfH'oaches  for  preventing  homelessness 
among  auiolescents  vary,  depending  in  pad  on 
whether  adolescents  are  living  with  their  families  or 
are  in  foster  care  or  institutions.  Clearly*  one 
possible  strategy  for  preventing  homelessness  among 
adolescents  living  with  their  families  would  be  to 
increase  the  Nation's  supply  of  safe,  affordable, 
accessible  low-income  housing.  An  ^ditional  strat- 
egy would  be  to  support  prevention,  early  identifica- 
tion, and  supportive  interventions  to  help  resolve 
problems  in  dysfunctional  families  that  contribute  to 
adolescents*  leaving  home  {e,gM  parental  substance 
abuse,  physical  or  sexual  abuse  of  a  child,  and  family 
conflicts  related  to  an  adolescent's  homosexuality). 
Adolescents  living  in  foster  care,  group  homes,  or 
institutions  such  as  State  psychiatric  hospitals  or 
juvenile  justice  facilities  are  particularly  important 
subjects  for  homelessness  prevention  programs. 
Unless  they  receive  adequate  p^paration  for  inde- 
pendent living  and  developmenially  ^propriale 
supportive  services,  adolescents  who  leave  these 
settings  are  at  high  risk  of  becoming  homeless.  The 
Federal  Government  provides  grants  to  States  to 
develop  model  **independenl  living*'  programs  to 
facilitate  adolescents*  transition  to  independent 
living  after  leaving  the  foster  care  system  (76).  Even 
adolescents  who  participate  in  independent  living 
programs,  however,  may  need  various  types  of 
social,  economic,  and  emotional  support  before  they 
can  become  independent  (76). . 

Many  adolescents  who  become  homeless,  whether 
with  their  families  or  on  their  own,  have  physical, 
mental  health,  or  social  problems  prior  to  becoming 
homeless.  Once  they  become  homeless,  these  prob- 
lems may  worsen  and  their  need  for  services  is  likely 
to  increase.  Studies  indicate  that  homeless  adoles* 
cents  are  at  extremely  high  risk  for  a  multiplicity  of 
physical  health  problems  (e.g-,  nutritional  deficien- 
cies, sexually  transmitted  diseases,  problems  related 
to  physical  or  sexual  abuse),  mental  health  problems 
(e.g.,  depression,  substance  abuse),  and  school 
problems  (e.g.,  dropout).  Because  these  problems 
cut  across  traditional  agency  boundaries,  homeless 
adolescents  are  likely  to  be  best  served  by  a  system 
that  offers  a  continuum  of  coordinated  and  compre- 
hensive services. 


Con^3rehensive,  developmentally  i^(^)ropriate  serv- 
ices for  hotneless  adolescents  are  practically  nonex- 
istent in  this  country.  Even  safe  shelter  is  not  always 
available.  At  the  Federal  level,  the  of  home- 
less adolescents  have  been  addressed  most  directly 
through  the  limited  funding  of  the  Runaway  and 
Homeless  Youth  Act,  which  helps  fund  runaway  and 
homeless  youth  centers.  These  centCTS  provide  15 
days  of  emergency  shelter  to  hoimless  and  runaway 
adolescents  and  aim  to  reunite  the  adolescents  with 
their  families.  Unfortunately,  the  number  of  beds 
available  is  far  outstripp^  by  the  number  of 
adolescents  in  need*  Furthermore,  for  adolescents 
who  have  run  away  from  or  been  thrown  out  of 
abusive  or  severely  dysfunctional  families,  the  goal 
of  family  reunification  may  not  be  appropriate;  these 
adolescents  need  far  more  than  15  days  of  emer- 
gency shelter. 

In  addition  to  needing  emergency  shelter,  many 
adolescents  who  are  homeless,  whether  with  their 
famAI.^s  or  on  their  own,  need  safe  permanent 
housmg  and  a  variety  of  health,  educational,  and 
social  support  services.  In  most  communities,  serv- 
ices for  homeless  adolescents  are  fragmented  and 
inadequate.  Thus,  for  exan^le,  few  communities 
have  a  full  range  of  mental  health  and  substance 
abuse  programs  to  serve  homeless  adolescents,  and 
the  lack  of  residential  substance  abuse  treatment 
programs  for  homeless  adolescents,  particularly 
those  Without  health  insurance,  has  been  frequently 
noted  (41,60)-'*^  Another  point  that  should  be  made 
is  that  many  adolescents  who  are  homeless  on  their 
own  face  legal  barriers  to  obtaining  housing  or  other 
services.  If  they  have  not  been  emancipated,  they 
may  not  be  able  to  sign  a  lease,  obtain  Federal 
income  support  and  health  insurance  benefits,  obtain 
medical  care,  or  enroll  in  school  without  permission 
of  a  guardian.'^^  Policies  that  would  enable  homeless 
adolescents  to  more  easily  obtain  the  services  they 
need  would  reduce  their  risk  for  further  problems 
(e.g.,  by  iiicieasing  tlie  chances  that  tliey  may  finish 
school,  by  ensuring  that  they  get  appropriate  health 
care,  by  allowing  them  to  secure  safe  housing)* 

As  a  group,  homeless  adolescents  arc  in  need  of 
targeted  education  and  employment  training  pro- 
grams that  offer  a  range  of  options,  including 
flexible  day  labor  and  part-time  work.  As  noted 


^^Most  homeless  adolesceDtshiive  nolMialthinsuniiice  TheefYeitivcnessof  suhsiaoce  abuse  crtamient  for  adolesccms  is  discussed  inch.  12.  '*Akobc^ 
1bbACCo«  and  Drug  Abuse:  Prevention  and  Services/'  in  this  vofume. 

^^Legal  emancipation  is  discussed  in  cb.  17.  "Consent  and  Conftdentialtty  ift  Adolescent  Health  Care  Decisionnrnking/'  in  Vol.  ni. 
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earlio*.  Congress  recently  changed  the  McKinney 
Homeless  Assistance  Act  to  require  States  to  ensure 
access  to  public  education  for  honieless  adolescents. 
TI^  leqxmses  of  States  to  this  n^uiiement  should 
be  caieiiilly  monitored.  Working  adolescents  who 
have  not  completed  high  school  inay  need  alterna- 
tive school  programs  in  order  to  con^Iete  school; 
other  adolescents  who  have  experience  disruptions 
in  their  education  while  boneless  may  need  special 
•*catch-up**  programs.  Because  they  are  likely  to 
have  few  maiketable  skills,  particularly  if  they  have 
not  convicted  high  school,  homeless  adolescents 
may  also  need  en^)loyment  preparation  and  training. 

Addressing  the  problems  of  homeless  adolescents 
demands  responses  at  the  Federal^  State,  and  local 
levels,  and  involvemrat  of  both  the  public  and 
private  sectors.  Specific  policy  options  related  to  the 
inx>blems  of  runaway  and  homeless  adolescents  axe 
listed  in  Volume  L 
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Appendix  A 

GLOSSARY  OF  ABBREVIATIONS  AND  TERMS 


Abbreviations 


AA  — Alc<Aolics  Anonymous 
AAP        — American  Academy  of  P«iiatrics 
AAPT  — Adolescent  Alcohrf  Prevention  Trial 
ACS        —American  Cancer  Society 
\C\¥  — ^Adminisiralicm  cm  Qiildien,  Youth  and 
Families  (DHHS) 


ADAMHA  —Alcohol,  Dmg  Abuse,  and  Mental  Health 


Administration  (PHS) 
ADHD     —attention  deficit  hyperactivity  disorder 
ADM  — alcohrt,  drug  abuse,  and  m^tal  health 
(block  gnmt) 

AFDC      —Aid  to  Families  With  Dependent  Children 
(pn)gram) 

AFL        —Adolescent  Family  Life  (iwogram  under 

Title  XX  of  the  Public  Health  Service  Act) 
— acquired  immunodeficiency  syndrome 
ALERT  — Adolescwit  Experiwiccs  in  Resistance 

Training  (im>g3am) 
AMA       —American  Medical  Association 
AODA  — alcoholism  and/or  drog  abuse  (ccmnsclor) 
APA  — ^American  Psychiatric  Association 
APHA      —American  Public  Health  Association 
ASAM     —American  Society  of  Addiction  Medicine 
ASHA      —American  School  Health  Association 
ATV        —all-terrain  vdiicle 
AYI         —Alaska  Youth  Initiative 
BHCDA    —Bureau  of  Health  Care  Delivery  and 

Assistance  (HRSA) 
BIA        —Bureau  of  Indian  Affairs  (U.S.  Department 

of  the  Interior) 
BMCH  — Bureau  of  Maternal  and  Child  Health 

(HRSA) 
BMI  — body  mass  index 
BSST       —behavioral  social  skills  training 
CASSP     —Child  and  Adolescent  Service  System 

Program  (NIMH) 
CATOR    —Chemical  Abuse  Treatment  Outcome 

Research  (networit) 
CBO  — Congressional  Budget  Office  (U.S. 

Congress) 

CCC  — CivUian  Conservation  Corps 
CDC        —Centers  for  Disease  Control  (PHS) 
CFR        —Code  of  Federal  Regulations 
CHC        —community  health  center 
CMHC  — community  mental  health  center 
CPS  — <hildrCTi*s  prc^ective  services 
CPSC  — Consumer  Safety  Product  Commission 
CRS        —Congressional  Research  Service  (Library 
of  Congress) 
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CSFII      —Continuing  Surveys  of  Food  Intakes  by 

Individuals  (USDA) 
CVC        —Civilian  Volunteer  Corps  (New  York  City) 
CWLA     —Child  Wdfaie  League  of  Amwica 
DARE  — Drug  Atmsc  Resistance  Education  (project) 
DARP  — I^g  Abuse  Repcfting  Ptogram 
DAWN     —Drug  Abuse  Warning  Network  (NIDA) 
DDI  — dideoxyinosinc 

lyUEW  — U.S,  I^partmeait  of  Health,  Education^  and 

Welfare  (now  DHHS) 
DHHS  — U,S,  Dcpaitment  of  Health  and  Human 

Services 

DHKS      —Diet  and  Heahh  Knowledge  Survey  (USDA) 
DIBC  — Divisicm  of  Injury  Epidemiology  and 

Control  (Centers  for  Disease  Onitrol) 
I5J4Q^  — Dcpartraait  of  Maternal  and  Quid  Health 
PMPS      —Decayed,  Missing,  or  Filled  Surfaces  (of 

permanmt  teeth) 
DI^^PT      —Decays,  Missing,  or  Filled  (permanent) 

Tfceth 

DOE        —U.S.  Department  of  Energy 
DOT        —U.S.  Department  of  Transportaticm 
DSM-lII    —Diagnostic  and  Statistical  Manual  of 

Menial  Disorders,  3rd  ed 
DSM-IU-R  —Diagnostic  and  Statistical  Manual  of 

Mental  Disorders,  3rd  ed.,  revised 
EPSDT     — Early  and  Periodic  Screening,  Diagnosis, 

and  Treatment  program  (Medicaid) 
ER  — emergency  nxm 
FACES     —Family  Cohesion  and  Flexibility  Scale 
FBI         —Federal  x        of  Investigation  (U.S. 

Departmoit  of  Justice) 
FDA        —Food  and  Drug  Administration  (PHS) 
PR  —Federal  Register 

GAO       —General  Accounting  Office  (U.S. 

Congress) 

GED        —tests  of  general  educational  developmait 
GMENAC  —Graduate  Medical  Education  National 

Advis(My  Committee 
HDL        —high-density  lipoprotein 
Hispanic  — Hispanic  Health  and  Nutrition 
HANES    Examination  Survey  (NCHS) 
HTV  — huriianinmimiodeficiency  virus  (AIDS  virus) 
HNIS       — Human  NuHition  Infomiation  Service  (USDA) 
HPV  — human  papillomavirus 
HRSA      —Health  Resources  and  Services 

Administration  (PHS) 
HSV  — herpes  simplex  virus 
ICD-9-CM  -International  Classificatira  of  Diseases, 
9th  revision,  Qinical  Modification 
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ICPS 

IHAD 
IND 
lOM 
IQ 

ISA-SPS 
IV 

JOBS 

LDL 

LSC 

LSD 

LST 

MCr 

MIT 

MMPI 

MSA 
NAATP 

NACHO 

NAMCS 

NAPPH 

NAS 
NASHS 

NCCAN 

NCEMCH 

NCHS 
NCI 
NCYFS 
NDATUS 

NEISS 

NFCS 

NHANES 

NHDS 
NHES 
NMS 
NHLBI 

NHTSA 
NIAAA 


— Inleipersonal  Cognitive  Problem-Solving  NICHD 
(program) 

—I  Have  a  Dieam  (program)  NICHY 
— ^investigational  new  dmg 

—Institute  of  Medicine  (NAS)  nIDA 
— intelUgrace  quotient 

— ^Improving-Social-Awareness/Social-  NIDR 

Pn*lera-Solving  (program)  NIB 
— ^intravenous  NiH 
—Job  OppOTtunities  and  Basic  Skills  NIMH 
(program) 

-  lowHiaisity  lipoprotein  NLSY 
— Life  Skills  Counseling  (program) 
—lysergic  acid  diethylamide 

—Life  Skills  Training  (program)  NMCES 
— minimum  competency  test 
—Massachusetts  Institute  of  Tfechnology 
—Minnesota  Multi-Phasic  Perscmality  NMCUES 
Inventory 

-Metropolitan  Statistical  Area  NMHA 
—National  Association  of  Addictira  NSFG 

Tieatmait  Ph>viders  OB-GYN 
—National  Associatim  of  County  Health  ODPHP 

Officials 

— National  Ambulatory  Medical  Caie  Survey  OHDS 
(NCHS) 

—National  Association  of  Private  Psychiatric  OHI-S 
Hospitals  OJJDP 
— NatitMial  Academy  of  Sciences 

—National  Adolescent  Student  Health  ONCDP 
Survey 

—National  Center  on  Child  Abuse  and  OSAP 

Neglect  (OHDS) 
— ^National  Center  for  Education  in  Maternal  OSERS 

and  Child  Health  (Georgetown  University) 
—National  Onter  for HealA  Statistics  (CDC) 
—National  Cancer  Institute  (NIH)  OTA 
—National  Children  and  Youth  Fitness  Study 
—National  Drug  and  Alcoholism  Treatment  OTI 

Unit  Survey  (ADAMHA) 
— ^National  Electn^iic  Injury  Surveillance  PCP 

System  (CPSC)  pp^y 
—Nationwide  Food  Cc«isumpiion  Survey 

(USDA)  PHS 
—National  Health  and  Nutrition  Examination  PID 

Survey  (NCHS)  PrIDE 
—National  Hospital  Disdiarge  Survey  (NCHS) 
—National  HealA  Examination  Survey  (NCHS)  psi 
—National  Health  Interview  Survey  (NCHS)  RCT 
—National  Heart,  Lung,  and  Blood  Institute  RDAs 

(NIH)  RXC 
—National  Highway  Transponation  Safety  RTI 

Administration  (U.S.  Department  of  SEER 

Transportation) 
—National  Institute  on  AlccAol  Abuse  and  SES 
Alcoholism  (ADAMHA)  SLHC 


—National  Institute  of  Child  Health  and 

Human  Iteveloi^neat  (NIH) 
—National  Intomaiion  Center  for  Childrm 

and  Youth  With  Handicaps 
—National  Institute     Dmg  Abuse 

(ADAMHA) 
—National  Instimte  of  Dental  Research  (NIH) 
—National  Instinrte  of  Education 
—National  Institutes  of  Health  (PHS) 
—National  Institute  erf  Mental  Health 

(ADAMHA) 
— ^National  Longitudinal  Surv^  of  Labor 
Maricet  Experioice— Youth  CcAon  (U.S. 
Department  of  Labor) 
—National  Medical  Care  Expenditure  Survey 
(Agoicy  for  Health  Care  Policy  and 
Reseairh.PHS) 
— Naticwial  Medical  Care  Utilization  and 

Expenditure  Survey  (NCHS) 
— National  Mwital  Health  Association 
—Naticwial  Survey  of  Family  Gn>wth  (NCHS) 
— ob^etrics-gynecology 
— Office  of  Disease  Ptevention  and  Health 

PromoticMi  (DHHS) 
— Office  of  Human  Development  Services 

(DHHS) 
— Simplified  Oral  Hygioie  Index 
— Office  of  Juvoiile  Justice  and  Delinquency 

Prevention  (U.S.  Department  of  Justice) 
— Office  of  Naticmal  Drug  Control  Piograms 

(Executive  Office  of  the  President) 
— Office  for  Substance  Abuse  PreventicMi 

(ADAMHA) 
— Office  of  Special  Education  and 
Rehabilitative  Services  (U.S.  Department 
of  Education) 
— Office  of  Tfechnology  Assessmmt  (U.S. 

C(Migress) 
— Office  for  Treatment  Improvement 

(ADAMHA) 
— ph^icyclidine 
— Pathological  Determinants  of 

Atherosclerosis  in  Youth 
—Public  Health  Service  (DHHS) 
— pelvic  inflammatory  disease 
— Parents*  Resource  Institute  for  Drug 
Education 

— ^Postponing  Sexual  Involvement  (program) 
— randomized  clinical  trial 
— recommended  dietary  allowance 
— ^residential  treatm^t  center 
— ^Research  Triangle  Institute 
— Surveillance,  l^idemiology,  and  End 

Results  Program  (NCI) 
— socioeconomic  status 
— schooMinked  health  center 
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SMART  — Self  Manageroait  and  Resistance  Training 
(program) 

SPRANS  — special  projcrts  of  regional  and  national 
significam:^  (under  Title  V  of  the  Social 
Seairity  Act) 

STAR  — StiKlcats  Tui^t  Awarwss  and  Resistance 
(pxogram) 

STD  — sexually  transnutted  disease 

STEP  — Summer  Training  and  Educatkm  Program 

SYETP     -Summer  YcMith  Employment  and  Training 

Program  (U.S.  Def^mnoit  of  Labor) 
TAPP  — Tfeen^e  Pregnancy  and  Planning  Program 
THC  -tetrahydrocannabinol 
TOP  — Tfeen  Outreach  Program 
Tore       —Treatment  Outcc»ne  Ptospective  Study 

(Research  Triangle  Instimte) 
TPI  — Treatment  Priority  Index  (for  oral 

malocclusion) 

Tenns 

Abortion:  Ibrniination  of  pregnancy.  In  this  Report,  the 
temi  is  generally  used  to  refer  to  induced  abortim 
rath^  than  spontaneous  fetal  loss.  In  the  United  Stales, 
the  methods  most  commcMily  used  to  terminate  i»eg- 
nancies  are  surgical  (e.g.»  vacuum  curettage,  dilatic^i 
and  curettage^  dilation  and  evacuation,  hysterotomy, 
and  hysterectomy).  A  nonsurgical  nmlical  n^thod  of 
abortion  used  in  France— the  administration  of  the 
compound  RU-486  and  fmstaglandins — is  not  avail- 
able in  the  United  States. 

Abortion  rate:  The  number  of  abortions  in  a  gtv^ 
pojnilaticHi  per  some  population  base  during  a  given 
time  period  (e.g.,  43  abortions  per  1,000  females  ages 
15  to  19  in  a  given  year). 

Abstinence  from  sexual  activity:  Refraining  from  sexual 
intercourse,  one  approach  to  the  prevention  of  sexually 
transmitted  disease  (STD),  AIDS,  and  pregnancy. 
Compare  contraception. 

Abuse:  See  alcohol  abuse,  emotional  abuse,  physical 
abuse,  psychoactive  substance  abuse,  sexual  abuse. 

Academic  tracking:  The  separation  of  students  into 
groups  by  achievement  levels- 

Access:  Potential  and  actu^  eutiy  of  a  population  into  the 
health  care  delivery  system. 

Accidental  injury:  An  injury  that  is  nol  self-inflicted  or 
caused  by  maltreatment  or  other  violatice. 

Acne:  Conmion  acne  (acne  vulgaris)  is  a  chronic  inflam- 
matory  disease  of  the  pilosebaceous  apparatus,  with 
lesions  occurring  most  frequently  on  the  face,  chest, 
and  back.  The  cause  is  unknown,  but  it  has  been 
suggested  that  many  factors,  including  certain  foods, 
stress,  hereditary  factors,  hormones,  drugs,  and  bacte- 
ria play  an  etiologic  role. 

Acquired  immunodeficiency  syndrome  (AIDS):  See 
AIDS. 

ERIC 


USDA 
VISTA 

VLDL 
WHO 
WIC 


YMCA 
YNH^PS 

YOU 
YRBSS 

YWCA 


—U,S.  DepaitmMt  of  A^ulture 
— ^Vohmteors  in  Service  to  America 

(ACnON) 
— very  low  deosiQr  Iqx^mrtein 
— Wortd  Healdi  Qr^nizaticHi 
— Special  Siq^emental  Food  Program  for 

Won^,  Infants,  and  Oiildnni  (U.S. 

Dqpaitment  of  ^rioiltuie) 
—Young  Men*s  Quistifm  Associadm 
—Yale-New  Havcn^ocial-Ph*lem-Srfving 

(iHoject) 

— Yomh  Opportimity  Unlimited  (program) 
—Youth  Ri^  Behavioral  Surveillance 

System  (CDC) 
— ^Young  Women's  Oiristian  Association 


Activity  limitation:  Each  person  idratified  as  having  a 
chronic  condition  by  the  National  Health  Interview 
Survey  conduct^  by  JSHHS  is  classified  according  to 
the  ext^it  to  whidi  his  or  her  ^vities  aie  limited 
because  of  the  conditions  as  follows:  1 )  persons  unable 
to  carry  on  their  major  activity  (for  children  5  to  17,  a 
person*s  majc^  activity  refers  to  school  attendance;  for 
individuals  age  18  ami  ovo*^  it  usually  refers  to  a  job, 
housewoifc^  or  school  attmtance);  2)  pers(Mis  limited 
in  the  anumnt  or  Idnd  of  major  JKitivity  pcribrmcd;  3) 
persons  not  limited  in  major  activity  but  otherwise 
limited;  and  4)  persons  not  limited  in  activity.  See  also 
disability. 

Acute  condition:  Gaierally,  an  injury,  an  illness,  or  an 
impairment  of  limited  duration.  For  purposes  of  the 
National  Health  Interview  Survey  omducted  by  DHHS, 
an  acute  condition  is  a  physical  or  mental  ciHiditim 
that  has  lasted  less  than  3  months,  is  not  a  conditicm 
that  normally  lasts  more  than  3  months  (e.g..  diabetes, 
arthritis),  and  is  of  sufficiwt  consequence  to  have 
involved  either  at  least  one  doctw  visit  or  at  least  1  day 
of  restricted  activity.  Acute  conditions  experienced  by 
U.S.  adolescaits  include  injuries,  illnesses  rangmg 
from  respiratory  ccMiditions  such  as  colds  and  influ- 
enza, intestinal  viruses,  dermatitis,  car  infections, 
dental  problems,  and  sOTie  acute  psychiatric  condi- 
tions. Compare  chronic  condition. 

Acute  illness  (physical,  mental):  For  purposes  of  this 
Report,  an  acute  illness  is  a  disease  or  disorder  (as 
opposed  to  an  injuiy)  of  limited  duration.  The  distinc- 
tion between  physical  and  mental  illnesses  is  whether 
the  illness  is  of  the  body  or  of  the  mind.  This 
distinction  is  somewhat  aibitraiy,  however,  because 
some  mental  illnesses  have  a  i^ysiological  base.  See 
also  acute  condition. 

Addiction  mcMlel:  A  model  of  treatment  for  alcohol  and 
drug  abuse  based  on  the  philosophy  that  once  a  person 
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has  become  a  {m^lem  usa:  of  alcdiol  or  drugs,  he  or 
she  win  always  be  a  }»t^leni  user  and  should  avoid  any 
use  of  ak<^c^  and  drags  for  life. 

Adjudicated:  Passed  on  judicially,  settled,  or  decreed,  or 
onivicted  and  sentenced  An  adjudicated  case  is  one  in 
whic^i  the  c(»ut  has  catered  a  judpneni. 

Adjustment  disorder:  A  mental  dis(»der  defined  in 
DSM'III'R  as  a  maladaptive  reaction  to  an  identifiable 
psychMocial  stressor  or  stresses  th^  occurs  whhin  3 
mc^iths  after  the  cmset  of  tiie  stre^cH-  «id  has  persisted 
for  no  longer  than  6  months.  Adjustmrat  disorder 
develops  in  leaction  to  a  stimfol  evoit  en*  series  of 
events  (e.g.,  discoidant  family  relationships,  paiental 
divc»ce  death,  illness,  moving  to  a  new  pl^)  and 
impairs  ability  to  function  in  school  or  on  the  job, 
because  the  individual  camiot  cope  with  problems  in 
an  appropriate  way  and  may  become  emotionally 
incapacitated  by  stress. 

Adolescence:  Definitions  of  adolescoice  vary,  and  many 
observers  agree  that  a  defUiiticm  based  on  age  slant  is 
not  sufficient.  Adolescence  typically  takes  pl^  dur- 
ing the  second  decade  of  hfe,  and  is  initiated  by 
puberty,  although  physical  and  other  changes  occur 
(i.eM  in  height^  wei^t,  head  size,  facial  stnicturc,  facial 
expression,  and  cognitive  abilities).  As  used  by  OTA, 
adolescence  nK>st  often  refers  to  the  period  of  life  from 
ages  10  through  18. 

Adolescent  delinquency:  Offenses  committed  by  adoles- 
cents that  would  be  cwsideied  violaiiwis  of  criminal 
law  if  committed  by  adults  (ranging  from  minor  ones 
such  as  disorderly  conduct  to  serious  ones  such  as 
aggravated  assault)  and  offoises  committed  by  adoles- 
cents  that  are  consider^  offenses  only  because  they 
arc  committed  by  a  minor  (i,e.,  ''status  offenses''  such 
as  running  away  from  home,  truancy). 

Adolescent  health:  Narrow  definitions  of  adolescent 
health  might  be  the  absence  of  jAysical  disease  and 
disability  and  the  ^smce  of  engagemoit  in  health- 
compromising  behaviors  that  lead  to  the  so-called  new 
morbidities  (e,g.,  outcomes  of  sex,  drug  use,  and 
violence),  A  broader  definition  would  also  include 
positive  components  of  health  (e.g.*  social  compe- 
tence); and  health  and  well-being  from  the  perspective 
of  adolescents  themselves  (e.g.,  perceived  quality  of 
life).  A  fully  realized  view  of  adolesc^t  health  would 
also  consider  the  impact  of  social  (e.g.,  families, 
schools,  communities,  policies)  and  physical  (e,g,, 
fluoridation,  automobile  and  highway  design  and 
construction)  influences  on  health  and  would  be 
sensitive  to  developmental  changes  that  occur  during 
adolescence.  See  also  health. 

Adrenal  glands:  Endocrine  glands  situated  near  the 
kidney  that  produce  steroids  like  sex  hormones, 
hormones  related  to  metabolic  functions,  and  adrena- 
line. 


Adrenarche:  Matu^i(»i  of  die  adrcnal  glands»  usually 
beginning  b^w^  ages  6  and  8. 

Advocacy  (for  adoli^cents):  Refers  to  suppoit.  cooidina- 
ti<m,  and  Unlu^  to  expats,  individuals,  gioujKS,  ai»l 
institutions  who  may  help  adol^^oits.  It  may  be 
I^ovided  by  pfuvats  or        known  to  an  adolesosnts. 

Affective  disorder:  Any  discmler  relating  to,  arising 
from,  or  mfluoKing  feelings  or  emotiras,  diaiacter- 
ized  by  alterations  in  moodL  See  mood  disorders, 
anjdefy  disorders,  depression. 

AHercare:  A  variety  of  services  designed  to  raider 
assistance  to  an  imtividual  recovering  from  substance 
abuse  following  discharge  from  a  hospital  or  fmmal 
treatment  program,  including  such  things  as  peer 
support  and  counseling,  crisis  services,  job  itfenal, 
and  diojHin  centers. 

Aggravated  assault:  See  assatdt, 

AIDS  (acquired  immunodeficiency  syndrome):  A  dis- 
ease characteri^  by  a  deficiency  of  the  immune 
system  caused  by  hurmm  immunodeficiency  virus 
iHtVl  The  primaiy  defect  in  AIDS  is  an  acquired, 
persistent,  quantitative  functicmal  dejmssion  within 
tlw  T4  subset  of  lymphocytes.  This  depression  often 
leads  to  infections  caused  by  micro-oiganisms  that 
usually  do  ncH  produce  infections  in  individuals  mth 
nonnal  immunity.  HTV  infecticm  can  be  transmitted 
from  one  infect^  individual  to  another  by  means  that 
include  the  sharing  of  a  contaminated  intravenous 
n^dle  and  engaging  in  unprotected  sexual  intercourse 
(i.e.,  interccmrse  without  the  use  of  condoms)  with  an 
infected  person. 

Aid  to  Families  With  Dependent  Children  <AFDC) 
program:  A  program,  established  by  the  Social  Secu- 
rity Act  of  1935,  pioviding  cash  payments  to  needy 
children  (and  their  carmkers)  who  lack  suj^xm 
because  at  least  csic  parent  is  dead,  disabled,  continu- 
ally  absent  from  the  home,  or  imemployed  Eligible 
families  must  m^  income  and  resource  criteria 
specified  by  the  State,  See  Family  Support  Act  of 1988. 

Alcohol  (ethyl):  One  of  the  most  commonly  used  of  all 
psychoactive  substances,  alcohol  is  a  transpatent, 
colorless  liquid,  obtained  by  fermentation  of  carbdiy- 
drates  with  yeast.  It  is  cmtaiiK^  in  beer,  wine,  and 
various  other  bevmges  (e.g.,  gin,  whiskey). 

Alcohol  abuse:  A  form  of  psychoactive  substance  abuse 
that  involves  the  substance  ethyl  alcdiol. 

Alcohol  dependence:  A  form  of  psychoactive  substance 
dependence  that  involves  the  substance  ethyl  alccrfiol. 

Alcohol,  Drug  Abuse,  and  Mental  Health  (ADM) 
Block  Grunt  Program:  The  major  Federal  program 
providing  funds  to  States  for  outpatient  alcdiol,  drug 
abuse,  and  mental  health  treatment  programs,  (Funds 
arc  not  allowed  to  be  used  for  inpatient  services,) 
States  receive  a  share  of  the  ADM  block  grant 
apfM^opriation  thrcHigh  a  formula  based  in  pait  on  the 
size  of  the  State  population  (Subpart  1,  part  B  of  Title 
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XJX  of  the  Riblic  Health  Service  Act).  Hie  ADM 
Block  Grant  Ph^ram  is  administenKl  by  the  Office  of 
Treatment  ImiMwcment  in  the  ^cofaol  Drug  Abuse, 
and  M^ital  Health  Atbmmstration  in  DHHS. 

Ambulatory  care:  Medical  services  provided  to  patioits 
who  are  not  inpatients  of  hospitals.  It  includes 
outpatient  hospital  cane. 

Amenorrhea:  Absence  of  men^mal  bleeding. 

American  Indian  or  Alasl^  Native:  A  pcrscni  having 
origins  in  any  of  the  cmginal  peoples  of  North 
American  and  maintaining  cultural  identification 
through  tribal  affiliation  or  community  recognition. 
Compare  black,  white,  Hispanic,  and  Asian  or  Pacific 
Islander. 

Amphetamines:  A  group  of  three  closely  related  com- 
pounds, all  of  which  are  potent  central  nervcnis  system 
and  bdsaviond  stimulants:  I)  ampbetamii^,  2)  m^am- 
ph^amine,  and  3)  dextroamjrfietamine.  Am^ta- 
mines  arc  used  medically  to  treat  hyperactivity  in 
children,  mild  brain  dysfunction  in  diildren,  narco- 
\epsy  (recurrent,  uncontrollable,  brief  episodes  of 
sleep),  or  mild  depression. 

Analgesics:  Pain  killers. 

Androgens  (also  called  andrc^enic  hormones):  Male 
sex  hormones  such  as  testo^erone,  which  is  responsi- 
ble for  inducing  and  maintaining  seccmdaiy  male  sex 
characteristics. 

Anemia:  A  condition  that  exists  whm  the  level  of 
hemoglobin  in  a  perswi '  s  blood  drq^  to  an  atmonnally 
low  level  (e.g.,  below  1 1  grams  per  deciliter  of  whole 
blood). 

Anorexia  nervosa:  See  eating  disorders. 
Antisocial  behaviors  by  children:  Also  known  as 
conduct  problems  in  the  criminology  literature^  these 
arc  hostile  or  harmful  behaviors  th-.  deviate  from  the 
social  norm  (e.g,,  aggression,  stealing,  lying,  acting 
fighting). 

Anxiety  disorders:  A  set  of  disorders  defined  in  DSMUl- 
R  as  disorders  in  which  excessive  apprehension, 
tension,  or  uneasiness  that  stems  from  the  anttcipatit^ 
of  internal  or  external  danger  is  the  primary  symptom. 
This  anxiety  is  manifested  by  physiological  changes 
such  as  sweating,  tremor,  and  rapid  pulse.  Separation 
anxiety  disorder  involves  irrational  fears  or  panic 
about  being  separated  from  those  to  whom  one  is 
attached,  usually  the  parent(s).  While  separatiOT  anxi- 
ety disOTder  is  more  common  among  children,  it  may 
continue  into  adolescence. 

Appetitive  effects  (of  drugs):  Usually  pleasurable  sensa- 
tions or  feelings,  such  as  euphoria,  which  may  instill 
a  craving  (ot  appetite)  for  continued  use  of  a  substance 
in  order  to  prolong  or  re-create  the  desired  effects. 

Appropriation  (by  Congress):  An  act  of  Congress  that 
authorizes  one  or  more  Federal  agencies  to  incur 
obligations  and  make  payments  from  the  general  fund 

^  or  various  special  funds  of  the  U.S.  Treasury.  Appro- 
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priations  do  not  represent  funds  available  in  the 
Treasury  but  are  limitations  on  the  amounts  that 
agencies  may  c^ligate  during  the  time  period  s^  in  the 
law.  CcHnpare  auiharization. 
Arrest  rate:  The  number  of  arrets  made  in  a  givoi 
pq)ulaikm  per  some  population  base  during  a  givoi 
time  period  (e.g.,  5  anesls  per  1(X),(K)0  population). 
The  arrest  rate  is  analogous  to  an  incidence  rate  for  an 
off^e. 

Arson:  See  serious  property  cffenses. 

Asian  or  Pacific  Islander:  A  perscm  having  origins  in 
any  of  the  cmginal  peoples  of  the  Far  Ea^,  Southeast 
Asia«  the  Indian  subc^Kitinmt,  or  the  Pacific  Islands. 
Hie  area  incluctes  Qiina,  India,  Japan,  Korea*  the 
Philippine  Islands,  and  Samoa.  Compare  Mack,  white, 
Hispanic,  and  American  Indian  or  Alaska  Native, 

Assault:  Hie  unlawful  intentional  inflicting*  or  attemj^ed 
inflicting,  of  injuiy  upm  the  persm  of  another.  Simple 
assault  is  the  unlawful  intenttmal  inflicting  of  less 
than  saicHis  bodily  injury  withwt  a  deadly  or  danger- 
ous weapon  or  an  attempt  or  dueat  to  inflict  bodily 
injury  without  a  deadly  or  dangerous  weapon.  Aggra- 
vated assault  is  the  unlawful  intuitional  inflicting  of 
serious  bodily  injury  or  death  by  means  of  a  deadly  or 
dangerous  weapon  with  or  without  actual  infliction  of 
injuiy. 

Assertivenm  training:  Counseling  for  the  purpose  of 
improving  interpersc9ial  communications  skills.  Some 
programs  focus  cm  helping  people  to  identify  their  own 
values;  others  communicate  particular  values  and  help 
people  Icam  to  live  by  Jicm. 

Asthma:  ConstricticHi  of  he  bronchial  tubes,  producing 
wheezing  and  difficulty  breathing,  in  response  to 
irritation,  allergy,  or  other  stimuli. 

Asymptomatic:  Without  symptoms. 

Atherosclerotic  cardiovascular  disease:  Heart  disease 
related  to  a  discn-der  of  the  arterial  walls  that  includes 
degenerative  changes,  deposition  of  lipid,  proliferaticm 
of  smcxnh  muscle  cells,  fibrosis,  ancl  calcification  of 
the  arterial  walls. 

Attention  deficit  hyperactivity  disorder  (ADHD):  A 
mental  disorder  defined  in  DSM-UhR  as  a  disturbance 
lasting  at  least  6  mcqnths  that  is  characterized  by 
developmentally  in^ropriate  degrees  of  inattention^ 
impulsiveness,  and  hyperactivity.  TTie  diagnosis  is 
made  when  at  least  8  of  14  specified  criteria  are  met 
(e.g.,  oftoi  fidgets  with  hands  or  feet  or  feels  resUess, 
often  talks  excessively,  often  does  not  seem  to  be 
listening  to  what  is  being  said).  Ons^  of  the  discn^der, 
which  is  more  common  in  males  than  females,  is 
typically  before  the  age  of  4  but  must  occur  before  age 
7.  Central  nervous  system  abnormalities  are  thought 
to  be  predisposing  factors.  Some  impairment  in 
schoolwork  or  cooperating  in  group  social  activities  is 
common. 
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Authoritative  parenting:  Parenting  style  that  includes 
embracing  tmliticmil  values,  guiding  diildrcn's  activ- 
ities firmly  and  consisteittly,  stating  values  clearly, 
respcmiing  to  children  emc^oimlly ,  iHoviding  a  stimu- 
lating environment  for  children,  and  maintaining  an 
apjHt^3ria!e  ratio  <rf  childrcn*s  autonomy  to  parental 
control  at  all  times. 

Authorizatkin  (by  Congr^):  Sutetantive  legislaticHi 
that  creates  or  contini^s  a  Federal  agency  or  program 
for  an  indefinite  or  specified  period  of  time.  It  may 
prescriuc  funding  methods,  allow  a  particular  type  of 
expenditure,  or  limit  the  level  of  budget  authority. 
Compare  approprianon. 

AZT:  Sec  zidovudine. 

Bacteriumi  (pi.,  bacteria):  Any  of  a  group  of  one-celled 
micro-organisms  having  round,  rodlike,  spiral,  or 
filamentous  bodies  that  are  enclosed  by  a  cell  wall  or 
membrane  and  lack  fiilly  differmtiated  nuclei.  Bacte- 
ria may  exist  as  free-living  organisms  in  soil,  water, 
oiganic  matter,  or  in  the  bodies  of  plants  and  animals. 
Some,  but  not  all,  bacteria  can  cause  disease. 

Barbiturates:  A  group  of  sedative-hypnotic  compounds 
that  are  capable  of  producing  all  degrees  of  behavioral 
depression,  ranging  from  mild  sedation,  througji  anes- 
thesia, to  coma  and  death.  Barbiturates  have  tradition- 
ally been  subclassified  into  compounds  of  varying 
durations  of  acticHi.  Many  of  the  behavioral  effects  of 
the  barbiturates  are  quite  similar  to  those  observed 
during  alcc^ol-induced  inebriaticm. 

Bed-disability  day:  As  defined  by  the  National  Health 
Interview  Survey  conducted  by  DHHS,  any  day  m 
which  person  stays  in  bed  for  nK>re  than  half  of  the 
daylight  hours  (or  nonnal  waking  hours)  because  of  an 
illness  or  an  injury.  All  hospital  days  are  bed-disability 
days.      also  restricted-activity  day. 

Behavioral  problems:  Bdiavior  that  disturbs  or  harms 
the  adolescent  w  others.  Includes  the  mental  health 
problems  termed  disruptive  behavior  ctisorders  (e.g., 
attention  deficit  disor<ter,  conduct  disorder).  See 
problem  behaviors.  Compare  physical  problems  and 
mood  disorders. 

Bipolar  or  manic-depre^ivc  disorder:  A  mental  disor- 
der  defined  in  DSM-III-R  involving  extreme  swings  in 
mood  between  severe  depression  and  intense  elation. 
During  the  manic  phase,  hyperactivity  and  a  decreased 
need  for  sleep  are  common,  as  are  an  inflated  sense  of 
self-esteem  and  a  lack  of  recognition  that  the  behavior 
is  not  nonnal.  These  manic  periods  alternate  with 
periods  of  depression,  sometimes  immediately  follow- 
ing each  other  and  sometimes  with  a  period  of  normal 
moods  hetwmi  the  manic  and  defH^sive  leases. 

Birth  rate!  A  measure  derived  by  dividing  the  number  of 
live  births  in  a  population  in  a  given  period  by  the 
resident  population  at  the  middle  of  that  paiod.  It  is 
expressed  as  the  number  of  live  births  per  1,000 
Q    population.  The  rate  may  be  restricted  to  births  among 
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women  of  a  specific  age,  race,  marital  ^atus,  or  other 
characteristic  (e.g.,  65  births  per  1 ,000  females  ages  15 
to  19),  or  it  may  be  related  to  the  births  anwng  the 
entire  populaticm. 
Black:  A  person  having  origins  in  any  of  the  black  racial 
gmups  in  Africa.  Normally  excludes  pcrswis  of 
Hispanic  origin  except  for  tabulatitms  prcxhtced  hy  the 
Bureau  of  the  Cmsus,  which  are  noted  ^amlingly. 
Compare  white,  Hispamc,  Asian  or  Pac^c  Islamier, 
American  Indian  or  Alaska  Native. 
Block  grants:  Sums  of  Federal  funds  allotted  to  St^e 
agencies  (e.g.,  cducaticm,  health)  which  may  be  passed 
on  to  kxal  agencies.  States  detcmiine  the  mix  of 
sovices  jm^ided  and  the  pofxzlation  served  and  are 
account^le  to  the  Federal  Government  only  to  the 
extent  that  funds  are  spent  in  atxordance  with  prc^ram 
requirenraits,  Scmeiimes,  however,  sa-asides  arc 
required  for  specific  populaticm  groups.  See  also 
names  of  sprcific  block  grant  programs:  Alcohol,  Drug 
Abuse,  and  Mental  Health  (ADM)  Block  Grant  Pro- 
granh  Community  Developnwru  Block  Grant  Program, 
Maternal  and  Child  Health  (MCH)  Services  Block 
Gram  Program,  Social  Service  Block  Grant  Program. 
Body  mass  Index  (BMI):  Weight  in  kilograms  divided 
by  height  in  meters  squared  [m^].  This  is  a  measure 
used  in  determining  obesity  or  overweight. 
Bulimia  nervosa:  See  eating  disorders. 
Burglary:  See  serious  property  offenses. 
Calculus:  A  hard  deposit  of  calcium  {^s{^ate  and 
carbonate  with  organic  mailer  on  the  surfaces  of  the 
teeth. 

Cancer:  A  tumor  with  the  potential  for  invading  neigh- 
boring tissue  and/or  metastasizing  to  distant  sites,  or 
one  that  has  already  done  so.  Cancers  are  categorized 
into  major  classes  by  their  cell  types.  A  carcinoma  is 
a  cancer  of  the  epithelia,  including  the  actemal 
epithelia  (mainly  skhi  and  Unites  of  the  gastiointesti' 
nal  tiact,  lungs,  and  cervix)  and  the  internal  epithelia 
that  line  various  glands  (e.g.,  breast,  pancreas,  thy- 
roid). A  sarcoma  is  a  tumor  made  up  of  a  substance 
like  the  embryonic  cronective  tissue;  sarcomas  are 
often  highly  malignant.  See  also  leukemia. 
Cannabis:  The  driwl  flower  of  the  hemp  plant.  Cannabis 
sativa,  that  omtains  the  psychoactive  substance  tetrahy- 
drocannabinol (THQ,  which  is  the  active  ingredient  in 
marijuana  and  hashish. 
Career  criminals:  High  rate  and  or  long  duratiM 

offenders  who  ccmtribute  most  to  total  crime  rates. 
Central  citi«»:  The  largest  cities,  with  50,000  or  more 
inhabitants,  in  a  Metropolitan  Statistical  Area  (MSA). 
A  smaller  city  within  an  MSA  may  qualify  if  it  has  at 
least  25,000  inhabitants  or  has  a  pojHilation  of 
one-third  or  more  of  that  of  the  largest  city  and  a 
minimum  population  of  25,000,  An  excqjtion  occurs 
where  two  cities  have  ccxitiguous  boundarii^  a.  i 
c(mstitute,  for  economic  and  social  purposes,  a  single 
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commimity  of  at  least  50^000,  the  smaller  of  which 
must  have  a  pqxilatkm  of  at  least  15,000. 
Cerebral  palsy:  The  pc^ular  tcnn  for  a  neurologic  defect, 
typically  present  from  infancy  or  childhood,  that 
causes  a  major,  but  typically  nOTprogressive,  disttub- 
ance  of  motw  function  The  tarn  covers  several 
diseases  of  widely  differing  etiolc^c  and  anatomic 
types. 

Cervicitis:  InflammatiOT  of  the  cervix  uteri  (the  neck  of 
the  itfmis)* 

Chancre:  1)  The  usually  painless  primary  lesion  of 
syphilis,  oocuiring  at  the  site  of  entiy  of  the  infection, 
typically  presenting  as  a  small  red  p^Tule  or  cmsted 
erosion  that  Imaks  down  to  become  round  or  oval, 
indurated,  and  slightly  elevated  with  an  erod^  surfer 
that  exudes  a  serous  fluid  and  giv^  rise  to  a  mmt^ider. 
firm  regional  lym[Aadenopathy  (bubo);  2)  any  of 
various  primary  cutmeous  lesions  that  are  seen  at  the 
site  of  inoctdation  of  infedicHi  in  such  diseases  as 
beipes  and  tuberculosis. 

Chamroid:  A  sexually  transmitted  disease  (STD)  caused 
by  the  bacterial  agent  Haemophilus  ducreyi  and 
charact^ized  by  a  painful  inimary  ulcer  at  the  site  of 
inoculation*  usually  on  the  external  genitals,  Pc^ential 
complications  include  secondary  infections,  fistulae, 
and  paraphimosis  or  phimosis. 

Chapter  1  programs:  Chapter  1.  Title  I  of  the  Ele- 
mentaiy  and  Secondary  EducaticH)  Act.  provides 
Federal  assistance  for  State  and  tocal  educational 
programs  fc^  disadvantaged  U.S.  jwpils  from  pre- 
kindeigaitm  through  seciwidary  school. 

Child  and  Adolescent  Service  System  Program  (CASSP): 
A  small  program,  admmistered  by  the  National  Insti- 
tute of  Mental  Health  in  DHHS.  that  was  created  by 
Congross  in  1984  to  promote  greater  coordination 
among  public  and  private  agencies  providing  services 
to  childrai  and  adolescents  with  mental  health  prob- 
lems. 

Children's  protective  services;  See  protective  services. 

Child  welfare  services:  See  social  services. 

Child  welfare  system:  See  social  services. 

Chlamydial  infection:  Any  sexually  transmitted  disease 
(S^TD)  that  is  characterized  by  infection  with  the 
bacterial  agent  Chlamydia  trachomatis.  Such  infec- 
tion, whidi  may  be  asymptomatic  or  accompanied 
symptoms  such  as  dysuria  (difficult  urination),  pemle 
or  vaginal  discharge,  and  urinary  frequ^icy.  can 
potentially  lead  to  complications  that  include  urethral 
stricture,  urethritis,  salpingitis,  epididymitis^  infertil- 
ity, and  adverse  obstetrical  outcomes.  Methods  of 
prevention  include  the  avoidance  of  multiple  sexual 
paitners.  Treatment  is  with  antibiotics.  Chlamydia  is 
the  most  common  type  of  sexually  transmitted  disease 
among  U.S.  adolescents. 

Cholesterol:  A  white,  waxy,  fat-like  substance  present  in 
all  of  the  body's  tissues  and  in  the  bloodstream. 


essential  to  life.  The  cholesterol  that  con^  from  food 
(dietary  cholesterol)  is  not  an  essential  nutr^t  diet 
l)ecause  sufficient  anKHmts  of  chole^ool  are  fnoduced 
in  the  body.  JusthowclKdesterolisdi^butedthrougjb 
the  body  is  not  cntirdy  clear,  but.  m  single  terms, 
lowntoisity  lip^roteins  (LDL)  (the  so-called  "had'' 
chole^at>l)  ^pear  to  bring  cholest^l  into  the 
systm,  and  high-dendty  lipofm^eins  (HDL)  (die 
so-called  ••good"  cholesterol)  sppesr  to  cany  choles- 
terol a^y  from  die  sy^ra  dmxi;^  the  hver.  Levels  of 
cholestml  in  tte  bloodstream  can  be  affect  by  diet« 
and  by  gimeiic  disofders^  end  diabetes  and  otl^ 
metabolic  diseases.  Hypncholesterolemia  (elevation 
of  tl^  blood  cholest^l  levd)  is  diou^t  to  re^ilt  l>y 
causing  t^rosclerotic  cardiovascular  disease. 

Chronic  condition:  Generally,  an  illness,  an  injury,  or  an 
irapaimi«it  that  is  Kngcring  mid  lastmg.  Fot  purposes 
of  the  National  Health  Interview  Survey  conducted  by 
DHHS,  a  duonic  conditicm  is  any  phj^ical  or  mental 
conditicxi  that  eidiex  has  lasted  3  months  or  more  or  is 
mt  of  ceitain  ccmditions  that  nonnally  has  a  duraticH) 
of  m>Tt  than  3  months  (e.g.,  diabetes,  arthritis). 
Compare  acute  condition. 

Chronic  Illness  (physical,  mental):  For  purposes  of  this 
Report,  a  chrcmic  illness  is  a  disease  or  disorder  (as 
q>posed  to  an  injury)  that  persists  over  an  extoided 
period  of  tinw.  The  distinction  between  i^ysical  and 
mental  illnesses  is  somewhat  arbitrary,  however, 
because  some  mental  illnesses  have  a  i^ysiological 
base.  See  also  chronic  condition.  Compare  acute 
illness. 

Civilian  noninstitutionalized  population:  The  civilian 
po|Hilation  not  residing  in  institutions.  Institutions 
include  cwtecticmal  institutions,  detention  homes,  and 
training  sdiools  for  juvenile  offenders,  homes  for 
dependent  and  neglected  childr^,  homes  and  schools 
for  the  mentally  or  physically  handicapp^  and  hon^s 
for  unwed  mothers.  This  pc^ulati<H)  is  the  denominator 
in  rates  calculated  for  the  National  Ambulatory  Medi- 
cal Care  Swn'ey,  the  National  Health  and  Nutrition 
Examination  Survey^  and  the  National  Health  Inter- 
view Survey. 

Cocaine:  A  psychoactive  substance  derived  from  coca 
leaves.  Several  types  of  coca  preparations  are  used  for 
their  psychoactive  properties:  coca  leaves  (chewed), 
coca  paste  (smoked),  cocaine  hydrochloride  powder 
(inhaled  or  injected),  and  cocaine  alicaloid — 
"frcctese''  or  ''crack*'  (smoked). 

Cocaine  abuse:  A  form  of  psychoactive  substance  abuse 
that  involves  the  substance  cocaine. 

Cocaine  dependence:  A  form  of  psychoactive  substance 
dependence  that  involves  the  substance  cocaine. 

Cognitive-behavioral  skills  training  programs:  Pre- 
vention and/or  health  promotion  interventions  that  are 
based  on  the  idea  that  problem  behavior  and  emotional 
distress  sometime  result  from  an  inability  to  develop 
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and  maintain  positive  social  relationships  due  to 
deficits  in  social  skills.  Inteipmonal  ix)gnitive  pix)b- 
lonsolving  pn^rams  fbais  on  process  such  as 
inteiprcting  social  cues  and  c^fam'  intrattons,  generat* 
ing  alternative  sohititms,  and  means-ends  thinking. 
Behavioral  social  skills  training  inteivaiti<ms  focus  on 
teaching  specific  behaviors  sudi  as  entering  a  peer 
gioup,  accepting  criticism,  giving  compliments  and 
Foisting  pew  |»rsmre.  Many  (rograms  incoqxHate 
aspects  of  botii  types  of  training,  ofim  as  a  p^  of  a 
school  curriculum  and  dcme  in  small  gitnips  of 
stucteits. 

Comer*s  School  Development  Program:  An  educa- 
tional inten^mtion,  develq)ed  by  Yale  child  psychia- 
trist James  Comer,  that  seeks  to  overconw  **the 
sociocultural  misalignment  between  home  and 
school**  that  Comer  believes  underiies  the  academic 
and  disciplinaiy  problems  of  many  sdiool  serving 
low-income  blwk  and  ethnic  mimmty  snid^ts. 

Community  Development  Block  Grant  Progiwn:  A 
Federal  program  of  WocA  grams  to  States  and  local 
communities  establidied  by  Title  I  of  tfie  Hcmsing  and 
Community  Develc^ment  Act  of  1974,  as  amended 
The  program  provides  Federal  financial  assistance  to 
State  and  local  governments  to  be  jsed  to  fund  a  wide 
range  of  activities  designed  to  fuither  one  of  three 
naticsial  c^jectives:  1)  benefit  low-  and  nKxierate- 
income  persons,  2)  pevenl  or  eliminate  slums  and 
blight,  or  3)  address  an  urgent  community  develc^ 
ment  problem  that  threatens  the  safety  and  health  of  the 
community.  The  1974  act,  as  amended,  idoitifies  19 
categories  of  activities  that  may  receive  funding, 
imrluding  housing  rehabilitation,  histmic  preservaticHi, 
ecOTomic  development,  public  works,  relocation  as- 
sistance, public  services,  eneigy  cc«iservaiion,  and 
property  acquisitiOT  and  demolition.  Public  worics, 
bousing  rdiabilitation,  and  eccHiomic  development  are 
the  activities  mo^  often  funded. 

Community  health  center  (CHC):  An  organization  that 
provides  primaiy  health  care  and  other  health-related 
services  to  individuals  in  the  local  community.  As  of 
1989,  there  were  about  1,200  community  health 
centers  providing  services  at  more  than  2,000  sites 
throughout  the  country.  Roughly  half  of  these  centers 
were  receiving  Federal  grants  under  Secticwi  330  of  the 
Public  Health  Service  Act,  which  authorizes  grants  to 
public  and  private  nonprofit  organizatims  that  provide 
primary  health  care  to  populations  or  areas  that  are 
* 'medically  underserved.'* 

Community  mental  health  centers  (CMHCs):  Local 
organizations  that  provide  outpatient  mental  health 
services  for  people  of  all  ages  who  have  mental  and 
emotional  problems.  There  is  no  agreement  about 
which  organizations  should  be  counted  as  CMHCs. 
Since  1981,  with  the  advent  of  the  Federal  Alcohol, 
Drug  Abuse,  and  Mental  Health  (ADM)  Block  Grant 


Program,  the  changes  in  the  definitioii  of  CMHCs,  am! 
the  disccMitinuatkm  of  CMHC  mcmftoring  by  the 
Nati(mal  Institute  of  Mental  Healdi  in  DHHS,  organi- 
zations formerly  classified  as  CMHCs  have  been 
reclassified  as  oft^*  types  of  organizations  (e,g,, 
multiservice  merml  health  argamzations^  freestand- 
ing psychiatric  outpatient  clinics).  Omc^tly,  CMHCs 
are  funded  in  various  ways,  including  fees,  third*party 
payments  and  St^e  and  local  govranment  oHttracts. 
Some  CMHCs  recdve  Federal  ADM  block  grant 
funds* 

Comorbidity:  The  occurrence  of  a  health  ccmditicm  alcmg 
with  another  health  conditioa 

Comparl^n  ^tmp:  In  evaluation  research,  a  gmip  Aat 
does  not  receive  the  '^experimental'^  intervention  at 
program,  Imt  receives  no  ot  a  diffotent  intov^on. 

Comprehensive  services  for  adolescents:  The  elements 
of  comprehoisive  health  and  related  services  for 
adolescoits  are  ncA  entirely  screed  iqx>n.  Hiey  include, 
at  a  minimum,  care  fm  acute  (rtiysical  illnesses,  general 
medical  exantinations  in  preparation  for  involvment 
in  athletics,  mental  l^alth  ccHmseling,  laboratory  t^s, 
reproductive  health  care,  family  counseling^  |»escrip- 
li<ms,  advocacy,  and  coc^xlinaticm  of  care;  tfie  tnott 
comj^oisive  may  include  educational  servias, 
vocational  senrices,  legal  assistance,  r^rreational  op- 
portunities, and  child  care  services  and  parenting 
education  for  adolescent  parents. 

Condition;  As  deHned  for  purposes  of  the  National 
Health  Interview  Survey  conducted  by  DHHS,  a 
departure  from  a  statt  of  physical  or  mental  well4)eing. 
A  health  conditicHi  may  be  an  injury,  an  illness,  or  an 
impairment.  See  also  acute  condition,  chronic  condi- 
tion. 

Condom:  A  sheath  commonly  made  of  rubber  worn  over 
the  penis  for  the  purpose  of  preventing  pregnancy  or 
preventing  the  transmissicm  of  fumum  immunodefi- 
ciency  virus  (HIV)  or  jwiicular  types  of  sexually 
transmitted  diseases  (STDs), 

Conduct  disorder:  A  mental  disorder  defined  in  DSM-IH- 
/?  as  a  disturbance  lasting  at  least  6  mcmths  in  which  a 
young  persm  persistently  violates  the  basic  rights  of 
others  and  violates  major  age-appropriate  societal 
norms  or  njles.  The  diagnosis  is  made  when  at  least  3 
of  13  specified  criteria  are  met  (e.g.,  string,  ruiming 
away,  frequent  lying,  deliberate  fire-setting,  frequent 
tmancy,  toeaking  into  someone  else's  property,  delib- 
erately destroying  propoty,  being  j^ysically  crwl  to 
animals,  using  a  weapon  in  more  than  erne  fight).  Onset 
is  usually  prepubeital.  Predisposing  factors  thought  to 
be  antecedmt  are  attention  deficit  hyperactivity  disor- 
der (ADHD),  parental  rejection,  early  institutional 
living,  frequent  shifting  of  parental  figures,  absence  of 
a  father  or  presence  of  a  father  with  alrohol  depend- 
ence, large  family  size,  and  association  with  a  delin- 
quent subgroup.  Complications  include  school  suspen- 
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sion,  legal  difficulties,  psychoactive  substance  use 
disorders,  high  rates  of  injury  from  fights,  unwanted 
pregnancy,  and  suicidal  behavior.  Compare  delinquent 
acts  by  adolescents. 
Condytoma  acuminatum:  A  sexually  transmitted  dis- 
ease iSTD)  characterize  by  warty  lesicms  cm  the 
mucous  membrane  or  skin  of  the  external  genitals  or 
in  the  perianal  region  and  caused  by  human  papilloma- 
virus (HPV). 

Continuing  Survey  of  Food  Intalces  by  Individuals 
(CSFII):  A  housdiold  survey,  conducted  by  the  Food 
and  Nutrition  Service  of  the  U-S.  Dcpartmem  of 
Agriculture  since  1985,  that  is  designed  to  measure 
levels  and  changes  in  the  food  and  nutri^t  content  and 
nutritional  adequacy  of  U.S.  diets  on  a  continuing 
basis. 

Contraception:  In  this  Report,  the  use  of  methods  other 
than  abstinence  from  sexual  activity  to  prevent  preg- 
nancy. Sec  contraceptives  or  contraceptive  methods. 

Contraceptives  or  contn^reptive  methods:  Methods  of 
preventing  i^egnancy  oth^  than  abstinence  from 
sexual  activity.  Such  methods  include  periodic  ^sti- 
neiKe  (rhythrn  method);  ccmtrol  of  ejaculation  (coitus 
intemiptus);  the  use  of  spermicidal  chemicals  in  jellies 
or  creams:  mechanical  barriers  (e.g,,  condoms,  caps,  or 
diaphragms):  prevention  of  implantaticm  (e.g.,  intra- 
uterine device);  the  use  of  synthetic  hormones  to 
control  the  female  reproductive  cycle;  and  sterilization 
of  the  male  or  female  partner.  \4iricHis  methods  vary  in 
terms  of  their  effectiveness  in  preventing  pregnancy, 
their  side  effects,  and  their  noncontraceptive  benefits 
such  as  protection  from  sexually  transmitted  diseases 
(5TDs).  See  also  condoms,  diaphragm,  oral  contra- 
ceptives, and  spermicides. 

Control  group:  In  a  randomized  clinical  trial  or  other 
experimental  design,  the  group  receiving  no  treatment 
or  some  treatment  with  which  the  gnnip  receiving 
experimental  treatment  is  compared  The  control 
treatment  is  generally  a  standard  lieaiment,  a  placebo, 
or  no  treaiment.  Compare  experimental  group. 

Cooperative  learning  interventions:  Interventions  in 
schools  that  involve  putting  students  together  in 
groups  where  ihey  need  to  work  logger  to  create  a 
final  product.  Cooperative  learning  enables  heteroge- 
neous groups  of  smdents  to  work  across  ability  levels; 
encourages  students  to  participate  actively  as  teachers 
and  as  learners  with  their  peers;  and  facilitates  empathy 
across  and  within  racial,  ethnic  and  ability  groups;  and 
shifts  the  questions  of  absolute  authority  away  from 
teachers. 

Correlation  coefHcient:  Percentage  of  interdependence 
between  two  variables.  When  a  change  in  one  variable 
is  accompanied  by  a  change  in  the  second  variable  in 
the  same  directicm,  the  correlation  is  positive;  if  the 
second  variable  changes,  but  in  direction  opposite  to 
that  of  the  first,  the  correlation  is  negative. 


Covariation:  Hie  tendency  of  health  problems  to  occur 
in  the  same  indivichial  at  apjHOximately  the  same  time* 
The  prrt)lcms  may  have  a  single  comnux)  cause,  or  one 
prx^lem  may  be  the  cause  of  another. 

Crack  cocaine:  See  cocaine. 

Crimes:  Infr^rticms  of  the  law  by  aduhs. 

Crisis  intervention:  Thcraprotic  techniques  for  individ- 
uals who  are  experiotcing  a  crisis. 

Cross-sectional  studies:  Studies  involving  samples  rep- 
resottative  of  die  oitine  population.  In  oiminology 
research,  studies  th^  compare  individuals  involved  in 
offmiing  bdiavior  with  those  who  do  not  commit 
offenses  at  one  point  in  time. 

Cystic  fibrosis:  An  autosomal  recessive  disord^  caused 
by  the  producticni  of  a  unique  glycoprotein  that  results 
in  abiormal  mucous  secretins.  It  is  one  of  the  most 
comnK»i  genetic  diseases  in  Caucasian  children^  and  is 
most  often  seen  in  children  and  young  ^lults*  It  is 
usually  fatal  before  age  20.  Death  is  due  to  excess 
mucus  in  the  lungs  and  to  pancreatic  insufficiency. 

Day  treatment:  See  partial  hospitalizationlday  treai- 
ment. 

Death  rate:  See  mortality  rate. 

Decisionmaking  skills:  SkiUs  lelevant  to  the  ability  to 
make  raticmal,  health-promoting  decisions  about  one*s 
life.  Often  a  pan  of  life  skills  training  intervotticms. 

Delinquent  acts  by  adolescents:  Two  broad  categories  of 
acts  committed  by  adolescents:  1)  acts  that  would  be 
considered  crimes  if  committed  by  an  adult  (rangii^ 
from  minor  offenses  such  as  disorderiy  conduct  to 
serious  offenses  such  as  aggravated  assault);  and  2) 
status  offenses,  which  are  considered  offenses  only 
when  committed  by  minors  (e.g.,  nmning  away  from 
home,  truancy).  See  also  minor  offenses,  serious 
property  offenses,  serious  violent  offenses.  Compare 
conduct  disorder. 

Delinquent  adolescent:  An  adolescent  who  has  either 
violated  Federal,  State,  mujticipal,  or  local  criminal 
laws  or  has  committed  status  offenses  (e.g.,  nmning 
away  from  home,  truancy)- 

Demand  reduction  substance  use  prevention  strate- 
gies: Strategies  related  to  the  prevention  of  dnig  use 
and  abuse  that  involve  changing  behavior  through 
educaticm  {of  individuals  or  of  society  as  a  whole), 
through  providing  alternatives  to  alcohol  and  other 
dmg  use,  and  through  commimity  action  to  change  the 
social  or  {diysical  envirxmmrat  that  supports  the 
undesirable  bdiavior  Compare  supply  reduction  sub- 
stance use  prevention  strategies. 

Demographic  factors:  Age,  gender,  race,  ethnicity, 
geogr^hic  locatic»i  and  socioeconomic  status  are 
typically  defmed  as  demographic  factors. 

Dental  and  oral  health:  The  term  dental  means  of  or 
relating  to  die  teeth  or  dentistry  (the  health  professicm 
that  cares  for  teeth);  and  the  term  oral  means  of  or 
relating  to  all  aspects  of  die  oral  cavity  (e.g.,  the  gums 
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and  the  tongue).  Thus,  dental  and  oral  health  refere  to 
the  health  ctf  these  stnictuies. 
Dental  caries:  Hie  localized,  frogressive  dtecay  of  a 
tooth,  starting  on  the  siuface*  and  if  iintreated,  extend- 
ing to  the  inner  tooth  chamber  and  rtsuhing  in 
infection. 

Dental  sealants:  Hiin  coatings  of  plastic  material  placed 
on  the  occlusal  (chewing)  surfaces  of  posterior  t^th  to 
prevent  the  accumulation  of  food  debris  and  bacteria  in 
the  jnts  and  fissures  of  these  teeth  and  subsequent 
dental  decay. 

Depression:  A  psychiatric  syndrome  defined  in  DSM-III- 
R  that  involves  dejected  mood  and  often  poor  sleep  and 
weight  toss.  Depression  may  have  gen^ic  and  bio- 
chemical components.  Antideptessant  dmgs  seem  to 
act  by  alfecting  neurotransmitters  in  the  braia  See  also 
bipolar  dsst^der,  dysfhymia. 

Designer  drugs:  Stmctuial  analogs  of  substances  sched- 
uled under  the  CcmtroUed  Substances  Act  that  are 
prepared  to  mimic  the  psychoactive  effects  of  con- 
trolled drugs.  Because  the  analogs  are  not  structurally 
identical  to  their  parent  compound,  their  manufacture 
and  distribution  is  not  a  violation  of  the  C<^tn>Ued 
Substances  Act. 

Detoxification:  The  recovery,  or  the  process  of  bringing 
about  the  recovery,  of  a  patient  fix5m  a  state  of 
dependence  on  alcohol  or  oflier  dnig.  Medical  detoxi- 
fication is  the  use  of  medicaticsi  under  the  supervisicm 
of  medical  pcfsonnel  to  systematically  reduce  or 
eliminate  the  effects  of  alcohol  in  the  body  in  a  hospital 
or  other  24-hour  facility.  Social  detoxification  is  to 
systematically  reduce  or  eliminate  the  effects  of 
alcohol  in  the  body  on  a  diug-free  basis,  in  a 
specialized  nonmedical  facility  by  trained  medical 
personnel  with  physician  services  available  when 
required.  Drug  detoxification  is  the  period  of  planned 
withdrawal  from  drug  dependency  supponed  by  the 
use  of  a  prescribed  medication  (e.g.«  methadone). 

I^velopment:  A  process  of  growth  and  differentiation  by 
successive  changes.  In  humans,  includes  physiolagical 
development;  cognitive  develofrni^tt  (increasing  abil- 
ity to  think  critically  and  engage  in  higher  order 
reasoning);  ego  develoiMnent  (qualitatively  different 
psychosocial  stages,  including  intemalizatiM  of  the 
rules  of  social  intercourse,  increasing  cognitive  com- 
plexity and  tolerance  of  ambiguity,  and  growing 
objectivity);  and  moral  development  (changes  in  the 
ability  to  twpgnize  and  reason  about  moral  dilemmas 
and  to  make  choices  based  on  moral  pinciples  and 
reasoning). 

Developmental  disabilities:  Most  broadly,  any  disability 
that  interferes  with  normal  human  development.  As 
defined  by  the  Developmental  Disabilities  Assistance 
and  Bill  of  Rights  Act,  the  definitim  is  based  on 
functional  limitations  rather  than  specific  disorders. 
These  limitations  must  be  manifest  before  age  22;  be 


attributable  to  a  mmtal  or  {riiysical  iropainnoit;  ar^t 
n»ult  in  substantial  limitaticms  in  three  or  more  major 
life  aoivities,  such  as  self-care,  learning,  receptive,  and 
exfH^ssive  lai^guage,  and  mobility.  See  also  ikvtlop- 
mental  disorders. 
Developmental  disorders:  A  group  of  mental  disorders 
defined  in  DSM-UhR  as  disonters  in  which  the 
predominant  disturbaiK^  is  in  the  acquisition  of 
cognitive,  language,  motcxr,  or  social  skills.  The  course 
of  develqmtental  disorders  toids  to  be  chixmic«  with 
some  signs  of  tl^  disorder  pa:»$ttng  in  a  stable  form 
(with(Hit  pmods  of  remissi(^  or  exacerbation  into 
adult  life). 

Dcvelopmentally  appropriate:  Health  i^onMicm,  pre» 
voition,  and  treatrt^  services  and  environnmts 
designed  so  that  tlsey  fit  ihe  emotional,  behavioral/ 
experiential,  and  imeUectual  levels  of  the  individual 
who  is  to  benefit  fiom  the  service.  Because  of  the 
asynchronwjs  developmoit  within  even  individual 
adolescoits  (as  well  as  individuals  in  other  age 
categories),  designing  pro^wis  so  that  they  are 
develqmientally  appropriate  is  a  distinct  challenge. 

Diabetes  (diabetes  mellitus):  A  chronic  metabolic  disor- 
der characterized  by  an  inaf^ropriate  elevatiiai  of 
blood  glucose  level,  and  impaired  fat  and  ptYMcin 
met^lism,  for  which  a  relative  ot  absolute  lack  of 
insulin  is  r^pcmsible.  It  occurs  in  two  forms:  insuiin- 
dependait  diab^es  mellitus  (type  I)  fw  which  the  peak 
age  of  ons^  is  age  14,  and  non-insuiin-depmdent 
diabetes  (type  II)  for  which  the  peak  age  of  onset  is  age 
SO  to  60.  Both  types  are  associated  with  disease  of 
smaU  and  large  blood  vessels, 

DiagntM^ble  mental  disorders:  Disorders  included  in 
the  American  Psychiatric  A^ocialion^s  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders,  3rd  ed, 
revised  (DSM-III-R)  or  in  ihc  International  Classifica- 
tion cf  Diseases,  9th  revision.  Clinical  Modification 
(IC1>.9-CM). 

Diagnostic  and  Statistical  Mmiual  of  Mental  Disor- 
dei^,  3rd  ed.,  revised:  See  DSM-llI-R. 

Diaphragm:  A  jnescription  contraceptive  method  that 
involves  the  insertion  of  a  dome-shaped  rubber  cap 
with  a  flexible  rim  imo  the  vagina  prior  to  intereourse. 
Spermicidal  cream  or  jeOy  is  fiaccd  in  die  dome  before 
insertion.  The  diafrfiragm  and  spermicide  combinaticni 
pnrf)irf)ly  provides  some  jHotection  against  sexually 
transmitted  disease  (STD\  including  pelvic  inflam- 
matory disease  (PID). 

Didcoxyonosine  (DDI):  A  drug  used  for  some  patioits 
with  human  immunodeficiency  virus  (H/V)  infecticm  or 
AIDS.  Also  called  didanosine. 

Diet  and  Health  Knowledge  Survey  (DHKS):  A  survey 
begun  by  the  U.S.  Department  of  Agriculture  in  1989 
as  a  folk>\%i]p  to  the  Continuing  Sarvry  of  Food  Intakes 
by  Individuals  (CSFII).  DHKS  targets  food  managers 
participating  in  CSFII  and  seeks  to  link  individuals' 
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knowledge  and  anitudcs  abcnit  diet  and  health  to  their 
actual  behavior. 
Disability:  A  term  used  to  denote  the  presence  of  wc  or 
more  fiHicticmal  limitations.  As  defined  by  DHHS* 
Naiiooal  Ctoter  for  Health  Statistics,  a  disability  is  a 
temporary  or  long-term  rediK^on  of  a  person's  activity 
as  a  result  of  an  acute  or  chronic  condition,  EHsahilities 
may  be  caused  by  iUnesws,  injuries,  or  impairments. 
They  are  meamied  by  ttic  nun^  of  days  that  a 
person's  activity  has  bem  reduced  or  by  a  persw's 
<tegree  of  ability  to  cany  cm  the  major  activity  for 
higher  age  grcHip  (for  diildren  5  to  17,  major  «:tivity 
refers  to  school  atlCTdance).  Compare  handicap  and 
impainr^nt. 

Discretionary  time:  That  portion  of  time  during  which 
individuals  arc  not  wigaged  in  mand^oiy  w  mainte- 
namrc  activities  (e.g,.  school,  work,  sleeping,  eating). 
Disease:  Any  dcviaticwi  from  or  intcrmjrtion  of  the  normal 
structure  of  ftincticm  of  any  part,  organ,  or  system  (or 
combination  thereof)  of  the  body  thM  is  manifeaed  by 
a  characteristic  set  of  symptcwns  and  signs  and  whose 
etiology,  j^thology,  and  pro^sis  may  be  known  or 
unknown.  Compare  injury.  Sec  conditions. 
Disruptive  behavior  disorders:  The  three  primary  be- 
havior diswders  in  DSM-Ul-R  that  are  of  ccMurem 
during  adolescence  arc  anention  deficit  hyperactivity 
disorder  (ADHDh  oppositional  defiant  disorder,  and 
conduct  disorder. 
Diversion  programs  (for  adolescent  juvenile  uflend- 
ers):  Programs  that  seek  to  limit  juvenile  offenders* 
involvement  with  the  juvenile  justice  system  by 
diverting  such  offenders  from  the  ccnirts  and  juvenile 
justice  facilities  to  other  social  C(Mitrol  institutions 
(e.g.,  the  family,  schools,  social  service  programs). 
DMFS  index:  An  index  used  to  measure  the  average 
number  per  person  in  a  specified  pojMilation  of 
Decayed  permanent  tooth  surfaces.  Missing  pennanent 
teeth,  and  Filled  (or  restored)  Surfaces  of  permanent 
teeth.  It  is  a  somewhat  more  sensitive  measure  of 
dental  caries  than  the  DMFT  index. 
DIVIFT  Index:  An  index  used  to  measure  the  average 
number  per  person  in  a  specified  population  of 
Decayed  pennanent  teclh,  Missing  permaneni  teeth, 
and  Filled  permanent  Teeth. 
Down  syndrome:  A  congenital  syndrome  characterized 
by  moderate  to  severe  mental  retardation,  congenital 
onset  of  growth  failure,  facial  abnormalities  including 
slanted  eyes,  congenital  heart  disease,  and  acute 
leukemia.  It  is  caused  by  an  extra  chromosome  and  is 
associated  with  advanced  maternal  age  at  conception. 
Dropout  rate:  School  dropout  rates  can  be  defined  in 
several  ways.  In  this  Report,  the  dropout  rate  used  h 
the  slutus  dropout  rate,  or  the  proportion  of  a 
particular  group  of  individuals  (usually  an  age  cohort) 
who  are  not  enrolled  in  school  and  have  not  finished 
O        hifth  school  at  a  particular  point  in  time.  Other  types  of 
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dft^>out  rates  include  the  event  dropout  rate  (Ac  share 
of  students  w1k>  leave  school  without  cOTifdeting  hi^ 
school  In  a  single  year)  and  Ae  cohort  dropout  rate 
(the  pK^rtion  of  a  group  of  imidents  dial  drop  out 
over  time). 

Drug:  Strictly  speaking,  a  drug  is  any  chemical  or 
biological  sub^ancc  c^icr  tfian  ftxxl  dial  may  be  used 
to  affect  tlw  .wucturc  or  function  of  flic  body.  In  Ais 
Report,  however,  the  tcim  drug  generally  refers  to 
psychoactive  substances  with  die  po^tial  for  dqmtd- 
ence  or  abuse.  Sometimes  the  term  is  used  mOTC 
narrowly  in  this  Report  to  refer  to  illicit  drugs  (Lc., 
drugs  other  than  alcohol  or  tobacco,  which  arc  legally 
available  to  ^lults). 

Drug  abuse:  See  psychoaalve  sid>stance  abuse.  In  the 
Drug  Abuse  Warning  Network  {OmN)  of  the  Na- 
tional Instimte  on  Drug  Alnise,  drug  abu^  is  defined 
as  *'die  nonmedical  use  of  a  sid>stancc  for- ,  .psychic 
effect,  dependence,  or  suicide  attempt/gesture.*' 

Drug  abuse  violatkms:  As  defined  In  the  Federal  Bureau 
of  Investig^on's  Uniform  Crime  Repents*  State  and 
local  off^s^  related  to  die  unlawful  p(»session,  sale^ 
use,  growing,  and  mwufacture  of  narcotic  drugs. 

f>rug  Abuse  Warning  Network  (DAWN):  A  system  that 
collects  data  on  emergency  room  visits  and  deaths 
related  to  drog  use  from  a  sample  of  hospital  emer- 
gency rooms  and  medical  examiner  facilities  that 
report  data  for  each  **dnig  abuse**  paii«ii  or  death 
encountered  by  medical  examiners.  The  DAWN  sys- 
lem  is  designed  primarily  as  an  early  warning  system 
to  monitor  dnig  abuse  patterns  and  health  hazards 
associated  with  drug  use  and  to  detect  new  abuse 
entittes  and  new  combinations.  The  system  is  main- 
tained by  the  Nati(»ial  Institute  on  Drug  Abuse  in 
DHHS. 

Drug  demand  reduction:  See  demand  reduction  sub- 
stance use  prevention  strategies. 

Drug  dependence:  See  psychoactive  substance  depend- 
ence. 

Drug  supply  reduction:  See  supply  reduction  substance 
use  prevention  strategies. 

I)SM*11I-R  (Diagnostic  and  Statistical  Manual  of 
Mental  Disorders^  3rd  ed.,  revised):  A  manual 
compiled  by  the  American  Psychiatric  Associatiw 
that  includes  a  system  for  classifying  m«ital  disorders 
of  children,  adolescents,  and  adults. 

Dysfunctional  families:  Families  that  lack  cohesion  and 
mutual  support  wiUiin  a  framework  of  affection  that 
respects  individual  differences  and  the  need  for 
personal  expression  of  autonomy.  Such  families  may 
either  stifle  individuality  or  use  inappropriate  means  of 
expressing  such  individuality  (conflict  and  confronta- 
tion). 

Dysmenorrhea:  Painful  menstruaticm.  Essential  (or 
primary)  dysmenorrhea  is  painful  menstruation  for 
which  there  is  no  demonstrable  cause.  Other  types  of 
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dyanenmhea  arc  caused  by  spasmodic  utmne  cot- 
tractkms,  psydiic  distuii^mres,  pelvic  lesicxis,  ormher 
pit^lcms. 

Dystbymla  or  depressive  iieun»is:  A  chronic  mood 
disorder  defii«J  in  DSM-HI-R  as  a  discmler  in  which 
an  OKlivklual  is  depressed  during  at  least  a  2-year 
period  the  majority  of  the  time.  A^ociated  symptoms 
aie  poOT  appetite  or  overeating,  insminia  m hjrpersom- 
nia,  fatigue,  low  self-^teem.  and  feelings  of  hopeless- 
ness. 

Early  adolescence:  A  period  encompassing  the  im>f<nmd 
physical  ami  social  changes  that  occur  whh  puberty « as 
maturation  begins  and  social  interrctions  become 
imrreasingly  focused  on  sex  (e.g..  on  monbers  of  the 
oi^ite  sex).  'Really  takes  place  from  ages  10 
through  14.  Compare  middle  adolescence,  late  adoles- 
cence, younger  adolescents,  older  adolescents. 

Eating  disorders;  A  set  of  mental  disorders  defined  in 
DSM'Ul-R  as  being  characterized  by  gross  distur- 
bances in  eating  behavior.  Eating  disordm  in  adoles- 
cence primarily  include  anorexia  nerves  and  bulimia 
nervosa.  Anorexia  nervosa  is  cfefined  1^  DSM-IU-R 
as  a  disorder  whose  essential  features  are  refusal  to 
maintain  body  weight  over  a  minimal  nomial  weight 
for  age  and  height,  intaise  fear  of  gaining  weight  or 
becoming  fat,  even  though  uncferweight,  a  distorted 
body  image,  and  amemmhea  (in  females).  Bulimia 
nervosa  is  defined  by  DSM-IJI-R  as  a  disoider  whose 
essential  features  arc  recurrent  episodes  of  binge 
eating;  a  feeling  of  I^k  of  ccMitrol  over  eating  behavior 
during  the  caring  binges;  self-induced  vomiting,  use  of 
laxatives  or  diuretics,  strict  dieting  or  fasting,  or 
vigomus  exercise  to  prevent  weight  gain;  and  persis- 
tatt  overcOTcem  with  body  shape  and  weight.  Death  is 
less  likely  for  Inilimics  than  for  amwiexics,  but  physical 
health  )HY)blem$  arc  comnwn  for  both  groups. 

Ectopic  pregnancy:  A  pregnancy  that  is  located  away 
from  normal  position. 

Education  for  All  Handicapped  Children  Act  (Public 
Law  94-142):  A  Federal  law  that  mandates  that  all 
jrttysically  and  mentally  handicapped  childroi  be 
provided  a  free,  appropriate  education  and  the  •*rclatcd 
services*  •  necessaiy  to  obtain  an  education.  TTie 
Federal  Government  provides  a  small  amount  of  grant 
money  to  States  to  help  them  implmmt  this  law. 

Educational  neglect:  As  defined  by  PHHS^s  National 
Center  on  Guild  Abuse  and  Neglect^  educational 
neglect  can  take  several  forms:  permitt^  chronic 
tniancy,  failure  to  enroll  a  school-aged  child  in  school 
causing  the  child  to  miss  school  for  nonlegitimate 
reasc»)s,  and  inattention  to  special  educational  need 
(e.g,»  refusal  to  allow  or  failure  to  obtain  recommended 
remedial  educational  services). 

Elementary  school:  A  school  classified  as  elementary  by 
State  and  local  practice  and  composed  of  any  span  of 
grades  not  above  grade  8.  A  preschool  or  kindergarten 
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school  is  inclisdbd  under  this  leading  cmly  if  it  is  an 
integral  part  of  an  elementary  school  c^*  a  r^ularly 
established  school  system- 
Emancipated  minor:  A  minor  who  has  been  legally 
fresd  from  the  omtrol  and  autluxity  of  his  or  her 
parents. 

Emotional  abuse:  As  defined  by  DHHS's  National 
CmVsr  oo  Child  Abuse  and  Neglect,  emrtitmal  abuse 
takes  time  difktmt  forms:  cloiw  confinement,  such  as 
tying  or  binding,  or  otho'  tortuous  restric^cm  of 
movement;  vobal  or  emotkmal  assault  (e.g,,  habitual 
pattons  of  belittling,  denignuing»  ot  scapqgoating); 
and  other  overtly  {Hsnitive.  exploitative,  or  abusive 
treatment  otho*  than  diose  specified  und^  rthcr  fbnns 
of  abuse  (e.g.*  deliberate  widiholding  of  food). 

Emotlonai  neglect:  As  defined  by  DHHS*s  National 
Center  on  CMId  Abuse  and  Neglect,  oiKAional  neglect 
can  take  several  forms:  inadequate  nurturam^  and 
affecticm;  cimmic  or  extreme  spouse  abuse  in  the 
child's  presence;  encouragement  or  permitting  of  dmg 
or  alcohol  use  the  child;  permitting  other  malady 
live  behavior;  refusal  of  recommended,  needed^  and 
available  psychoI<^cal  care;  delay  in  psychological 
care;  and  other  emotional  neglect  (e.g.,  otha  inatten- 
tion to  the  chUd's  developmentaUmotional  needs  not 
classifiable  under  any  of  the  above  forms  of  emoticnal 
neglect^  sue*  as  inappropriate  application  of  expecta- 
tims  or  restrictions). 

Emotional  problems:  The  mental  health  jjMoblems  ex- 
hibit^ in  the  form  of  emotional  distress  (e*g.,  anxiety 
and  other  mood  (borders);  may  include  subjective 
distress.  Compare  behavioral  problems,  physical  prob- 
lems. 

Endometriosis:  The  presence  of  functicmal  endometrial 
glands  or  stroma  or  both  outside  the  utents*  in  sites 
including  the  ovaries,  Iroad  ligaments,  rectovaginal 
sqmmi,  and  tmibilicus.  The  endcmwtrial  glands  re* 
spcmd  to  hormonal  stimuli,  resulting  in  menstrual 
bleeding  and  cystic  blood  accumulatiovis  in  these  sites. 
Painful  menses  and  pelvic  pain  arc  the  main  symptoms. 

Epididymitis:  Inflammttion  of  the  epididymis,  the  elon- 
gated cordlike  structure  along  the  posterior  bordo*  of 
the  testis,  whose  elongated  coiled  duct  prpvides  for  the 
storage,  transit*  and  maturation  of  spermatozoa 

Estrogen:  Steroid  homines  synthesized  arwl  secreted 
the  ovarian  follicle,  the  fetoplacental  unit,  the  testis,  or 
iIk^  adrenal  cortex.  The  biologic  jm^peities  include 
inductim  of  estrus  (the  poriod  of  receptivity  to  mating 
that  occurs  prior  to  ovulation),  growth  and  maturattcKi 
of  the  female  secondary  sex  characters,  and  prepara- 
tion of  the  womb  for  a  f»tilized  ovum.  Estrogens  aie 
widely  used  as  compcments  of  oral  condacq^ives. 

Ethnicity:  A  tenm  used  to  indicate  n^cmal  origin  (e.g., 
Hispanic,  Asian).  Most  ethnic-specific  census  and 
health  status  informMion  is  available  only  for  individu- 
als of  Hispanic  origin.  Compare  race. 
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Experimental  design:  StricUy  speaking,  a  research 
design  in  which  research  participants  are  randomly 
assigned  to  tme  or  more  experimental  groups  or  one  or 
more  control  or  comparison  groups.  Compare  quasi- 
experimental  design. 

Exfferlmental  group:  In  a  randomized  clinical  trial,  the 
group  receiving  the  treatment  being  evahiaied  for 
safety  and  efficacy.  The  experimental  treatment  may 
be  a  new  technology,  an  existing  technology  applied  to 
a  new  problem,  or  an  accepted  treatment  srtxxit  whose 
safety  or  efficacy  there  is  doul».  Compare  control 

Exti^urricular  activities:  Activiues  th«  arc  not  part  ot 
the  required  school  curriculum  and  that  take  place 
outside  of  the  regular  course  of  smdy.  Examples  arc 
school-sponsored  varsity  athletics,  chama.  and  dd>aie 
clubs. 

Family:  As  defined  by  the  U.S.  Department  of  Com- 
merce, Bureau  of  the  Census,  a  group  of  two  persons 
or  more,  one  of  whom  is  the  householder,  related  by 
birth,  marriage,  or  adopticm  and  residing  together.  Also 
^family  household,  household. 

Family  communication  programs:  Programs  that  seek 
to  iMCvfflit  or  delay  early  sexual  activity  amtrng  young 
adolescents  by  imprcwing  para>t-child  communica- 
tion. 

Family  counseling:  Counseling  proivided  to  an  emire 
family  rather  than  solely  to  an  individual. 

Family  household:  As  defined  by  the  U.S.  Department  of 
Commerce,  Bureau  of  the  Census,  a  household  main- 
tained by  ai  family,  in  addition,  any  unrelated  persons 
who  may  be  residing  there  are  included  in  the  count  of 
hou^hold  membo^. 

Family  Income:  For  purposes  of  the  National  Health 
Interview  Survey  and  National  Health  and  Nutrition 
Examination  Survey,  all  people  within  a  household 
related  to  each  other  by  blood,  marriage,  or  adoption 
constitute  a  family. 

Family  life  eduaitlon:  Ideally,  a  curriculum,  program,  or 
ftamcworit  for  helping  young  people  make  responsible 
choices  and  decisicms  by  providing  accurate  and 
age-aR>K^riate  information  stfjout  human  sexuality, 
and  by  exploring  the  attitudes,  behaviors,  and  value 
systems  that  shape  the  development  of  healthy  sexual- 
ity. May  include  lca:hing  of  skills  in  communication, 
responsible  decisicmmaking,  and  assertiveness.  See 
life  skills  training.  Family  life  education  is  the  more 
current  and  encompassing  term  for  programs  fonnerly. 
and  now  sometimes,  known  as  sex  education. 

Family  planning  programs*  authorized  by  Title  X  of 
the  Fublk  Health  Service  Act:  Title  X,  estabUshed  by 
the  Family  Planning  Services  and  Population  Research 
Act  of  1970,  funds  public  or  jMivate  nonprofit  entities 
that  operate  voluntary  family  planning  projects;  fimds 
training  for  personnel  to  improve  the  deiiveiy  of 
Q         family  planning  services;  promotes  service  delivery 
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improvement  through  research;  and  (tevelops  and 
disseminates  information  on  family  pluming.  Contra- 
cei«ivc5  may  be  di^buted  without  paraital  consent 
or  notification,  but  the  use  of  Title  X  fimds  for  abortioo 
as  a  method  of  family  planning  has  been  [Hx>hibited  by 
statute  and  repilations.  Low-income  imlivicfaials  arc 
targeted  as  a  priority  group  for  receiving  services. 
AlthcHigh  projects  funded  by  Title  X  do  not  focjs 
exclusively  on  ^olescents.  they  are  required  to  offer 
a  t»oad  range  of  family  jrfanning  services  to  all  who 
want  diem,  including  adolescents. 
Family  planning  servfces:  A  range  of  services  intended 
to  help  individuals  plan  when  to  have  children,  whidi 
typically  include  bhth  control  informati«i  and  coun- 
seling, provisiMi  of  contraceptives,  pregnancy  testing 
and  counseling,  gynecological  cxaminaticMis,  and  re- 
ferrals for  related  services.  Such  services  are  avaUable 
thifHigh  a  variety  of  public  and  health  providers  that 
include  Title  X  fimily  planning  clinics  as  well  as  more 
general  health  services  settings. 
Family  Support  Act  of  1988  (Public  Law  100-485):  A 
majOT  welfare  reform  bill  that  made  changes  in  dte  Au/ 
to  Families  With  Dependent  Children  (AFDC)  income 
suRXJrt  program  and  required  States  to  implement  by 
October  1. 1990.  a  Job  Opportunity  and  Basic  Skills 
(JOBS)  Program.  This  act  also  required  that,  begin- 
ning Ctetober  1,  1990,  all  States  provide  AFDC  and 
Medicaid  coverage  to  families  whose  principal  wage- 
earner  is  unemployed.  Coverage  under  this  provision 
is  limited,  however,  to  6  mcmths  out  of  any  12-month 
period. 

Family  support  interventions:  A  broad  array  of  social 
support  services  provided  to  families,  including  day 
care,  medical  care,  counseling,  family  needs  assess- 
ment, and  referrals  to  dh&t  social  service  agaicies. 

Federally  funded  runaway  and  homeless  youth  cen- 
ters: LocaUy  controlled  facilities  that  receive  Federal 
funds  under  the  Federal  Runaway  and  Hom^Vw 
Youth  Act  (Title  III  of  the  Juvenile  Justice  and 
DeUnquency  Prevention  Act)  administered  by  tfie 
Administration  for  Children,  Youtfi,  and  Families 
within  the  Office  of  Human  Development  Services  of 
DHHS  as  well  as  other  funds.  In  fiscal  year  1987,  there 
were  307  federally  funded  runaway  and  homeless 
youth  centers  throughout  the  wuiitry.  Federally  funded 
nmaway  and  homeless  youth  centers  provide  emer- 
gency shelter  (for  up  to  15  days),  counseling,  and  other 
services  to  runaway  or  otherwise  hcmicless  youth. 

Federal  poverty  level:  The  official  U.S.  Government 
definiticMi  of  poverty  based  on  cash  income  levels  for 
families  of  different  sizes.  Responsibility  for  changing 
poverty  ccmcepts  and  definitions  rests  with  the  Office 
of  Management  and  Budg^. 

Financial  access  (to  health  services):  In  this  Repwt, 
used  to  refer  to  aspects  of  access  that  have  to  do  with 
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health  insurance  coverage  and  ability  to  pay  for 
services  Compare  legal  access. 

Firearm:  A  weapoi  finom  which  a  sbcn  is  discharged  by 
gunpowder.  The  term  fiiearm  is  usually  used  only  of 
small  arms.  The  term  tincarms  includes  guns  (de^ed 
as  pOTtable  firearms). 

First-listed  diagnosis:  In  the  National  Hospital  Dis- 
charge Survey  conduclal  by  DHHS»  this  is  the 
diagnc^is  listed  first  on  the  face  sheet  of  a  patient's 
n^cal  record. 

Fistuiae:  Ateiomial  passages  leading  from  an  alwress  or 
hollow  organ  to  the  body  surface  or  frcwn  one  hollow 
organ  to  another  and  permitting  passage  of  fluids  or 
secretions. 

Fluoridation:  TTie  addition  of  a  minute  quantity  of  a 
fluoride  (usually  c»ie  part  per  milliOT  of  fluoride  ion) 
to  drinking  water  supplies  in  order  to  prefect  growing 
children  against  denial  caries.  Rucmde  can  also  be 
applied  t<^ically  (in  toothpaste  and  rinses). 
Food  Stamp  Pribram:  A  program  of  food  assistance  to 
low-income  individuals  that  is  administered  by  the 
U.S.  Department  of  Agriculture's  Food  and  Nutrition 
Service.  Adolescoits  ages  15  to  17  make  up  an 
estimated  34  percent  of  the  participants  in  the  Food 
Stamp  Program. 

Forcible  rape:  Sec  serio!4S  violent  offenses. 

Foster  care:  In  its  broad^t  sense,  the  placement  of 
children  in  foster  family  homes,  group  homes,  group 
child  care  facilities  and  residential  treatment  centers 
by  the  child  welfare  system.  Most  children  in  foster 
care  are  placed  in  foster  family  homes,  that  is,  with  a 
foster  parOTt  or  parents  and  the  parents'  own  or  other 
foster  children.  Oiildrm  and  ^olescents  placed  in 
foster  care  have  beoi  renwvcd  from  their  homes 
because  of  abuse,  neglect,  or  abandcmment,  and  they 
have  either  been  adjudicated  **dependent"  by  the 
courts  or  voluntarily  placed  in  fo^er  care  by  their 
families.  Cc»npare  therapeutic  foster  care. 

Freestanding  psychiatric  outpatient  clinic:  An  admin- 
istratively distinct  organization  diat  is  not  part  of 
another  organization  (e.g..  a  hospital)  that  has  as  a 
primary  purpose  the  provision  of  cHily  ambulatory 
mental  health  services  on  either  a  regular  or  emergency 
basis.  The  medical  responsibility  for  all  patients/ 
clients  and/or  direction  of  the  mental  heahh  program 
is  goierally  assumed  by  a  psychiatnst. 

Freestanding  psychiatric  partial  cure  organization: 
An  administratively  distinct  organization  that  is  not 
part  of  another  psychiatric  organization  (e.g.,  a  hospi- 
tal). It  is  comprise  of  programs  for  ambulatory 
patients  who  generally  require  more  time  (3  or  more 
hours)  than  that  provided  through  an  outpatient  visit, 
but  who  require  less  than  24-hour  care.  Compare 
partial  hospitalizationiday  treatment. 

General  educational  development  <GED)  program: 
Academic  instruction  to  prepare  persons  to  take  the 
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high  school  equivalmry  examination. 
General  hospital  with  sqmrate  (^chiatric  or^ganiza** 
tion:  A  iKHvFeda'al  hospital  that  routinely  admits 
patimts  to  a  separtfe  psychiatric  service  (e.g.,  inpa- 
tient, outpatient,  or  partial  hospitalizaticHi),  for  the 
express  pirpose  of  diagnosing  and  treating  p^rchiatrk 
illness.  A  separate  {^ychi^c  unit  is  an  organizational 
or  adminis^^^ve  entity  within  a  general  ho^tai  that 
provides  erne  or  more  treatments  or  <«h»  clinical 
services  for  patients  with  a  Imown  or  suspected 
psychiatric  diagnosis. 
Genital  herp«:  See  herpes  genitalis. 
Glucose:  A  sugar  ftnmd  in  certain  foodstuffs  (especially 
fruits)  and  in  the  normal  blood  of  humans  and  other 
animals.  It  is  the  end  pnxliKrt  of  carbcrftydrate  m^abo- 
lism  ami  is  the  chief  souix^e  of  cnogy  for  living 
organisms,  its  utilization  being  c<Mitrolled  1^  insulin. 
Gonadarche:  Maturaticm  of  the  reproductive  oigans. 
Gonadotropins:  Honnoi^s  that  act  upon  the  gonads. 
Gonorrhea:  A  sexually  transmitted  disease  (STD)  diar- 
acterized  by  infection  with  the  bacterial  agait  Neisse- 
ria  gonorrhoeae.  Gmorrbea,  which  may  be  asympto- 
matic or  accompanied  by  vaginal/jpenile  discharge, 
abdominal  pain,  or  other  symjncmis*  can  potentially 
lead  to  complicaticms  that  include  dissaninated  gono- 
coccal infectiOT  (e.g.,  sqjticemia),  pelvic  ir^mma- 
tory  disease  iPID),  epididymitis,  and  infertility  or 
sterility.  Spermicides  and  condoms  offer  some  protec- 
tion from  this  disease.  Treatmoit  is  with  antibiotics. 
Gonorrhea  is  the  second  most  common  type  of 
sexually  transmitted  disease  among  U.S.  adolescents. 
Hallucinogens  (psychedelics):  A  group  of  heterogene- 
ous compounds  that  affect  a  pers<»i*s  pe^cepticms, 
sensations,  thinking,  self-awareness,  ami  emc«ions. 
Some  hallucinogens  come  from  natural  scnuces  (e.g.. 
mescaline  from  peyote);  others  (e.g.,  LSD)  ate  manu- 
facmred  Some  surveys  (including  the  MEM  House- 
hold Survey  on  Drug  Abuse)  consider  phencyclitEne 
(PCP)  a  hallucinogen  bwause  it  has  some  of  tfie  same 
effects. 

Handicap:  As  defined  by  OTA  in  1982,  the  inability  to 
perform  one  or  more  life  functions  (e.g.,  eating, 
conversing,  woiking,  attending  school)  at  a  "typical^' 
level,  caused  by  the  interaction  of  an  individual's 
disability  with  the  physical  and  social  envirmments  in 
which  that  person  is  functioning  or  expected  to 
function.  Handicaps  include  frfiysiologickl  impair- 
ments such  as  deafness,  blindness,  and  orthopedic 
impairment;  chronic  health  impairments  such  as  heart 
conditicns*  leulcemia,  and  epilepsy;  emotic^al  disturb- 
ance; mental  retardation;  learning  disability;  and 
speech  impairment.  Compare  disability  and  impair- 
ment. 

Hashish:  A  resin  obtained  from  the  Indian  hemp  (mari- 
juana) plant.  Cannabis  sativa,  ingested  for  its  intoxi- 
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eating  qualities.  Hashidi  has  a  higter  concentration  of 
THC  (tetrahydrocann^inol)  than  marijuana. 
Head  of  househoW:  See  householder. 
Health:  Most  broadly,  a  i^ate  of  c^mmal  physical,  mental 
and  social  wll4>eing.  and  not  merely  the  absence  of 
disease  and  infirmity.  Sec  adolescent  health. 
Health  outcome:  A  iroasuie  of  the  effectiveness  of 
preventive  or  treatmem  hcaltfi  services,  typically  in 
tcmis  of  patient  health  status,  but  som^imes  in  tenms 
of  patient  salisfacticMi.  Attributing  changes  in  out- 
comes to  health  services  requires  distinguishing  the 
effects  of  the  many  otha-  factors  that  influence 
pati^ts'  health  and  satisfaction. 
Health  promotion:  A  philosophy  of  health  or  a  set  of 
activities  that  takes  as  its  aim  the  promoticm  of  health, 
not  just  the  prevention  of  disease.  See  also  mental 
health  promotion. 
Health  protection:  Strategies  for  health  promotion  and 
disease  prevention  that  are  related  to  aivironm^tal  or 
regulatory  measures  that  ccwifer  pixxection  on  large 
population  groups. 
Heavy  use  of  alcohol:  Defined  in  the  NIDA  Household 
Survey  on  Drug  Abuse ^  as  drinking  five  or  more  drinks 
on  the  same  occasion  (i.e.,  within  a  few  hours)  on  5  or 
more  days  in  the  past  30  days. 
Heroin;  A  stnwigly  physiologic^ly  addictive  narcotic 
made  from,  but  more  pcHent  than,  morphine.  Heroin  is 
classified  by  the  Federal  Government  as  a  controlled 
substance  in  Schedule  I,  the  riskiest  of  five  categories. 
That  means  it  has  high  pc^ential  for  abuse  and  no 
legally  accepted  medical  use. 
Herpes  genitalis  (genital  herpes):  A  sexually  transmit- 
ted disease  fSTO)  caused  by  herpes  simplex  virus 
(HSV),  usually  HSV-2.  Symptoms  include  bUster  Uke 
sores  in  the  genital  region,  but  diagnosis  is  by  an  HSV 
viral  cell  culture  or  antigen  d^ection  technique. 
Potential  complications  include  aseptic  meningitis, 
recurrent  infections,  and  possible  maternal  to  infant 
transmission.  There  is  no  known  ciu^.  Compare  herpes 
labialis  and  ocular  herpes  (nongenital  herpes). 
Herpes  labialis:  A  nongenital  herpes  simplex  virus 
(HSV)  infection,  usually  caused  by  HGV-1.  Herpes 
labialis  is  primarily  spread  by  oral  secretions,  usually 
occurring  as  a  concomitant  of  fever,  but  sometimes 
also  developing  in  the  absence  of  fever  or  prior  illness. 
Symptoms  include  blister-like  sores  in  the  vermillion 
border  of  the  lips.  Also  called  cold  sore  and  fever 
blister.  Compare  herpes  genitalis,  ocular  herpes. 
Herpes  simplex  virus  (HSV)  infection:  A  group  of  acute 
infections  caused  by  herpes  simplex  virus  (HSV)  type 
1  (HSV-1)  or  type  2  {HSV-2),  characterized  by  the 
development  of  one  or  more  small  fluid-filled  vesicles 
with  a  raised  erythematous  base  on  the  skin  or  mucous 
membrane,  and  occurring  as  a  primary  infection  or 
recurring  because  of  reaction  of  a  latent  infection.  Type 
^       1  infections  usually  involve  nongenital  regions  of  the 
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body  (see  herpes  labialis,  ocular  herpes),  whereas  in 
type  2  infwjtions,  the  lesicms  are  [tfimarily  seen  ot  tl^ 
genital  and  surrounding  areas  (sec  herpes  genitalis). 
High  school:  A  secondary  scIh>o1  ofifcring  ttie  final  years 
of  high  school  work  necessary  for  giaduatioo,  usually 
including  grades  10.  11,  and  12  (in  a  6-3-3  plan)  or 
grades  9, 10, 1 1 ,  and  12  (in  a  6-2-4  plan). 
High  School  and  Beyond  Survey:  A  natiraal  longimdi- 
nal  survey  of  1980  high  school  sophooMres  and 
saiiOTS  Mttducted  by  the  Natioaial  Center  far  Educa- 
tion Statistics  in  the  U,S-  Department  of  Education. 
The  base  year  survey  was  a  prob£d)ility  san^le  of  1 ,015 
high  schools  with  a  taiigct  ntunber  of  35  sqihomores 
and  36  soiiors  in  each  of  the  schools.  A  t<^  <rf  58,270 
smdrats  participated  in  the  base-year  survey.  Students 
competed  questiomair^  and  took  a  tottery  of  cogni- 
tive tests.  Followup  activities  took  place  in  1982,  m 
1984  (with  abcHit  12^000  mcn*cjs  of  the  senicv  cohort 
and  about  15,000  members  of  the  soiAomOTe  cohort), 
and  in  the  spring  or  1986  (with  samples  about  the  same 
size  as  those  used  in  1984).  Several  small  groups  in  the 
population  were  ovcrsampled  to  allow  for  special 
study  of  certain  types  of  schools  and  student s< 
Hisf^nlc:  A  person  who  identifies  himself  or  herself  as 
of  Hispanic  origin,  or,  less  typically,  individuals  with 
Hispanic  surnames  identified  by  others  (c^g.,  health 
care  providers  identifying  p^ents  in  surveys)  as  being 
of  Hispanic  origin.  Hispanics  can  be  individuals  whose 
families  or  ance^ors  have  emigrated  directly  from 
Mexico,  Pueito  Rico,  C^uba,  C«itral  or  South  America, 
Spain,  or  other  Spanish  culture  or  origin,  regardless  of 
race.  Compare  black,  white,  Asian  or  Pacific  Islander, 
and  American  Indian  or  Alaska  Native. 
Hispanic  Health  and  Nutrition  Examination  Survey 
(HHANES):  A  OTe-timc  survey,  similar  to  the  Na- 
tional Health  and  Nutrition  Examination  Survey 
(NHANES),  conducted  from  1982  to  1984  that  col- 
lected data  on  a  12,000-person  sample  of  the  three 
major  subgraips  of  the  Hispanic  population— Mexican- 
Americans  in  the  Southwest;  Cubans  in  Miami, 
Florida,  and  Pueno  Ricans  in  New  Yotk  City, 
Home-based  mental  health  services:  Mental  health 
services  and  referral  to  related  services  (e.g.,  social 
services)  delivered  in  the  home,  usually  to  the  entire 
family,  as  well  as  the  identified  client,  usually  in 
response  to  a  crisis. 
Homeie^ness:  The  state  of  being  without  one's  own 
home,  either  on  one'sown,  with  one*s  family,  living  on 
the  street  or  m  a  shehcr  or  other  temporaiy  situaiicm 
(e.g-,  with  relatives  or  friends).  See  runaway,  street 
kid.  and  thrawnaway. 
Hormones:  Chemical  substances,  formed  in  otc  organ  or 
part  of  the  body  and  carried  in  the  blood  to  another 
organ  or  part,  that  can  alter  the  functional  activity  {and 
sometimes  the  stmcture)  of  another  organ  or  organs. 
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Hot  line:  A  telephone  sCTvicc  that  pn>vides  infcroiaticsi 
and  rrferral  and  inunediate  counseling,  frequently  in  a 
crisis  situation.  An  exaiiq)le  is  the  National  RuMway 
Switchboard  funded  under  the  Inderal  Runaway  and 
Homeless  Youth  Act,  whfch  has  served  as  die  Adoles- 
cent Suicide  hot  line. 

Household:  As  defined  by  the  U.S,  D^aitment  of 
Commence*  Bureau  of  Ac  Census,  d^nitioai,  all  the 
pa^sOTs  who  occupy  a  housing  unit  (i.e.,  a  hwse,  an 
apartment  or  cO^t  group  of  ixxnns,  ot  a  single  loom 
occupied  or  intended  for  occupancy  as  separ^  living 
quaners,  th^  is,  when  the  occupants  <to  not  live  and  eat 
with  any  other  persons  in  the  stnicture  aiKl  there  is 
direct  access  firom  tlw  outside  or  through  a  cormuOT 
haU). 

Househfrider:  In  U.S.  Department  of  Conunerce,  Bur^ 
of  the  Census,  counts  the  first  adult  household  memhcr 
listed  on  any  cmsus  questionnaire,  Ctesus  instnicticms 
caU  for  Usting  first  the  person  (or  one  of  the  peiwns) 
in  whose  name  the  h<Mw  is  owned  m  rented  If  a  hmne 
is  owned  jointly  by  a  married  couple,  either  the 
husband  or  the  wifie  may  be  listed  first,  thereby 
becoming  the  reference  person,  or  householder,  to 
whom  the  relatiOTship  of  other  household  members  is 
to  be  record^  The  tcnn  householdo-  is  used  in  the 
pr&soitaticm  of  data  that  had  jmviousty  been  presented 
with  the  iksignation  ''bead  of  household.**  Seefamly, 
family  household,  subfamily,  and  unrelated  persons. 

Human  immunodeficiency  virus  (HIV):  The  vims  that 
causes  AIDS.  Two  distinct  subtypes  of  HIV  have  been 
identified:  HIV-1  was  first  isolated  in  1983  and  has  a 
worldwide  distribution,  HIV-2  was  first  isolated  in 
1986  and  is  found  mainly  in  West  Africa- 

Hyperthermia:  Fever,  especially  therapeutic  fever 

Hypnotics:  Drugs  that  act  to  induce  sleep. 

Hypothermia:  A  body  temperature  below  the  normal 
value. 

Iatrogenic  effects:  Adverse  conditions  that  are  induced 
inadvertently  by  a  health  care  provider  or  by  the 
treatment. 

ICD-9-CM;  See  International  Classification  of  Diseases, 
ninth  revision.  Clinical  Modification. 

Illicit  dru^:  In  this  Repon,  unless  otherwise  noted,  a 
term  used  to  refer  to  drugs  which  are  not  legally 
available  to  adults  (e.g„  marijuana,  cucainc,  hallucino- 
gens, PGP,  heroin)  or  the  illicit  use  of  prescription 
drugs  to  get  high  or  few  other  mental  effects.  Hie  NIDA 
Household  Survey  on  Drug  Abuse  defines  illicit  drugs 
as  **marijuana,  cocaine,  inhalants,  hallucinogens,  PCP, 
heroin,  c«-  nonmedical  use  of  psychotherapeutics.*' 
The  Monitoring  the  Future/High  School  Seniors 
Survey  defines  illicit  drugs  as  "marijuana,  cocaine, 
heroin,  or  any  use  which  is  not  under  a  docior*s  orders 
of  (Hher  opiates,  stimulants,  sedatives,  or  tranquiliz- 
ers." 
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illness:  Gci^rally,  any  dq^arture  fiom  good  healdi.  The 
torn  iUn^s  is  scHuetirms  used  in  this  Repon  to  refer 
to  a  disease  rather  than  an  injury. 

Impairment:  A  fdiysi<dc^cal  anat(»nical,  w  mental  loss 
or  *^almcmnality'*  caused  by  accident,  disease,  ot 
ccmgcnital  amdition.  An  impairment  m^  be  the 
underlying  cause  of  a  disabili^.  Compare  disability 
handicap. 

Incidence:  In  health  epidemiology,  the  measure  of  the 
nun^  of  new  cases  ctf  a  particular  disease  or 
cotKliticai  occurring  in  a  populaticm  during  a  given 
period  of  time,  incidence  rate  is  the  number  of  new 
cases  (tf  specified  disease  divided  by  the  number  of 
peqjle  in  a  pqxilmion  over  a  specified  period  of  tinw, 
usually  1  year.  Compare  premlence.  In  the  criminal 
justice  field,  the  term  indd^ice  is  used  somewhat 
diffiejCTtly,  See  incidence  rate  for  an  offense. 

Incidence  rate  for  an  offense:  In  the  criminal  justice 
fkld^  the  number  of  ofienses  ctf  a  given  type  that  occur 
in  a  given  population  diring  a  specified  lime  period  per 
some  population  base.  Arrest  rates,  offending  rates, 
and  victimization  rates  are  walogous  to  itKidence 
rates.  Compare  prevalence  rate  for  an  offense. 

Independent  living  programs:  Ptograms  to  help  adoles- 
cents leaving  foster  care  Icaro  skills  fior  living  chi  their 
own  (c.g.,  mans^ing  finances,  pn^lem-sohring,  and 
employment  training).  TTie  programs  are  authorized  by 
Title  IV-E  of  the  Social  Security  Act  Compare 
transitional  living  programs. 

Indians:  An^rican  Indians  in  the  continental  United 
States,  and  Ammcan  Indians,  Alwits  and  Eskimos  in 
Alaska. 

Inhalants:  Breadiable  chemicals  that  produce  psychoac- 
tive (mind-altering)  vapors.  They  include  solvents 
(e.g.,  nKxlel  airplane  gliw,  nail  poli^  remover,  lighter 
and  cleaning  fluids,  gasoline),  aerosols  (e.g.,  paints, 
hairsprays),  some  anesdietics  (e.g.,  nitraus  oxide)^  and 
other  chemicals  (e.g.,  amyl  nitrite  and  Inityl  nitrite). 

Injury:  Harm  or  hurt  inflicted  to  the  body  an  external 
force. 

Inpatient  care:  Care  that  includes  an  overnight  ^ay  in  a 
medical  facility. 

Inpatient  psychiatric  facilities:  Psychiatric  inpatient 
imits  in  State  and  ctninty  mental  hospitals,  general 
hospital  psychiatric  units,  and  private  psychiatric 
hospitals.  See  also  mental/psychiatric  hospital 

Inpatient  substance  abuse  treatment:  Treatmoit  for 
psychoactive  substance  abuse  problems  thm  involves 
an  ovenught  stay  in  a  hospital  facility  specializing  in 
addiction,  a  psychiatric  hospital,  or  a  general  hospital 
Hospitals  genw^y  offer  medically  managed  services, 
such  as  rmiical  detoxification,  as  part  of  tieatmmt.  In 
addition,  they  usually  offer  therapy  groups,  indivi^hiai 
therapy,  and  wisiie  educational  facilides.  Compare 
residential  substance  abuse  treatment,  outpatient  sub- 
stance abuse  treatment. 
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Institutionai  environments:  See  juvenile  justice  facHi- 
ties. 

Intensive  probation  programs  (for  adolescent  juvenile 
offenders):  Proj^mis  that  pn)vide  intensive  supervi- 
sion of  juvenile  offenders  as  an  alternative  to  place- 
ment in  instituticHial  juvenile  justice  facilities. 

International  Classification  of  Diseases,  ninth  revi- 
sion^  Clinical  Modification  (ICD*9-CM}  Coding:  A 
two-part  system  of  coding  pmient  n^cal  information 
used  in  abstracting  sy^ems  and  for  classifying  patioits 
into  diagnosis-related  groups  (DRGs)  for  Medicare. 
The  first  part  is  a  comprehensive  list  of  dieses  with 
corresponding  codes  compatible  with  the  World 
Health  C^ganization's  list  of  disease  cod^.  The 
second  part  contains  procedure  codes,  independmt  of 
the  disease  codes. 

Intravenous  drug  use:  The  intake  of  drugs  (e.g.,  heroin, 
cocaine,  am|^etamines)  directly  into  the  veins,  usually 
by  means  of  a  needle  injecticm. 

Job  Corps  Program:  A  program  administered  by  the 
Emplc^rment  and  Training  Administration  in  the  U.S. 
E>epartment  of  Labor,  providing  employment  and 
training  in  primarily  residential  (inters  for  soctoeco- 
nomically  dis^vanta^  young  pec^Ie  ages  16  to  21. 

Job  Opportunities  and  Basic  Skills  (JOBS)  Program: 
A  program,  authorized  under  the  Family  Support  Act 
of  I9S8  {Public  Law  100^5),  that  is  designed  to 
provide  families  receiving  Aid  to  Families  With 
Dependent  Children  (AFDC)  the  oppoitunity  to  take 
part  in  education,  jcb  training,  and  work  experience 
programs  that  will  help  them  avoid  long-term  depend- 
ence on  public  assistance  programs.  Young  single 
parents  with  children  over  age  3  and  with  child  care 
and  out-of-school  youth  ages  16  and  over  are  expected 
to  participate. 

Junior  high  school:  A  separately  oiganized  and  adminis- 
tered secondary  school  intermediate  between  the 
elementary  and  senior  high  schools^  usually  incliKiing 
grades  7,8,  and  9  (in  a  6-3-3  plan)  or  grades  7  and  8  (in 
a  6-2-4  plan). 

Juvenile:  A  ycning  person  who  has  not  yet  reached  the  age 
at  which  he  or  she  should  be  treated  as  an  adult  for 
purposes  of  criminal  law.  In  some  States,  this  age  is  1 7. 
In  law,  the  terms  juvenile  and  minor  are  usually  used 
in  different  contexts  (juvenile  when  referring  to  young 
legal  offenders  and  minor  when  referring  to  legal 
majority  or  capacity). 

Juvenile  court  system:  Juvenile  couits  and  juvenile 
detention  and  correctional  facilities.  See  juvenile 
justice  system. 

Juvenile  detention  and  correctional  facilities:  See 
juvenile  justice  facilities. 

Juvenile  justice  facilities:  Custodial  facilities  for  juve- 
niles. These  can  be  classified  along  several,  often 
overlapping,  dimensions  that  inchide  purpose,  term  of 
Q    stay,  type  of  envircHmient  (institutional  or  open),  and 
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sponsorship  (public  of  j^vate).  Juvenile  detention 
facilities  and  shelters  typically  hold  adolescents  while 
tl^y  are  awaiting  adjudication  or  after  adjudicatscm 
while  they  are  awaiting  dispositicm  and  long-term 
placemoit.  Juvenile  correctional  facilities  hold  ado- 
lescents after  adjudic^on  for  the  purpose  of  coromit- 
ment  or  for  »ipcfvisi(»i  and  treatment  Short*tenn 
juvenile  facilities,  whidi  include  ^venite  (fetation 
f£^ilities  and  sl^tors,  are  typically  used  for  adoles- 
coits  who  are  awaiting  adjudkaiicm,  ^lescents  who 
have  been  sentenced  to  short  periods  of  confinement^ 
or  adolescems  who  are  awaiting  tran$£^  to  long-term 
placemmts.  Long-term  facilities,  which  range  from 
training  schools  to  less  rcf^ctive  facilities  such  as 
ranches,  forestry  camps,  or  farms  to  even  I^s  restric- 
tive halfway  hcms^  and  ^oup  himc^  i^imarily  serve 
adolescents  who  have  b^  adjudicated.  Juvenile 
facilities  with  institutionai  environments  impose 
greater  restraints  on  residents*  movemoiti  than  ^ili- 
ties  with  open  environments.  Public  juvenile  facili- 
ties are  under  the  direct  administration  and  q)eiatio9ial 
ccmtrol  of  a  State  or  local  government  and  staffed  by 
govonmaital  employees.  Private  juvenile  facilities 
are  either  proHtmaking  or  nonprofit  and  subject  to 
governmental  licensing  but  are  under  the  direct  admin- 
istration and  qmational  control  of  private  enterprise; 
such  facilities  may  receive  ^tetantial  public  funding 
in  additicm  to  their  $uiqx)rt  from  private  sources. 

Juvenile  justice  system:  The  system  that  includes  law 
enforcement  officers  and  <Hher$  who  refer  delinquent 
and  maltreated  minors  to  the  ccmrts,  juvenile  courts 
which  apply  sanctions  for  delinqwnt  offenses  and 
overs»  the  implementation  of  child  protective  serv- 
ices, ywve/a7r  detention  and  correctional  facilities,  and 
agencies  that  provide  protective  services  and  care  (e.g., 
foster  care)  for  minOTS  who  are  victims  of  abuse  ami 
neglect.  The  latter  agotcies  intersect  with  the  child 
welfare  or  social  services  system. 

Juvenile  offender:  A  juvenile  who  has  violated  the  law. 

Juvenile  private  facilities:  See  juvenile  Justice  facilities. 

Juvenile  public  facilities:  See  juvenile  justice  facilities. 

Larceny-theft  (except  motor  vehicle  theft):  See  serious 
property  offenses. 

Late  adolescence:  Occurs  for  those  individu^,  typically 
ages  18  to  the  mid-20s.  who  because  of  educational 
goals  and  other  social  factcws.  delay  their  entry  into 
adult  roles.  Compare  early  adolescence,  middle  ado- 
lescence, younger  adolescents,  and  older  adolescents. 

Latino:  Of  Latin  American  origin 

learning  disabilities:  According  to  the  National  Omfer* 
ence  on  Learning  Disabilities,  'beaming  disabilities'* 
is  a  generic  term  that  refm  to  *  'a  heterogeneous  group 
of  disorders  manifested  by  significant  difficulties  in 
the  acquisition  and  use  of  listening,  speaking,  reading, 
writing,  reascming,  or  mathematical  abilities,  or  of 
social  skills.**  These  disorders  are  intrinsic  to  the 
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individual  and  presumed  to  be  due  to  central  nervous 
system  dysfunction. 

Least  restrictive  environment:  The  setting  for  the 
tiratmcnt  of  mental  health  problems  that  allows  for  the 
greatest  possible  interaction  b^vi^oi  the  patient  and 
his  or  her  normal  surroundings  (e.g.,  fanuly^  school, 
friends,  community),  within  therapeutic  ccmstraints.  It 
is  a  generally  accepted  principal  of  mmlai  health 
I»ofessicmals  that  caie  slunild  be  provided  in  the  least 
restrictive  mvironment  possible. 

Legal  access  (to  health  services);  In  this  Report,  used  to 
refer  to  aspects  of  access  that  have  to  do  with  consent 
and  ccmfidffltiaLity.  Compare  financial  access. 

Leukemia:  A  malignant  proliferation  of  blood  l^ocytes 
(white  blood  cells),  ultimately  resulting  in  death. 
Leukemias  (followed  by  brain  and  nervous  system 
cancers)  are  the  most  common  cause  of  cancer  deaths 
among  U.S.  adolescoits.  The  most  common  form  of 
leukemia  experienced  by  adolescoits  is  acute  lym* 
phoblastic  leukemia* 

Life  expectancy:  Expected  duration  of  life. 

Life  skills  training:  The  fomial  teaching  of  the  requisite 
skills  for  surviving,  living  with  others,  and  succmiing 
in  a  complex  society.  Life  slulls  training  interventions 
emphasize  the  teaching  of  serial  competence,  cogni- 
tive skills,  and  decisionmaking  skills. 

Limitation  of  activity:  Sec  activity  limitation. 

Lipoprotein:  Any  complex  or  compound  of  lipids  (fats) 
with  proteins,  important  for  lipid  transport  and  as 
components  of  membranes.  See  cholesterol. 

Ijocus  of  control  (perceived):  An  individual's  general 
sense  that  he/she  either  controls  or  is  controlled  by 
events. 

Longitudinal  studies:  Studies  that  examine  the  develop- 
ment of  individuals  or  families  or  groups  over  a  period 
of  time. 

Long-term  juvenile  facilities:  See  juvenile  justice  facili- 
ties. 

LSD  (lysergic  acid  diethylamide):  A  hallucinogen  made 
from  lysergic  acid,  which  is  fomd  naturally  in  e^ot, 
a  fungus  that  grows  on  grains.  It  is  usually  taken  orally 
in  the  form  of  tablets,  squares  of  absorbent  paper  or 
gelatin,  or  liquid.  LSD*s  pt^ency  can  be  extr^di- 
narily  high  (about  1  ,(XX)  times  that  of  mescaline).  LSD 
is  classified  by  the  Federal  Government  as  a  controlled 
substance  in  Schedule  the  riskiest  of  five  categories. 
That  means  it  has  a  high  potential  for  abuse  and  no 
legally  accepted  medical  use. 

Major  activity  of  daily  living:  As  defined  by  the 
National  Health  Interview  Survey  conducledhy  DHHS, 
major  activity  for  children  5  to  17  usually  refers  to 
school  attendance;  for  individuals  age  18  and  over,  it 
usually  refers  to  a  job,  housework,  or  school  anen- 
dance.  See  also  activity  limitation. 

Malignant  neoplasm:  An  expartding  lesion  composed  of 

Q  :)n>liferatmg  cells;  a  tumor. 

ERIC  7}:j 


Malocclusion:  Any  deviation  from  normal  alignment  of 
tl^  upper  and  lower  teeth. 

Maltreatment:  Physical,  emotional,  or  educational  ne- 
glect^ or  physical,  emoticmal  or  sexual  abuse,  nmt 
oftoi  perpetrated  by  a  family  roemb^. 

Mar^uana:  The  dried  leaves,  stems,  and  flowers  of  the 
hemp  plant.  Cannabis  sativa.  snxdced  en*  used  in  foods. 
It  produces  distorted  perception  and  scmietimes  hallu- 
cinogenic effect.  In  the  NIDA  Household  Survey  on 
Drug  Abuse,  marijuana  includes  marijuana  and  hash- 
ish. 

Maternal  and  ChUd  Health  (MCH)  Services  Bh)ck 
Grant  fttigram:  A  Federal  block  grant  program 
authorized  under  Title  V  of  the  Social  Security  Act, 
that  supports  the  provision  of  health  services  to 
mothers  and  children,  especially  those  with  low 
iiKome  or  living  in  areas  with  limited  availability  of 
health  services.  Funds  are  provided  to  States,  which  in 
turn  may  provide  them  to  local  health  departments. 
Created  by  the  Omnibus  Budget  Reccmciliatiosi  Act  of 
1981,  the  MCH  block  ^ant  consolidated  several 
categorical  grant  programs  into  one  block  grant*  The 
MCH  Block  Grant  ftogram  is  administer^  at  the 
Federal  level  by  the  Bureau  of  Maternal  and  Child 
Health  in  the  Health  Resources  and  Services  Admiius- 
traticm  in  DHHS. 

Maternity  care:  Labor  ainl  delivery  care. 

Medicaid:  A  fe(terally  aided,  State-administered  pro- 
gram, authorized  under  Title  XIX  of  the  Social 
Security  Act,  that  provides  medical  assistance  for 
low-income  people  meeting  specific  income  and 
family  structure  requiremoits.  Medicaid  covers  an 
estimated  4.5  million  individuals  ages  10  to  18  and  is 
the  major  health  care  tmancing  mechanism  for  the 
adolescents  in  low-income  families. 

MenaiThe:  The  begiiming  of  menstruation. 

Menses:  The  monthly  flow  of  blood  from  a  woman*s 
genital  tract;  moistruation. 

Mental  disorders:  See  diagnosable  menial  disorders. 

Mental  health  organization:  See  specialty  mental  health 
organization. 

Mental  health  problems:  Problems  that  include  diag- 
nosable menial  disorders  atul  subjective  distress. 

Mental  health  promotion:  Efforts  based  on  the  general 
philosoj^y  that  it  is  desirable  to  maintain  well- 
adjusted  individuals  able  to  ftmcUon  in  psychologi- 
cally healthy  ways.  Hie  most  widely  used  mental 
health  promotion  programs  are  designed  to  enhance 
individuals'  life  skills  and  social  competence  by 
stroigthening  their  adaptive  abilities  and  creating 
mental-health-promoting  envircmments.  Some  mental 
health  programs  for  adolescents  are  designed  to 
strengthen  their  autonomy  and  ability  to  cope  wiUi 
stresscH^,  while  pronwting  their  self-esteem  and  appro- 
priate peer  relationships. 
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Mental  health  services:  Care  fcsr  the  trcauneni  of  mental 
health  problems.  Third-party  payment  for  mental 
healA  services  is  usually  Umited  to  services  tor 
diagnosable  mental  disi^ders  and  is  not  available  for 
swvices  to  relieve  subjective  iUstress  without  an 
accompanying  diagnosable  mental  disorder.  Accord- 
ing to  the  Child  and  Adolescent  Service  System 
Progriwt  (CASSP),  n^tal  health  services  for  childrai 
and  ^lescents  should  include  prevention,  early 
identification  and  intervention,  asscssmart.  outpatient 
mental  health  care,  home^Htsed  mental  health  serv- 
ices,  partial  hospitalizatitmfday  treatment,  emergency 
services^  therapeutic  foster  care,  tl^rap^itic  group 
care,  therapeutic  camp  services,  independent  living 
services,  residential  treatment  services,  crisis  residen- 
tial services,  and  psychiatric  hospitalization. 

Mental  health  system:  See  mental  health  services. 

Mental  Illness:  For  purposes  of  this  Rqx)it,  disorders 
relating  to  the  mind  independent  of  the  txxty.  The 
distinctiiHi  is  somewhat  arbitrary,  however,  because 
some  mental  disorders  have  a  physiological  basts. 

Mental/psychiatric  hospital:  See  psychiatric  hospitai 

Mentoring:  The  practice  of  acting  ov«r  time  as  a  guide, 
tutor  or  co%h,  and  som^imes  as  an  advocate  for 
another,  typically  not  biologically  related,  persoa 

Meta-analysis:  A  statistical  or  quantitative  analysis  of  a 
large  colIecticH)  of  results  firom  individual  studies  for 
the  purpose  of  integrating  the  findings. 

Metabolism:  The  totality  of  the  chemical  processes 
occurring  in  a  living  organism,  especially  those 
associated  with  the  exchange  of  matter  and  energy 
between  a  cell  and  its  environment. 

Metropolitan  Statistical  Area  (MSA):  As  defmed  by  the 
U.S.  Office  of  Management  and  Budget,  a  county  or 
group  of  counties  that  includes  either  a  city  of  at  least 
50,000  residents,  or  an  uit>anized  area  with  at  least 
50,000  people  that  is  itself  part  of  a  county/counties 
with  at  least  100,000  total  residents.  Compare  non- 
Metropolitan  Statistical  Areas. 

Middle  adolescence:  Typically,  a  time  of  increasing 
independence.  Generally  takes  place  during  the  period 
from  ages  15  through  17.  For  those  adolescents  who  do 
not  go  on  to  (and  remain  in)  college,  age  17  or 
compIeticMi  of  high  M:hool  marks  the  end  of  adoles- 
cence, in  social  tenns.  Compare  early  adolescence, 
late  adolescence,  younger  adolescents,  and  older 
adolescents^ 

Minimum  competency  testing  (MCT):  Measuring  the 

acquisition  of  competence  or  skills  to  or  beyond  a 

certain  specified  standard. 
Minor:  A  person  who  is  under  (he  age  of  legal  majority. 

either  age  18  or  19,  depending  on  the  State.  Compare 

juvenile. 

Minor  offenses:  See  Part  II  offenses, 
O  Minorities:  See  racial  and  ethnic  minorities. 
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Monitoring  the  Future/High  School  Seniors  Survey:  A 
survey  of  hi^  sdiool  s^ors^  with  followup  data 
collect^  what  the  individuals  are  yoimg  adults  (e.g., 
in  college),  ccHKiucted  by  researchers  at  the  Institute  for 
Social  R^earch  at  the  University  of  Midiigan  with 
support  £rom  the  Natkmai  Institute  cki  Dnig  Abuse 
within  DHHS. 
Mood  disorders:  Typically,  depressive  or  anxiety  disor- 
ders. Diagnoses  of  depressive  disorder  are  made 
when  individuals  suffer  from  prolonged  and  severely 
disabling  dqnessicm,  as  di^guished  fsom  the  tempo- 
rary and  nofmal  nK)ods  of  unhappiness.  Feelings  of 
worthlessness*  hopelessness,  or  irritability  and 
thoughts  of  drath  cm-  suicide  are  conumm.  There  is 
some  evidence  that  antisocial  behavior,  aggressive- 
ness, or  substance  abuse  may  hide  or  mask  clinical 
deiwessi<»i  but  this  iK>tion  remains  ccmtrovcrsial. 
Diagnoses  of  anxiety  disorders  are  made  when 
individuals  are  excessively  ^rehensive,  tense,  or 
uneasy  in  anticipaticxi  of  internal  ot  external  danger. 
This  anxiety  is  manifested  by  i^ysiological  changes 
such  as  sweating,  tr^ncH',  and  rapid  pulse. 

Mortality  rate:  A  measure  derived  by  dividing  the 
numbo^  of  deaths  in  a  poiwdatiCTi  in  a  given  period  by 
the  resident  populaticm  at  the  middle  of  that  period.  It 
is  expressed  as  the  numbo'  of  deaths  per  1,000 
popul^on.  The  rate  may  be  restricted  to  deaths  in 
speciiBc  age,  race,  sex.  or  gec^pWc  grcMips  (e.g^  15 
deaths  per  1,000  pcrwns  ages  15  to  19),  or  it  may  be 
related  to  the  «iiire  population. 

Motor  vehicle  theft:  See  serious  property  offenses. 

Multiservice  mental  health  organization:  An  adminis- 
tratively distmct  organization  that  provides  any  combi- 
natioti  of  two  or  more  services  (inpatient,  residential 
treatn^ent,  residential  supportive,  outpatient  or  partial 
care)  in  settings  that  are  under  the  organization's  direct 
administrative  control 

Murder  and  nonnegligent  manslaughter:  See  serious 
violent  offenses. 

Muscular  dystrophy:  Any  of  a  grcMip  of  graetically 
determined,  primary  degenerative  myopathies  of  un- 
known etiology,  characterized  by  varicHis  patterns  of 
selective  atrophy  and  weakness  of  the  voluntary 
muscles,  leading  as  a  rule  to  fwgressive  disability. 

Myelodysplasia:  Any  developmental  defect  of  the  spinal 
cord. 

Narcotics:  Drugs  that  produce  narcosis  (a  nonspecific 
and  reversible  depression  of  function  of  the  central 
nervous  system  marked  by  snipor  or  insensibility 
produced  by  drugs).  The  term  is  applied  especially  to 
natural  or  synthetic  drugs  that  have  morphine-like 
actions. 

National  Adolescent  Student  Health  Survey  (NASHS): 
A  survey  conducted  in  1987  by  ^  consortium  of  groups 
funded  partially  by  the  Federal  Government  Aat 
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questioned  more  than  11,000  8th  and  lOttt  graders 
nationwkfe  abend  thdr  healdi. 

National  Ambulatory  Medical  Care  Survey  (N  AMCS): 
A  cmtiniiing  national  prc4^ility  sampte  of  amlnild- 
Uay  nodical  m^ounters,  sponsored  hy  die  N^cxial 
Center  for  Ifealth  Statistics  in  DISS.  It  collects  data 
on  {rfiyskian-patient  erccHinters  in  the  offices  of  a 
sample  of  mm-federally  employed  physicians  classi- 
fied as  **officc-based,  patient  caie  fdiystcians.'*  Sam- 
ple physicians  are  asked  to  complete  a  i^tticnt  record 
information  fonn  for  a  systematic  random  sampling  of 
ofRce  visits  occurring  during  a  randomly  assigned 
l-week  period 

National  Assessment  of  Educ^ttonal  Progress;  A 
cioss-secticsial  smdy  designed  and  initially  imple- 
mented in  1969  that  has  g^ered  inforaiaticHi  ^out 
sdected  levels  of  ^hievem^t  acit^s  the  country.  The 
National  Assessment  of  Educatimal  Progress  has 
surveyed  the  educational  attainments  of  9-,  13%  and 
17-year-olds  and  young  aduhs  (ages  25  to  35)  in  10 
learning  aieas  to  measure  possible  changes  in  educa- 
timal  achievenie^ 

National  Drug  and  Alcoholism  Trratment  Unit  Survey 
(NDATUS):  A  national  survey  that  is  deigned  to 
measure  the  location,  scope,  and  diaracteri^ics  of  drug 
abuse  ami  alcoholism  treatment  and  prevention  facili- 
ties, services,  aiKl  activities  throughout  the  United 
States.  The  survey  provides  a  ooss-secticmal  look  at 
treatment  patients  on  a  given  day  annually  (e.g.,  Oct. 
30«  1987).  It  covers  both  private  and  publicly  funded 
programs.  The  1987  NDATUS  was  a  joint  effort  of  the 
National  Institute  on  Drug  Abuse  and  the  National 
Institute  on  Alcohol  Abuse  and  Alcdiolism  in  DHHS« 
with  cooperaticm  ftom  the  Veterans  Administraticm 
and  the  Fwlcral  Prison  System. 

National  Evaluation  of  School  Nutrition  Programs:  A 
survey,  conducted  occasionally  by  tiie  U.S.  Depart- 
ment of  Agriculture,  that  collects  infonnation  on  U.S. 
adolescoits  use  of  school  nutritim  programs  such  as 
the  National  School  Lunch  Program. 

National  Health  Examination  Survey  (NHES):  A 
continuing  nationwide  sample  »uvey  in  which  data  for 
determining  health  status  wcrt  collected  through  direct 
standardized  physical  examinaticms,  clinical  and  labo- 
mory  tests,  and  measuremoits.  The  survey  was 
conducted  by  the  U.S.  DcpartmCTt  of  Health,  Educa- 
tion, and  Welfare  in  1963-65  and  1966-70. 

National  Health  Interview  Survey  (NHIS):  A  nation- 
wide household  interview  survey  in  which  perscmal 
interviews  with  approximately  40.000  households  are 
used  to  chiwi  information  health,  illness,  and  disabil- 
ity status  of  the  civilian  noninstimtiomlized  popula- 
tion. Each  year,  the  survey  consists  of  a  basic  set  of 
questions  on  health,  socioeconomic,  and  demographic 
items,  as  well  as  one  or  mors  special  questimnaires  to 
obtain  more  detailed  information  on  issues  of  current 


omcem  (e.g.,  on  child  adof^km  and  cwcer  risk  foc^ors 
in  1986,  diild  health  in  1988).  For  individuals  under 
age  17,  infonnation  is  ooUe^ed  fnmi  a  i»oxy  respond* 
enu  ty{ricaUy  a  pamt  or  guardian.  NHIS  is  omhtcted 
by  the  N^ooal  Center  fw  Healtii  Statistics  in  DHHS . 

National  Health  and  Nutritkm  Examination  Survey 
(NH  ANES):  A  swvey  in  which  data  tor  assessing  the 
healdi  status  of  die  U.S.  population  are  c<dlecied 
thrcHigh  direct  mndaidized  physical  examinations, 
clinical  and  laboratoxy  testing,  and  rdated  procedures. 
These  examinaticms  are  the  most  atithcnitative  scnuce 
for  ^mdanli»d  clinkral^  physical,  and  jdiysiological 
data  cm  the  U.S.  pcqmlatioa  NHANES  I  was  con- 
ducted from  1971  timwgh  1974,  and  a  majw  purpose 
was  to  meame  indicatc»is  of  the  nutritimal  status  of 
the  civilian  noaunstiUiticHialized  U.S.  population  ages 
1  through  74.  NHANES  II  was  conducted  from  1976 
through  1980  and  ov^sampled  diildrai  ages  6  months 
to  5  years,  persons  ages  60  to  74,  and  persons  living  in 
pov«ty.  NHANES  HI,  being  conducted  from  1988 
thnn^  1994,  will  include  43,000  perscms  iq>resenta- 
tive  of  the  US.  pqmlaticm  and  has  been  designed  to 
provide  relii^Ie  estimates  on  a  number  of  subgroups  of 
the  pofmlatikm,  including  adolescoits,  NHANES  is 
conducted  by  die  Natimal  C^er  for  Healtii  Statistics 
in  DHHS.  See  also  Hispanic  Health  and  Nutrition 
Examination  Survey. 

National  Hospital  Discharge  Survey  (NHDS):  A  na- 
tionwide survey  of  a  sample  of  shon-^ay  hospitals  in 
the  United  Stat^.  The  ba^c  unit  of  ratimation  for 
NHDS  is  the  san^le  patient  abstract  NHDS  is 
comiucted  by  die  Naticmal  Center  for  Health  Statistics 
in  DHHS. 

National  Househcrfd  Surveys  on  Drug  Abuse:  See 
NE>A  Househdd  Survey  on  Drug  Abuse. 

National  Longitudinal  Survey  of  Labor  Market  Expe- 
rience—Youth Cohort  (NLSYl:  A  ImginKiinal  sur- 
vey sponsored  by  the  U.S.  Dcpaftment  of  LabcM^  that 
began  in  1979  and  has  been  surveying  a  rq>resentative 
sample  of  over  12,000  AnKsricans  who  were  ages  14  to 
21  as  of  January  1,  1979  (witfi  an  oversampling  of 
blacks,  Hispanics,  and  eccMiomically  disadvantaged 
whites). 

National  Medical  Care  Utilization  and  Expenditure 
Survey  iNMCUES):  A  series  of  several  related 
surveys  on  health,  access  to  and  use  of  medical  (and 
dental)  services,  associated  chafes  and  somces  of 
paymmt,  and  health  insiuance  a>verage  during  1980. 
The  household  porticm  of  NMCUES  consist^  of  :  1 )  a 
naticmal  household  survey  of  a  sample  of  die  civilian 
ncminstituticmalized  population,  and  2)  a  hcmschold 
survey  of  the  Medicaid-«ligible  populaticMis  of  the 
Stales  of  New  York,  California,  Ibxas,  and  Midiigan. 
These  two  surveys  each  consisted  of  five  interviews 
over  a  period  of  about  IS  mc^iths  to  obtain  inf(»Tnation 
on  medical  care  utilization,  expenditures,  and  other 
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health-related  infonnaiiOT,  A  third  survey,  an  adminis- 
trative itcOTds  survey,  was  designed  to  verify  the 
eligibility  status  of  the  housdiokt  survey  r^pondrats 
for  the  Medicare  smd  Medicaid  programs.  The  survey 
was  ctmducted  by  die  Naticmal  Center  for  Health 
Statistics  within  DHHS. 

Nattonal  Nutrition  Monitoring  System:  A  system 
opiated  by  the  U.S.  Depamnrat  of  Agriculture  and 
DHHS  that  systematicaUy  mcmitors  food  consump- 
ticm,  dietaiy  status^  ami  die  nutritkmal  health  of  the 
U.S.  population.  It  includes  the  Cominmng  Survey  of 
Food  Intakes  by  Jndividuals  (CSFII)  and  the  Nation- 
wick  Food  Consumption  Survey  (NFCS). 

National  PRIDE  Survey:  A  »uvey  of  ^olescents'  use 
of  psychoactive  substances  conducted  in  the  1988-89 
school  year,  based  on  a  qu^ticxmaire  <tevised  by  the 
parents'  group  National  Parents'  R^ource  Institute  for 
Chug  Edwation  (PRIDE).  The  questicmmire  was  not 
distributed  to  a  random  sample  of  schools,  and 
paiticipating  schools  had  the  option  of  not  reporting 
resists  back  to  the  Naticmal  VWDE  office. 

National  School  Lunch  and  Brealtflast  Programs: 
Program^  administered  at  the  Friend  level  by  the  U,S, 
Departmmt  A^cultiue  that  provide  tneals  for 
low-income  school  chikir»i  free  or  at  a  mhK^d  price, 
depending  on  family  income.  Foity-three  percent  of 
individuals  in  the  National  School  Lunch  Program  and 
24  percent  in  the  Nalicmal  School  Breakfast  Plt)gram 
are  adol^ents  ages  13  to  18. 

National  Survey  of  Family  Growth  (NSFG);  A  house- 
hold interview  survey  that  has  collected  data  ^m  U.S. 
women  of  childbearing  age  (ages  15  through  44)  in 
four  cycles  since  1974.  NSFG  coDects  data  on  the 
demograf^c  and  social  factors  associated  with  child- 
bearing*  adojHion,  and  maternal  and  child  health — 
including  sexual  activity,  contraception  and  stmliza- 
tion,  marriage,  i^'egnancy  toss,  and  use  of  medical  care 
for  family  planning  and  proiatal  care.  Cycles  I  and 
conducted  in  1973  and  1976,  interviewed  about  10,000 
ever-married  women  ages  IS  to  44.  Cycle  in  and  TV; 
conducted  in  1982^83  and  1988,  included  all  womm 
regardless  of  marital  status.  Cycle  ni  oversampled 
females  ages  15  to  19  to  provide  more  reliable  data  on 
these  groups.  The  samples  for  both  included  roughly 
8.000  women  ages  15  tlmnigh  44  in  the  civilian 
nomnstitutionalized  population.  NSFG  is  conducted 
by  the  National  Center  for  Health  Statistics  in  DHHS. 

National  vital  statistics  system:  A  system  maintained  by 
the  National  Center  for  Health  Statistics  in  DHHS  to 
collect  and  publish  data  on  births,  deaths,  marriages, 
and  divorces  in  the  United  States.  Infc»mati(xi  on 
births  and  deaths  is  collect^  from  the  regi^ticm 
offices  of  all  States  and  the  District  of  Columbia, 
Puerto  Rico^  the  U.S.  Virgin  Islands,  and  Guam. 

Nationwide  Food  Consumption  Survey  (NFCS):  A 
^    survey,  conducted  by  the  Human  Nutrition  Service  of 
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the  U.S.  Department  of  Agriculture  cvciy  10  years,  that 
is  designed  to  collect  infomiation  on  foods  used  by 
households  and  eaten  by  individuals*  The  most  recent 
survey  was  ccHKiuct^  in  1987-88. 

Natural  caus^  of  d^th:  Deaths  caused  by  illness^ 
disease,  or  chronic  condiricms  as  (^posed  to  death 
caused  by  carnal  causes  such  as  accidental  injuries^ 
homicide»  and  suicide. 

Neglect:  See  physical  neglect,  emotional  neglea,  educa- 
tional neglect. 

Nicotine:  A  psychoactive  substance  tfiat  is  ccHitained  in 
tc4>acco.  Nk^otinc  is  a  behavioral  stimtdant, 

Nn)A  Household  Survey  on  Drug  Abuse:  A  household 
survey,  sponscntd  sii^  1974  by  die  National  Institute 
cm  Drug  Abax  within  DHHS,  di^  c<^ect  data  m  the 
in  use  of  marijuana  and  otlm'  illicit  drugs,  tobacco, 
and  alcohol  anrnig  die  U.S.  population  12  years  of  age 
and  over  living  in  housdiolds  in  the  cotermincHis 
United  Stmes.  Youths  (12  to  17  years  of  age)  and 
young  adults  (£^es  18  to  25  years  of  age)  are 
oversampled,  as  are  blacks  and  Hij^wiics. 

Nongenital  Iwrpes:  See  herpes  labialis,  ocular  herpes. 

Nonmedical  use  of  any  psychotherapeutic:  In  the  NIDA 
Household  Survey  on  Drug  Abuse,  this  refers  to  the 
nonmedical  use  of  four  classes  of  prescription  dmgs: 
1)  sedatives  (e*g.,  downm,  baibiturates,  and  Seconal^); 
1)  tranquilizers  (e.g.,  antianxi^  drugs  like  LS>riuiii^, 
Vilium^,  Ativai^,  and  Mepn>bamate^);  3)  stimulants 
(e.g.,  uppeis.  am{^tamines,  speed,  and  Preludin®); 
and  4)  analgesics  (e.g.,  Darvon^,  Demend^,  P^co- 
darf^,  and  Tylenol*  with  codeine).  NIDA  ^.efines 
psychotherapeutics  as  prescription  medicaticHis  whidi 
al^  can  be  used  illicitly  to  get  high  or  for  other  mental 
effeas.  Compare  nonmedical  use  of  drugs.  See  psy- 
chotherapeutic drugs. 

Nonmedical  use  of  drugs:  In  the  Drug  Abuse  Warning 
Netwc^  (DAWN)  of  the  N^onal  Instimte  m  Drug 
Abuse  (NIDA),  nonmedical  use  of  drugs  is  defined  as: 
1)  the  use  of  prescrif^on  drugs  in  a  manmx  inconsis- 
tent with  accepted  medical  practice;  2)  the  use  of 
over-the-counter  dmgs  contrary  to  approved  labeling; 
or  3)  die  use  of  any  substance  (heroin,  marijuana, 
peyote,  blue,  aerosols,  etc.)  for  psychic  effect,  dq^end- 
ence,  or  suicide).  Compare  nonmedical  use  ^  any 
psychotherapeutic. 

Non-Metropolitan  Statistical  Areas:  Those  areas  of  the 
United  States  that  arc  not  part  of  a  Metropolitan 
Statistical  Area  (MSA),  according  to  the  U.S.  Bureau 
of  the  Census.  Such  areas  include  small  communities, 
rural  nonfarm  areas*  and  rural  farm  areas. 

Obesity:  Cm  be  defined  in  different  ways:  1)  body  mass 
index  (BMI) — ^weight  in  kilograms  divided  by  height 
in  meters  squared  [m^) — greater  than  or  equal  to  the 
95th  percoitile  of  a  similar  popularira  grcnip  (usually 
by  age);  or  2)  20  percent  or  more  over  '^normal*' 
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weight.  Being  obese  is  a  more  serious  problem  than 
being  overweight. 

Ocular  herpes:  A  nOTgenii&l  herpes  simplex  virus  (HSV) 
infection,  evidenced  by  blisters  in  and  around  the  eyes. 
Compare  herpes  genitalis,  herpes  labialis. 

OfTending  rate:  The  number  of  offenses  that  occur  in  a 
given  population  during  a  specified  tin»  period  per 
some  population  base  (c.g,,  5  offenses  per  100,000 
popuIaticMi).  The  offending  rate  is  usually  based  on 
i^enses  thai  are  self-repotted  by  offenders.  Like  the 
arrest  rate,  the  offending  rate  is  analogous  to  an 
incidence  rale. 

Offenses  (serious  and  minor):  Infractions  of  the  law 
irrespective  of  the  age  of  the  offender.  For  purposes  of 
this  Report,  serious  offenses  are  Federal  Bur^u  of 
Investigation  Part  I  offmses  (see  below)  even  though 
iruUvidual  Part  I  offenses  may  not  be  considered 
serious  by  other  definitions.  Minor  offenses  are 
Federal  Bureau  of  Investigation  Part  II  offenses  (see 
below)  even  ihough  individual  Part  11  offoises  may  not 
be  considered  minor  by  other  defmiticms.  See  also 
minor  offenses.  Part  I  offenses,  Part  II  offenses, 
serious  property  offenses,  serious  violent  offenses. 

Office  visit:  As  defined  by  DHHS*s  National  Center  for 
Health  Statistics  for  the  puqx^  of  the  National 
Ambulatory  Medical  Care  Surrey,  any  direct  perscMial 
exchange  between  an  ambulatory  patient  and  a  physi- 
cian or  members  of  his  or  her  staff  for  the  purposes  of 
seeking  care  and  rendering  health  services. 

Older  adolescents:  As  defined  in  most  of  DHHS's 
National  Center  for  Health  Statistics  data  analyses, 
adolescents  ?ges  15  to  19.  Compare  younger  adoles- 
cents. 

Opiates:  Any  psychoactive  substances  containing  or 
derived  from  opium  (e,g.»  heroin,  morphine);  also,  any 
drugs  that  induce  sleep. 

Opioids:  Any  synthetic  narcotics  that  have  opiate-like 
activities  but  are  ns«  derived  from  opium. 

Opium:  A  crude  resinous  exudate  from  the  opium  poppy, 
Papaver  somniferum. 

Oppositional  defiant  disorder:  A  mental  disorder  de- 
fined in  DSM-IU-R  as  a  behavior  disorder  that  is 
diagnosed  on  the  basis  of  a  pattern  of  hostile  and 
defiant  behavior.  Adolescents  with  oppositional  defi- 
ant disorder  are  often  argumentative,  resentftil,  and 
easily  annoyed  by  others,  Init  not  physically  aggressive 
or  prone  to  violate  social  norms. 

Oral  contraceptives:  Birth  control  pills.  One  advantage 
of  these  for  adolescents  is  that  they  exert  a  protective 
effect  against  pelvic  inflammatory  disease  (PID). 

Orthodontics:  TTie  area  of  dentisti^  concerned  with  the 
bite  and  bow  teeth  mesh  together. 

Orthodontic  Treatment  Priority  Index  (TPI):  An  index 
of  the  need  for  orthodontic  treatment  based  osi  a  score 
ranging  from  0  (normal  occlusion,  or  bite)  to  10  (very 
^  severe  malocclusion,  with  treatment  mandatory).  A 
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score  of  4  to  6  is  considered  a  definite  malocclusion, 
but  treatment  is  elective. 

Ostec^rmis:  Reducticm  in  heme  dcmsity,  oftm  the  result 
of  reducticm  in  estrogen  secretion  in  the  ovaries  during 
amencHihea  or  menopau^.  Symptoms  incliKie  verte- 
bral fracttires  and  **dowager*s  hun,^/* 

Outcome  evaluation:  Measures  an  intervoiticHi's  result 
(e.g.,  increased  knowledge,  changed  bdtavior).  Com- 
pare process  evaluation. 

Outi^tlent  care:  Gencfally.  medical  care  that  is  provided 
in  a  hospital  and  does  not  include  an  overnight  stay. 
Sometimes  (as  in  mental  health  services)  used  to  refer 
to  ambulatory  care. 

Outpatient  mental  health  care:  Mental  health  services 
provided  to  ambulatory  patients  or  clients  who  do  not 
need  either  24-hcw  supervtsicm  or  partial  hospitaliza- 
tion. As  a  general  matter,  outpatient  services  include 
psychotherapy  and  psychcMropic  prescripticms  in  cnit- 
patirat  clinics  and  private  practice,  crisis  services  such 
as  home-based  treatment,  and  services  in  emergency 
rooms. 

Outpatient  mental  health  services  provided  in  organ- 
ized mental  health  settings:  See  outpatient  merttal 
health  care  and  specialty  mental  health  organizations. 

Outpatient  sut^tanee  abuse  treatment:  Treatment  for 
sut^tance  abuse  problems  provided  to  patients  or 
clients  who  are  not  deemed  to  need  24-liour  supervi- 
sion^ or  for  whcmi  such  care  is  not  available.  The  most 
intensive  ompatiem  treatment  pn>grams  are  day  treat- 
n^nt  programs,  in  which  the  participant  arrives  eariy 
in  the  day  and  retiuns  home  in  the  evening.  OutpMient 
diug-free  programs  are  oriented  around  cotmseiing 
rather  than  medical  intervention.  If  a  perscm  needs 
medically  managed  detoxification,  that  is  handled  in  a 
differoit  setting. 

Over-the-counter  (OTC)  drugs:  Ehugs  that  can  be 
legally  purchased  at  a  drug  store  without  a  prescrip- 
tion. 

Overweight:  Can  be  defined  as  body  mass  index  (BMI) 
(weight  in  kilograms  divided  by  height  in  meters 
squared  {m^})  greater  than  or  equal  to  the  85th 
percCTtilc  of  a  similar  group.  Compare  obesity. 

Own  children:  As  defined  by  the  U.S.  Department  of 
Commerce,  Bureau  of  the  Census,  **own'*  children  in 
n  family  are  sons  and  daughters,  including  stepchildren 
ano  adopted  children,  of  the  householder. 

l^raphimos^:  Retraction  of  f<»eskin  affected  by  phi- 
mosis, causing  a  painful  swelling  of  the  glans  that,  if 
severe,  may  cause  diy  gangrene  unless  corrected. 

Parental  consent  requirement  (applicable  to  health 
care  of  minors):  As  used  in  this  Report,  a  legal 
requirement,  grtxmded  in  cc^nmon  law,  that  a  parent  or 
other  guardian  of  a  minor  child  must  give  prior  crasent 
to  the  delivery  of  imdical  or  surgical  care  to  that  child 
Over  the  years,  the  nimiber  of  excefHions  to  the 
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parental  consent  requirement  applicable  to  the  health 
care  of  minOTs  has  grown  si^ificantly. 

Part  I  ofTenses  (index  ofTenses):  Un<Ier  the  Federal 
Bureau  of  Investigaticm's  reporting  system,  these  are 
violsit  offenses  against  a  person  (i.e.,  murder  and 
nonnegligent  manslaughter,  forcible  rape,  robbery^ 
and  aggravated  assault)  and  ^)ecified  property  of* 
fenses  (t.e.,  burglary,  larceny-theft,  motor  vehicle 
theft,  and  arscm).  For  jHirposes  of  this  Report,  Part  I 
offenses  are  conside»d  serious  offenses.  See  also 
serious  vioiem  offenses  and  serious  property  qfferms. 

Part  II  offenses:  Under  the  Federal  Bureau  of  Investiga- 
tion's reporting  system,  these  arc  any  offenses  not 
classified  as  Part  I  offenses.  Part  II  offoises  include 
two  categories  of  offenses:  1)  acts  other  than  Part  I 
offenses  that  are  c(»isidertd  crimes  if  committed  by 
adults  (e,g.,  involvement  with  stolen  property,  driving 
under  the  influence,  assault  without  weapons,  engag- 
ing in  pronitittion);  and  2)  status  offenses  (acts  such  as 
rmming  away  fnmi  home  that  are  consider^  offenses 
only  because  they  are  commined  by  minors).  For 
purposes  of  this  Report.  Part  n  offenses  arc  ccHisidercd 
serious  offenses. 

Partial  hmpitalization/day  treatment:  A  planned  pro- 
gram of  mental  health  treatment  services  goierally 
provided  in  sessions  of  3  to  6  hours  to  groups  of 
patients  or  clients  who  do  not  require  24*hour  supervi- 
siiMi.  This  level  of  care  offers  more  intensive  treatment 
than  the  usual  outpati^t  care  (once  a  week  psychother- 
apy) and  provides  a  range  of  treatment  modalities 
(individual  and  group  therapy,  educaticm,  and  rehabili- 
tation). Partial  care/day  treatment  can  be  offered  in 
general  hospitals  with  separate  psychiatric  senices, 
psychiatric  hospitals,  freestanding  psychiatric  outpa- 
tient  clinics,  or  multiserrice  mental  health  organiza- 
tions, 

PCP  (phencyctidine):  A  drug  developed  in  the  1950s  as 
an  anesthetic  that  was  taken  off  the  market  in  1967 
when  it  was  realized  that  it  caused  hallucinations  in 
some  people.  PCP  is  not  easily  categorized  because,  in 
addition  to  being  able  to  cause  hallucinations,  ?CP  can 
relieve  pain  or  act  as  a  stimulant.  It  can  also  produce 
violent  or  bizarre  behavior.  Some  surveys  (e.g.,  the 
NIDA  Household  Sun^ey  on  Drug  Abuse  and  in  the 
Monitoring  the  FuturefHigh  School  Seniors  Sun^ey) 
consider  PCP  a  hallucinogen.  In  the  American  Psychi- 
auic  Association's  Diagnostic  and  Statistical  Manual 
of  Mental  Disorders  (DSM  Iil  R).  PCP  is  cOTsider^ 
separately  from  hallucinogens.  PCP  is  now  used 
legally  only  in  veterinary  medicine  as  an  immobilizing 
agent. 

Peer  tutoring:  Using  older  or  same  age  students  to  work 
individually  with  students  to  teach  a  particular  content 
area. 

Pelvic  inflammatory  disease  {PID):  A  sexually  trans- 
^  mitted  disease  (STD)  among  females,  the  symptoms  of 
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whidi  include  abdOTiinal  pain,  fever,  chills,  vomiting, 
foul-smelling  disdiarge,  and  postcoital  bleeding.  Po- 
tmtial  conq)lications  include  Aerility,  chronic  pain^ 
chrmic  infections,  and  cvat  deattL  Methods  of  preven- 
tion include  limitmg  the  numbo'  of  sexual  partners, 
using  of  cradoms,  and  avoiding  the  use  of  intrauterine 
contraceptive  devices.  Tremn^t  is  with  antitMOtics. 

Periodontal  disease:  Any  disease  of  die  tissue  sutrcnind- 
ing  the  ti^h.  The  two  most  prevalem  periodontal 
diseases  are  gingivitis  (inflanunatiOT  confined  to  the 
gums)  and  periodontitis  (inflammati<m  of  berth  the 
gum  and  the  odier  suppcming  structures  of  the  teeth). 

nienylketonuria:  A  g^i^  disonto*  of  amino  acid 
met^lism  characterized  by  the  inability  to  m^ab- 
olize  the  amino  acid  {dienylalanine.  If  diagnosis  and 
dietary  treatment  is  not  begun  within  30  days  of  birth, 
severe  mental  r^ardatim  wil£  result. 

Phimosis:  Ccmstriction  of  the  orifice  so  that  the  prepuce 
(foreskin)  cannot  be  retracted  back  over  the  glans  of 
the  penis.  Compare  paraphimosis. 

Physical  abuse:  Physical  violerce,  including  kicking, 
biting,  hining  with  CHie's  fist,  beating,  burning,  or 
scalding,  and  using  a  weapon. 

Physical  illness:  For  jnirposes  of  this  Report,  disorders  of 
the  body  indepencknt  of  the  mind.  The  distinction  is 
somewhat  arbitrary,  however,  because  some  mental 
disorders  have  a  physiolc^ical  basis. 

Physical  neglect:  As  defined  by  DHHS's  Naticmal  Ccsiter 
on  Qiild  Abuse  and  Neglect,  {riiysical  neglect  can  take 
seven  forms:  refusal  to  provide  health  care  for  physical 
problems*  as  recommoided  by  a  competent  health  care 
professional;  delay  in  providing  h^th  care  for  a 
serious  [Aysical  pn*lem;  desenicm  of  a  child  without 
ananging  for  reasonable  care  and  supervision  (aban- 
donment); other  blatant  refusals  of  custody,  such  ^ 
permanent  or  indefinite  expulsion  of  a  child  from  the 
home;  other  custody  issues,  ^ch  as  chronically  and 
repeatedly  leaving  a  child  with  others  for  days  or 
weeks  at  a  time;  inadequate  supervision;  and  other 
physical  neglect,  such  as  conspicu<His  inattention  to 
avoidable  hazards  in  the  home. 

Place:  As  defined  by  the  U.S.  Etepaitment  of  Commerce, 
Bureau  of  the  Census,  a  place  is  either  I)  an 
incorporated  place  such  as  a  city,  a  bcMough,  a  town,  or 
village;  or  2)  a  closely  settled  population  center  that  is 
outside  an  urbanized  area,  does  not  have  corporate 
limits*  and  (unless  it  is  in  Alaska  or  Hawaii)  has  a 
population  of  at  least  1,000. 

Plaque:  A  soft  deposit  of  bacteria  and  other  materials  on 
the  surface  of  a  looih. 

Precliniral:  The  period  preceding  clinical  manifestations. 

Preconscious:  Pertaining  to  mental  events,  processes, 
and  contents  that  are  for  the  most  parr  enable  of 
reaching  or  being  brought  into  conscious  awareness  of 
the  act  of  focusing  attention. 
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Prcigfidiicy  Discrimination  Act  of  1978  (IhibUc  Law 
05-555):  An  act  that  amended  the  Civil  Ri^s  Act  of 
1964  and  requires  thm  emptoyment-based  health  plans 
cover  pregnancy^  childbiith,  and  related  m^cal  con- 
ditions as  tl^y  cover  other  medical  care. 

Pregnancy  rate:  The  number  of  pregnancies  per  1.000 
populatkm. 

Prenatal  care:  Medkal  services  related  to  fetal,  infant, 
and  maternal  health,  delivered  from  time  of  conceptim 
tol^r 

Prevalence:  In  health  epidemiology,  a  measure  of  the 
number  of  individuals  in  a  given  population  who  have 
a  specific  disease  or  other  condition  at  a  designated 
tin^  (or  during  a  paiticular  pedod). 

— ^Point  prevalence:  the  proportion  of  individuals 
in  a  population  have  a  given  ccmditicai,  which  is 
measured  at  a  paiticular  point  m  time* 

— ^Annual  prevalence:  the  proportion  of  individu- 
als in  a  population  who  have  a  given  condition  during 
a  single  year. 

— Lifetime  prevalence:  a  measure  of  individuals 
considered  at  a  point  in  time  who  have  ever  had  an 
illness  or  ctmdition  ^liich  is  under  study. 

In  die  criminal  justice  field,  the  term  prevalence  is 
used  somewhat  diffeieiitly .  See  prevalence  rate  for  an 
offense. 

Prevalence  rate  for  an  offense:  In  the  criminal  justice 
field,  the  ratio  of  the  number  of  perscms  involved  in  a 
given  activity  at  a  particular  time  period  to  the  number 
of  persOTs  in  that  population.  It  is  oftm  expr^sed  as 
the  percentage  of  persons  in  a  population  who  engage 
in  one  or  more  offesises  of  a  given  type  during  a  given 
time  period 

Prevention:  The  averting  of  a  disease  or  conditicMi, 
traditionally  characterized  as  primary,  secondary,  and 
tertiary  prevention*  Primary  prevention  is  aiimd  at 
reducing  the  incidence  of  a  disease  or  health  |Hoblem. 
Secondary  prevention  strategies  detect  and/or  treat 
the  condition  in  its  early  stages  of  development,  with 
the  hope  of  improving  outcome.  Tertiary  prevention 
attemi^s  to  arrest  further  deterioraticm  in  individuals 
who  already  suffer  from  a  condition.  Alternative 
terminology  includes  universal  (prevention)  interven- 
tions (analogous  to  primary  prevention  and  selected 
(prevention)  inien'entiOTS  (analogous  to  secondary 
prevention). 

Preventive  health  services:  Services  intended  to  prevent 
the  occurrence  of  a  problem  (e.g.,  disease  or  condi- 
tion). Prev^itivc  services  typically  rccommCTd^  for 
adolescoits  include  routine  ]:rfiy$tcal  examinations, 
immunizations,  and  certain  diagnostic  tests  (e.g., 
hematocrit,  urinalysis),  and  preventive  procedures 
including  pap  smears  and  screening  for  sexually 
transmitted  diseases  among  the  sexually  active.  Com- 
^     pare  treatment  services, 
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Primary  care:  Optimally,  {Himary  care  includes  die 
following  elemrats:  first  contact  care,  conqndiensxvc 
care,  coordinated  or  integrated  care,  md  care  that  is 
longitudinal  ovor  time  rather  than  episodic.  Fwst 
contact  care  is  the  extott  to  which  a  pattern  cmtacts  die 
scHtf^  of  care  ^«iever  he  she  perceived  a  new 
n&sd  for  care.  Coordination  of  care  entails  a  healdi  care 
provider's  ^ility  to  {»ovide  for  c^HUhmity  of  infomia- 
tion  frcmi  vlstts  to  otter  jnoviders  (e.g*«  specialists  and 
enmgency  facilities)  as  well  as  firom  eadier  visits  to 
him  or  herself.  Longhudinality  of  care  is  the  extent  to 
whidi  a  {Rovido'  sm^es  as  a  scmice  of  care  over  time 
regardless  of  the  ptts&^  or  ^sence  of  a  particular 
type  of  prcAlem* 

Primary  prevention:  See  prevention. 

Private  psychiatric  hospital:  A  hospital  (grated  by  a 
sole  pn^rietor,  paitn^ship,  limited  partnership,  cor- 
pcHBdcKi,  m  ncM-far-irofit  c^anization,  primarily  for 
tte  inpatient  care  of  persons  widi  mental  disordm. 

Problem  twhaviors  (in  adolescence):  Those  behaviors 
that  have  been  deemed  socially  unacceptable  or  diat 
lead  to  poor  healtfi  cnitcmies  (e.g*,  unprotected  sexual 
intercourse,  delinquent  actSp  psychoactive  substance 
abuse). 

Process  evaluation:  The  evaluation  of  aspects  of  a 
program^s  implementatim  and  c^)eration.  Compare 
outcome  evaluation. 

Prospective  study:  A  study  that  collects  data  from  the 
time  the  research  is  initiated  Potentially  has  the 
advantage  of  the  researdier's  being  able  to  assign 
individuals  or  groups  to  experinmital  and  control 
conditions*  and  to  arrange  for  collection  of  a  broader 
range  of  data.  Compare  retrospective  study. 

Prostatitis:  Inflammaticm  of  the  prolate,  a  gland  in  the 
male  that  surrounds  the  neck  of  the  bladder  and  the 
urethra.  The  prostate  contributes  to  the  seminal  fluid  a 
secreticm  tfiat  accounts  for  the  lique£acti(Mi  of  coagu* 
laied  semen. 

Protective  services:  An  aspect  of  social  services  de- 
signed to  prevoit  neglect,  abuse,  and  exploitation  of 
childroi  by  reaching  out  with  social  services  to 
stabilize  family  life  (e.g.,  by  strmgthening  parental 
capacity  and  ability  to  i»x)vide  good  child  care).  The 
provision  of  protective  services  follows  a  complaint  or 
refenral,  frequently  from  a  source  outside  the  family, 
although  it  may  be  initiated  by  an  adolescent  himself/ 
her$elf. 

Psychiatric  hospital:  A  medical  facility  that  offers 
^ort-term  intensive  inpatient  treatment  and  prolcmged 
inpatimt  treatment  to  persons  suffering  from  a  variety 
of  mental  or  psychiatric  disorders,  including  alcohol 
and  other  dmg-related  disorders.  Such  facilities  can  be 
public  or  private.  Compare  residential  treatment 
centers. 

Psychiatric  hospitalization:  Hospitalizati(^  in  a  spe*- 
cialty  mental  health  facility  (e,g.,  psychiatric  hospital) 
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or  in  a  general  hospital  for  purposes  of  mentd  health 
evaluatton  or  treatment. 

I^ychiatrbt:  A  phyikian  who  specializes  in  the  diagno- 
sis«  tieatment,  and  prevention  of  mental  disonJers. 

Psychoactive:  Mind-ah«ring. 

Psychoactive  sul>$tance:  For  the  purpose  of  this  Report, 
tte  terra  psychoactive  substance*  unless  otherwise 
noted,  means  alcdiol,  tobacco  (nicotine),  or  an  illicit 
drug.  The  American  Psychiatric  Associatim  defines 
the  term  as  any  substance  that  falls  into  one  of  the 
fdk)wing  classes  associated  with  both  psychoactive 
substance  abuse  and  dependence  (alcohol;  sedatives, 
hypnotics,  or  amuolytics;  cann^is;  cocaine;  ampt^ta- 
mine  or  similarly  acting  sympathomimetics;  hallucin- 
ogens; inhalants;  opioids/opiaies;  and  fAoicyclidine 
(PCP)  or  similarly  acting  aiylcycloheylanunes)  or  is  a 
form  of  the  substance  nicotine,  which  is  associated 
with  dependmce  but  not  abuse. 

Psychoactive  substance  abuse:  For  the  jmiposc  of  this 
Repoit,  the  term  psychoactive  substance  alxjse,  unless 
otherwise  noted,  means  dmg  use  that  results  in  injury, 
incq>acity,  dysfunctionality,  destruction  or  damage  to 
self  and  others.  It  is  important  to  note,  however,  that 
what  constitutes  psychoactive  substance  abuse  among 
adolescents — i.e.,  any  use  at  all  **pn*lem**  use — is 
a  mattn*  of  controversy.  The  Office  for  Substance 
Abuse  Prevention  within  DHHS  is  of  the  view  that  any 
use  of  psychoactive  substances  by  adolescents  should 
be  considered  abuse.  In  ccmtrast,  the  American  Psychi- 
atric Association's  Diagnostic  and  Statistical  Manual 
cf  Mental  Disorders  (DSM-HI-R)  distinguishes  be- 
tween psycho«:tive  substance  use,  abuse,  and  depend- 
ence (without  drawing  distiiK^tions  by  age  group). 
According  to  DSM-III-R,  psycho^tive  substance 
abuse  is  a  mental  disorder  defin^  as  a  residual 
category  for  noting  mal^{^ive  j^ttems  of  use  of  a 
psychoactive  substance  use  that  have  never  met  the 
criteria  for  psychoactive  substance  dependence.  The 
maladaptive  panern  is  indicated  by  at  least  one  of  the 
following:  1)  continued  use  despite  knowledge  of 
having  a  persistent  or  recurrent  social,  occupational, 
psychological,  or  physical  problem  exacert>ated  by  use 
of  the  substance;  or  2)  recurrent  use  in  situati(»)s  in 
which  use  is  physically  hazardous.  The  diagnosis  is 
made  only  if  some  symptoms  of  the  disturbance  have 
persisted  for  at  least  1  mcmth  or  have  occurred 
repeatedly  over  a  Icmger  period  of  time. 

Psychoactive  substance  dependence:  As  nc^ed  above, 
the  American  Psychiatric  Association's  Diagnostic 
and  Statistical  Manual  cf  Mental  Disorders  (DSM-HI- 
R)  distinguishes  between  psychoactive  substance  use, 
^use,  and  dependence.  According  to  DSM-ID-R, 
psychoactive  substance  abuse  is  mental  disorder  char- 
acterized by  compuI$txp:^|)^h8^or  and  the  active 
pursuit  of  a  lifestyle  that  centers  around  searching  for, 
btaining,  and  using  a  psychoactive  substance.  The 


diagnosis  is  made  only  if  at  least  three  of  nine 
diagnostic  oitoria  (e.g.,  substance  often  taken  in 
greater  amoums  or  over  a  longer  poiod  ihm  the  person 
intended,  great  deal  of  turn  spent  in  mivities  to  get  the 
substance;  finequoit  intoxication  withdrawal  symp- 
toms when  expected  to  perfcmn  major  role  functions) 
aie  met  and  symptoms  of  the  disturbance  have 
persisted  tot  at  l^t  1  month  or  have  occumd 
repeatedly  over  a  longer-  period  of  time. 

Psychotherapeutic  dru^:  According  to  the  Monitoring 
the  FuturetHigh  School  Seniors  Survey^  th»e  arc  four 
major  classes  erf  these  drugs:  1)  amphetamines,  2) 
barbitiuates,  3)  minor  tranquilizm,  aiui  4)  opiates 
odier  than  hooin. 

Psychotherapy:  Broadly  defmed,  all  im>cedures  that  use 
psychological  metfiods  to  influoice  behavior  in  a 
t)K:re9>eutic  direction.  The  term  psychotherapy  is 
usually  used  to  refer  to  a  <kfin^  type  of  treatmoit  diat 
involves  interaction  a  parient/client  and  a  thmpist, 
either  in  a  dyad  or  group,  lypical  thenqieutic  man»- 
vers  in  psychotherapy  inclu<te  suggestion  (the  induc- 
tion of  a  mental  state  in  die  patient  that  is  somewhat 
contrary  to  reality  or  the  patioit^s  experience  or  logical 
expectations),  abreactim  (the  bringing  to  conscious- 
ness and  c^>en  exj»essicm  of  imponant  feelings  and 
ideas  held  in  repression),  mani{mlation  (attempts  to 
neutralize  or  to  inobilize  certain  preexisting  onotional 
systems  [e.g.,  dependency  needs]  in  the  patient), 
clarification  (anem{Hs  to  bring  into  focus  some  of 
those  things  that  a  patient  knows  orHy  vaguely,  either 
consciously  or  preconsciousfy\  arid  interpretation 
(addition  of  new  information  to  the  data  already 
available  to  the  patient,  genmlly  in  the  form  of  a 
hypothesis  that  explains  material  that  is  not  otherwise 
under^andaUe  to  the  patirat). 

I^chotropic:  Exerting  an  efifect  upon  the  mind;  capable 
of  modiJPying  mental  activity;  usually  applied  to  drugs 
that  affect  the  mental  state. 

Puberty:  The  period  of  becoming  first  capable  of 
reproducing  sexually,  marked  by  maturing  of  the 
genital  organs,  development  of  secondary  sex  charac- 
teristics (e.g.,  breasts,  pubic  hair),  and  in  humans  and 
higher  primates,  the  first  occurroKse  of  mmstruation  in 
the  female. 

Puerperium:  Tlie  period  after  childbinh. 

Pulpai:  In  the  context  of  dentistry,  of  or  relating  to  dental 
pulp,  the  soft  sensitive  tissue  that  fills  the  chamber  of 
a  tocHh. 

Quasi-experimental  design:  A  research  design  involv- 
ing an  experiment  that  has  a  treatment,  an  outcome 
measure  or  measures,  and  espcrim^al  imits,  tnst  does 
not  use  random  assigmnent  to  create  the  comparisons 
from  which  tieatmoit-^^used  change  is  inferred 
Instead,  the  comj^irisons  depend  on  nonequivalent 
groups  that  differ  from  each  crther  in  many  ways  other 
than  the  presence  of  a  treatment  whose  effects  are 
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being  tested.  The  task  omfronting  those  who  tiy  to 
interpret  the  results  from  quasi-experiments  is  basi- 
cally one  of  separating  the  effects  of  a  tremmcnt  from 
those  due  to  the  initial  noncompardnlity  betw^n  the 
avoage  units  in  each  treatment  gnmp. 

Race:  Races  can  be  di^guished  by  usually  inherited 
I^ysical  and  [Aysiological  characteristics  without 
r^ard  to  language  or  culture  (caucasoids*  negroids 
mongoloid).  Beginning  in  1976,  the  Federal  Govern- 
ment's data  systems  classified  individuals  into  the 
fdlowing  racial  gnHq>s:  white  (caucasoid),  Mack 
(negroid),  Asian  or  Pacific  Islander^  or  American 
Indian  and  Alaska  Native  (mongoloid).  See  ethnicity, 
Hispmic,  Indian.  Comjwe  ethnicity. 

Racial  and  ethnic  minorities:  In  this  Report,  individuals 
who  are  not  white,  non-Hispanic/'  Includes  black, 
Asian,  Hisimnic,  and  American  Indian  and  Alaska 
Native  individuals. 

Rampant  caries:  A  rapidly  progressing  form  of  denial 
caries  which  by  defmition  involves  extensive  break- 
down of  mamel  and  dentin^  pulpal  pathosis*  and  can 
occur  in  patients  with  or  without  a  significant  caries 
history. 

RecidivBm:  Tendency  to  relapse  into  a  previcnis  condi- 
tion or  mode  of  behavior,  especially  delinquent  or 
criminal  behavior. 

Recommended  dietary  allowances  (RDAs):  The  major 
dietary  standard  used  in  the  United  States,  Est^lished 
by  the  Food  and  Nutrition  Board  of  the  National 
Academy  of  Scioices.  RDAs  are  lecommmdations  for 
daily  dietary  intakes  of  specific  nutrioits,  based  on 
nutritional  studies  and  expert  judgment.  RDAs  differ 
by  gender  and  age  group.  For  protein^  vitamins,  and 
minerals,  RDAs  meet  the  needs  of  90  to  95  percent  of 
healthy  individuals.  For  energy  allowances,  the  daily 
allowance  meets  the  average  needs  of  persons  of 
average  height  and  weight  in  the  population. 

Remedial  education:  Instruction  for  a  student  lacking  the 
reading,  writing,  or  math  skills  necessary  to  perform 
work  at  the  level  required  by  the  attended  institution. 

Reproductive  health  care:  Can  include  a  wide  range  of 
services  lelated  to  the  male  or  female  reproductive 
systems,  including  gynecological  tieaiment  services 
(i.e.«  examination  and  treatment  cf  the  female  repro- 
ductive organs),  and  preventive  services  related  to  the 
use  of  contracepticMi  (e.g.,  cotmseling,  prescribing 
contraceptive  methods,  dispensing  contraceptives). 
See  also  prenatal  care. 

Residential  substance  abuse  treatment:  Treatment  for 
psychoactive  substance  abuse  in  a  residential  (over- 
night 24'hour)  setting.  Residential  programs  may  have 
locked  units,  employ  nursing  and  counseling  staff  very 
much  like  those  in  psychiatric  hospitals,  and  include 
structured  routines,  lliey  frequently  operate  on  the 
2S-day  model,  with  a  high  level  of  stmcture  in  the 
initial  stages  and  diminished  structure  as  the  client 
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earns  privileges  thiXHigh  {Ht^ram  participation  am! 
responsibility.  There  are  various  models  of  residential 
treatment*  including  the  halfway  house,  the  A«iq)eutic 
community,  wildonras  diaUmge  programs,  and '  'boot 
camp'*  or  *'slK>ck  incarccmim.*^ 
Residential  treatment  centers  (for  emotionally  dis- 
turbed children):  Residoitial  organizations^  not  li- 
censed as  psychiatric  hospittds,  whose  primaiy  fmr- 
pose  is  die  piovistoii  of  individu^y  planned  programs 
of  mental  health  treatment  services  in  oHi^mction  widi 
residential  care  for  childr»i  and  ycmdi  {wimarily  tmcfer 
the  age  of  18.  Programs  must  be  directed  by  a 
psychiatrist,  social  worker,  or  psychiatric  nurse  who 
has  a  master's  aiKl/os*  a  ibctwate  degree.  At  least  half 
of  the  admissions  must  be  mental  illnesses  that  can 
be  classified  by  DSM-H/ICDA^  or  DSM-m/ICD^- 
CM  codes  other  than  mental  retardation  or  substai^ 
abuse  codes. 

Restitution  programs  (for  adolescent  Juvenile  offend- 
ers):  Pn^ams  for  juvmile  offenders  that  require 
offemters  to  pay  money  to  their  victims  to  compensate 
the  victims  for  their  lof s  or  require  offenders  to 
perform  an  equivalent  amount  of  public  service. 
Sometin^s,  restitutio  programs  also  involve  direct 
n^diaticm  between  offoiders  and  their  victims. 

Restricted-activity  day:  As  defined  by  the  National 
Health  Interview  Survey  conducted  by  DHHS«  any  day 
on  which  a  person  cuts  down  his  or  her  usual  activities 
for  more  than  csie-half  day  because  of  an  illness  or  an 
injury.  Restricted-activity  days  are  unduplicated 
counts  of  bed-disability  days,  work-toss  days,  and 
schooNass  days,  and  other  days  on  which  a  person 
cuts  down  on  his  or  her  usual  activity. 

Retrospective  study:  A  study  that  uses  data  collected 
before  the  research  plan  has  be^  devised  For 
example,  a  study  begun  in  1991  of  hospital  dischaxge 
abstracts  prior  to  1991.  Has  the  advantage  of  the 
available  data  not  having  been  influenced  beforehand 
by  theories  and  hypotheses  of  the  researchers^  but  does 
not  allow  for  random  assignmoit  of  r^earcl  subjects 
and  other  t>eneficial  aspects  of  experimental  design. 
Compare  prospective  study. 

Risk  factors:  Factors  that  put  a  person  at  risk  for  health 
or  other  problems. 

Risk-taking  l^havior:  An  activity  that  may  involve  a 
risk  to  one*s  health.  For  adolescents  especially,  risk- 
taking  generally  carries  a  negative  connot^im,  but 
some  risk-taking  is  essential  to  the  further  develop- 
ment of  competence,  and  thus  some  risk-taking  can 
have  positive  health  and  other  benefits. 

Robbery:  See  serious  violent  cffenses. 

Runaway:  A  young  person  who  is  away  from  home  at 
least  ovemight  without  the  peimissicm  of  a  parent  or 
caretaker.  Compare  homctessness,  thrownaway^  and 
street  kid. 
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Rural:  As  strictly  <tefiiwd  by  the  U.S.  Department  of 
Coflimerce,  Bureau  of  the  Census,  mral  refers  \o places 
of  2^500  or  fewer  reskients. 

Safer  sex  practices:  Sexual  practices  designed  to  avoid 
actual  and  potential  transmission  of  HIV  infection  ami 
other  sexually  fransmiited  diseases  (e.g.,  avoiding 
exdiange  of  body  fltitds,  use  of  cmtdoms). 

Salpingitb:  Inflanmtation  of  the  ut^ine  tube. 

Schizophrenia:  A  severe  anddisrijling  mental  disorder— 
nwst  likely  a  group  of  disorders  (**schiz£^hreiiic 
discmlers**)— characterized  in  DSM-IH-R  as  invHving 
dehistons»  hallucinations^  or  certain  disturbances  in  the 
form  of  thought;  deterioration  from  a  previws  level  of 
fiincticming  in  such  an^as  as  ^oilc.  social  relations^  and 
sclf<arc;  duration  of  at  least  6  maitfis;  and  occurring 
before  age  45,  usually  in  late  adolescoice  or  early 
adulthood 

Schlzophr^nogenic:  Causing  schizojrtuenia. 

School  climate:  The  social  system  and  culture  of  a 
school  including  the  organizational  structure  and  the 
expectati<Mi5  within  it. 

SchuoMinked  health  center  (SLHC):  Any  school  health 
center  that  provides  a  wide  range  of  medical  and 
counseling  services  for  students  (and  sometimes  for 
the  fanuly  members  of  students  and/or  school  drop- 
outs) and  is  located  either  on  or  iwrar  school  grounds 
and  is  associated  with  the  school  Some  SLHCs  also 
provide  a  wider  rang^  of  services  (e.g »  child  care, 
employmem  traming«  tutoring,  social  services,  recrea- 
tional  opportunities). 

SchooMos5ft  day:  As  define  by  the  National  Health 
interview  Survey  conducted  by  DHHS.  any  day  m 
which  a  child  did  not  attend  school  for  at  least  of  his 
or  her  nonnal  school  day  because  of  a  specific  illness 
or  injury.  SchooMoss  days  are  determined  only  for 
childroi  5  to  17  years  of  age,  bcgirming  in  1982,  See 
also  restriaed  acmity  day. 

Scoliosis:  A  curvature  of  the  spine  in  which  there  is  an 
observable  and  measurable  lateral  deviation  of  part  of 
tlK  spine  from  the  nommlly  straight  vertical  line. 

Secondary  prevention:  See  prevention. 

Secondary  school:  A  school  comprising  any  span  of 
grades  beginning  with  the  next  grade  following  an 
elementary  or  middle-school  (usually  7,8,  or  9)  and 
ending  with  or  below  grade  12.  Both  junior  and  senior 
high  schools  are  included. 

Sedatives:  Psychoactive  substances  that  allay  activity 
and  excitement.  In  the  WIDA  Household  Sur\ey  on 
Drug  Abuse,  the  term  sedatives  refers  to  ''barbiturates 
and  other  sedatives/*  also  called  **downers/*  that 
people  take  ''to  help  them  go  to  sleep  or  to  help  them 
calm  down  during  the  day  or  for  some  other  reason.*' 

Selected  interventions:  Interventions  that  focus  specifi- 
cally  on  high-risk  groups. 

Self-help  groups  for  substance  abusers:  Support  groups 
Q  organized  by  and  for  substance  abusers  to  help  tlieir 
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numbers  achieve  and  maintain  ab^inence  from  and/or 
cope  with  the  effects  erf  alcohol  or  illicit  dmgs. 
Examples  are  Alo^Ucs  Ammymous  and  Narcmics 
Ancmymmis. 

Self-report  data:  An  indicaiioa  of  a  survey  respondent's 
aititiKlcs,  knowledge,  or  behavior  that  is  repoitcd  by 
the  respcmdent  him^lf  or  herself. 

Serious  i^jurl^:  Injures  receiving  a  score  of  3  or  greater 
on  the  Masumum  Abtrcviated  Injury  Scale,  a  com- 
mcmly  used  traunm  sevaity  scale. 

Serious  offenses:  See  Part  I  offenses. 

Serious  property  offenses:  For  purposes  of  this  Report* 
these  are  Fedml  Bureau  of  Investiption  Part  I 
prc^rty  offenses — ie,»  hu^aiy^  larceny-theft,  motor 
vehicle  theft,  and  arson.  Burglary  is  the  unlawful  entry 
of  a  house  or  structure  with  die  intention  to  commit  a 
felony  or  a  theft;  it  includes  anempted  fwcibic  entiy 
(e.g.,  by  breaking  a  window).  Larceny  theft  (exclud- 
ing mc^or  vehicle  theft)  is  the  unlawful  taking, 
canying,  leading,  or  riding  away  of  property  ftxnn  the 
possession  or  constructive  possessicm  of  another  or  the 
stealing  of  any  property  oi  article  whidi  is  WA  taken  by 
force  and  viol^cte  or  by  fraud  (e.g.,  thefts  of  bicyctes, 
shoplifting,  pocket-picking);  it  includes  attempted 
larcenies.  Motor  vehicle  thefit  is  the  theft  or  attempted 
theft  of  a  motor  vehicle  tfiat  is  self-propelled  and  runs 
on  the  ground  (excluding  airplanes,  rail  vehicles,  farm 
equipment).  Arson  is  any  wd^  or  malicious  burning 
or  anempt  to  bum  with  or  without  intent  to  <fefraud,  a 
dwelling  house,  public  building,  motor  vehicle,  air- 
craft, perscmal  property  of  another,  etc. 

Serious  violent  offenses:  Fot  purposes  of  this  Report, 
these  are  Federal  Bureau  of  Investigatim  Part  I  violent 
offenses  against  a  perscMi — i.e.,  murder  and  nonnegli- 
gent  manslaughter,  forcible  rape,  rotary,  and  aggra- 
vated assault.  Murder  or  nonnegligent  manslaugh- 
ter is  the  wilUul  (nonnegligent)  killing  of  one  human 
being  by  another.  Forcible  rape  is  gaining  cam;it 
knowledge  of  (having  sexual  intercourse  with)  a 
female  forcibly  and  against  her  will;  it  inclucfcs  rape  by 
force  and  attempts  or  assaults  to  rape.  Robt>ery  h 
taking  or  attemf^ing  to  take  anything  of  value  from  the 
care,  custody,  or  control  of  a  persm  or  perscms  by  force 
or  threat  of  force  or  violence  and/or  by  putting  the 
victim  in  fear.  Aggravated  assault  is  the  unlawftil 
intentional  inflicting  of  ^rious  bodily  injury  or  death 
by  means  of  a  deadly  or  dangerous  weapon  with  or 
without  actual  infliction  of  injury. 

Seropositive:  Showing  a  high  level  of  antibody. 

Seroprevalence:  Prevalence  based  on  blood  tests. 

Settlement  houses:  Instimtsons  of  the  19th  century  ih&t 
provided  various  community  services,  especially  to 
large  city  populations. 

Sex  education:  Instruction  about  human  sexual  develop- 
ment, the  process  of  reproduction,  and  related  topics. 
Currently,  the  content  and  process  of  many  sex 
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educatkx)  fnograms  have  been  bioaden^  and  such 
programs  are  often  known  as  family  l^e  education. 
Sexual  abuse:  As  defined  by  DHHS 's  Ntfi(xial  Crater  on 
Child  Abuse  and  NegleO,  sexual  atnise  can  take  three 
forms:  ^tual  penile  penetraticm;  molei^on  with 
genital  (^tact;  and  other  unspecified  acts  not  known 
to  have  involved  actual  goiital  cmtact  (e.g.,  fondling 
of  iHtasis  or  bmtocks,  expo»ire),  or  inadequate  or 
inappropriate  supeivisi<m  of  a  child's  voluntary  sexual 
activities. 

Sexual  activity  rate;  As  typically  used  in  the  literature, 
the  number  of  individimis  who  have  cvo*  had  sexual 
intercourse,  per  some  population  base. 

Sexually  active:  As  typically  used  in  the  liter^ure, 
sexually  active  denotes  ever  having  h^  sexual  inter- 
course (as  opposed  to  cum^itly  being  dually  ^ve). 

Sexually  transmitted  disease  (STD):  Any  infectious 
disease  transmitted  through  sexual  mtercourse  or 
genital  contact  Examples  are  chlamydial  infection, 
gonorrhea,  herpes  genitalis,  pelvic  if^ammatory  dis- 
ease  (PID),  syphilis,  and  AIDS.  FiHroeriy  (and  some- 
times, in  law)  called  vraereal  disease. 

Short-stay  hospitals:  As  defined  by  DHHS's  National 
Center  for  Health  Statistics  for  the  National  Hospital 
Discharge  Survey,  hospitals  in  which  the  average 
length  of  stay  is  less  than  30  days. 

Short-term  juvenile  facilities:  See  juvenile  justice  facili- 
ties. 

SickJe<ell  disease:  A  lifelong  disorder  due  to  an 
inherited  abnormality  of  the  hemoglobin  molecule, 
characterized  by  chronic  anemia,  a  sickle-shaped 
deformity  of  red  blood  cells,  and  intejmittent  occlu- 
sicMis  of  the  blood  vessels. 

Simplified  Oral  Hygiene  Index  (OHI-S):  A  measure  of 
oral  cleanliness  and  plaque  control,  with  a  low  score 
denoting  good  oral  hygiene. 

Social  competence:  Competence  in  aspects  of  interper- 
sonal interaction,  including:  managing  social  transac- 
tions such  as  eruy  into  social  situations;  ability  to 
maintain  satisfying  personal  and  work  relationships; 
ability  to  resolve  interpersonal  pnAlems  so  that  there 
is  both  mutual  satisfaction  in  the  enccmntcr  and 
preservation  of  valued  goals;  ability  to  improvise 
eff^wrtive  plans  of  action  in  conflicted  or  disruj^ed 
situations;  and  ability  to  reduce  stress  and  contain 
anxiety  within  manageable  limits.  The  moating 
f^ors  affecting  social  competence  that  have  been 
found  to  be  susceptible  to  life  skills  training  include  the 
individual  adolescent  *s:  1)  motivation  <le.,  to  acquire 
knowledge  and  skills  to  enhance  social  competence); 
2)  knowledge  base  (i.e^,  abwt  developmentally  rele- 
vant health  and  social  concerns);  and  3)  social  skills 
(e.g.,  communication,  empathy,  ability  to  regulate 
one's  own  behavior). 

Social  environment:  The  aggregate  of  social  and  cultural 
conditions  that  influence  the  life  of  an  individual  or 


community.  Aspects  of  the  social  enviroonmit  panicu- 
larly  inqxntaiU  to  fidolescrats  tnchKle  die  add^crats* 
families,  (Kho*  achilts  with  whmn  adolescents  come  m 
comaot^  schools,  woricpl»:es,  recit^cmal  f^ilitiest 
and  die  media. 
Social  marketing:  The  d^gn,  implementation,  and 
cc»itiol  of  japgrams  cakrulated  to  influrace  die  accqjt- 
ability  of  social  ideas  and  invcdvii^  considerations  of 
prodtKt  planning,  pdmary,  ccmimimicaticms,  distrSHi- 
ti(m,  and  marketing  reseanA.  It  is  di£Eemit  fnrai  hea^ 
^ucatim  in  that  it  pnmiotes  ^)ecsfic  products  (e.g., 
condoms)  ratfier  than  abstract  ideas  (e.g.,  disease 
prevmicm). 

Social  services:  Services  provided  in  order  to  support  the 
functioning  of  individuals  of  family  units,  including 
those  slices  termed:  1)  "suppwtive**  ok  ^^protective 
services"";  2)  suj^lemwitaiy  (i.e.,  financial  assi^ance, 
home  aid  service  (e.g.,  homemaker,  caretaker,  aitd 
parent  aide  ^rvices),  respite  care);  and  3)  ''substitute** 
services  (e.g.,  shelter  services, /oj/er  core,  actoptira). 

Social  Services  Block  Grant  Program:  A  Federal 
program,  established  1^  1981  amendmeftts  to  Title  XX 
cfthe  Social  Security  Act,  of  block  grants  to  States  for 
the  provision  of  social  services  for  the  purpme  of 
arsisting  individuals  to:  I)  achieve  or  maintain  eco- 
nomic self-suppcNt;  2)  achieve  or  maintain  self- 
sufficiency;  3)  prevent  or  remedy  neglect,  abuse,  or 
exploitati<»:  of  children  and  adults  unable  to  jnotect 
their  own  int^^ts;  4)  prevent  or  reduce  ina{^)ropriate 
institutional  care;  S)  secure  refmal  or  ad*nis$ion  for 
institutional  care  when  other  forms  of  care  art  not 
appropriate,  or  provide  services  to  individuals  in 
institutions.  Services  th^  can  he  supported  by  social 
services  block  grants  itK:lude  protective  serAces\ 
employment,  education,  and  training  services  for 
disabled  people;  foster  care  and  adoption  services;  aiKl 
health-related  services  (eg-,  preventiim,  intervention, 
r^idential  care).  The  program  is  administered  at  the 
Federal  level  the  Office  of  Human  Development 
Services  in  DHHS. 

Social  support:  Can  involve  the  provisicvi  of  any  or  all 
of:  I)  supportive  aid,  including  practical  services  and 
material  braefits;  2)  perscmal  affirmation,  including 
feedback  that  raises  self-esteem  and  stroigthens  per- 
s<Hial  identity;  and  3)  supportive  afifect,  particularly 
alBfection,  caring,  and  nuiturance.  Ci^mpare  parental 
support  programs. 

.Socioeconomic  status:  Generally  used  in  this  Repon  as 
a  syncmym  for  income  levels,  typically  those  of  an 
adotescent*s  family  of  origin.  In  some  cases,  however, 
socioeconomic  status  refers  more  broadly  to  a  a>mbi- 
naticHi  of  factors  such  as  father's  educatiooi,  mother's 
educaticHi,  family  income,  father^s  occupation,  and 
household  items.  See  poor,  near-poor. 

Special  Supplemental  Food  Program  for  Women, 
Infants,  and  Children  (WIC):  A  pK)gram,  adminis- 
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tered  at  the  Federal  level  by  the  Food  and  Nulriticm 
Service  of  the  U.S.  Department  of  Agriculture,  the 
purpose  of  which  is  to  imjHove  the  health  of  low- 
iiKOiiK  piegnam,  breastfeeding  and  postpa^^ 
infants  and  children  up  to  their  fifth  birthday  by 
providing  food  packages  desisted  to  supplement  each 
paiticipant*s  diet  with  foods  that  nutritional  research 
indicates  are  typically  lacking  in  the  WIC  target 
pc^ati<^  and  by  {Hovtding  etigibles  nutriticMi  ^ca- 
tion and  s»:cess  to  health  services.  Only  3  percent  of 
those  imrticipating  in  the  WIC  program  are  fm;gnant, 
breastfeeding,  or  postpaxtum  females  tmder  age  18. 

Speciatty  mental  health  organizations:  According  to 
the  Naticwial  Institute  of  Mental  Hcaldi  (NIMH)  in 
DHHS«  any  organizations  designed  primarily  to  pro- 
vide mental  health  services.  NIMH  does  not  have  a 
specific  detinition  of  a  mental  health  organization. 
As  pait  of  its  survey  of  mental  health  oiganizati<Mis,  it 
collects  data  on  patient  care  episoctes  firom  eight  types 
of  mental  health  organizaticms:  State  and  county 
menial  hospitals^  private  psycAiafric  hospitals.  Depart- 
ment of  Veterans  Affairs  (formerly  V^erans  Admints- 
tratim)  psychiatric  organizations*  general  hospitals 
with  separate  psychiatric  services^  residential  treat- 
ment  centers  for  emc^ionaUy  distuibed  children,/rf^- 
standing  psychiatric  partial  care  organizations^  and 
multiservice  mental  health  organizations.  The  survey 
excludes  data  on  patient  care  episodes  outside  of 
mental  health  organizations  (e.g,,  in  private  offices  of 
mental  health  providers). 

Spermkides:  Ccmtraceptive  agents  that  work  by  killing 
sperm.  Spermicides  come  in  various  forms  (e.g.  Jellies 
or  creams  to  be  used  in  diaphragms,  contraceptive 
vaginal  sponges,  spermicidal  condoms).  Spermicides 
decrease  the  transmission  of  some  sexually  transmitted 
diseases  (STDsK  including  gonorrhea. 

Standardized  test:  A  test  composed  of  a  systematic 
sampling  of  behavior,  administered  and  scored  accord- 
ing to  speciflc  instructions*  capable  of  being  inter- 
preted in  terms  of  ad^uate  norms*  and  for  which  there 
are  data  on  reliability  and  validity. 

Standard  Metropu^itan  Statistical  Area  (SMSA):  See 
Metropolitan  Statistical  Area  (SMAK 

State  and  county  mental  hospital:  A  psychiatric  hospi- 
tal operated  under  the  auspices  of  a  State  or  a  county 
government  or  operated  jointly  by  both  a  State  and 
county  government. 

Statistically  significant:  A  judgment,  based  on  com- 
monly agreed  to  statistical  principles,  that  there  is 
relatively  linle  likelihood  (typically  from  below  1  to 
below  5  percent)  that  an  observed  relationship  between 
or  among  variables  has  occurred  by  chance. 

Status  offenses:  Offenses  that  are  considered  offenses 
only  because  they  are  commined  by  a  minor  {a  person 
below  age  18  or  19,  depending  on  the  State),  Such 

O  offenses  (e.g.,  purchase  of  intoxicating  liquor,  truancy. 


curfew  violations)  would  not  be  ctxisidered  offenses  if 
committed  by  an  adblt  Under  the  Fed^  Bureau  of 
Investig^on*s  repcming  system,  status  offenses  are 
consideml  Part  II  offenses. 

Stimulants:  F»ycho»;rtive  substances  that  stimulate  the 
central  nervous  sy^em,  including  amphetanunes^  caf- 
feine, and  heroin.  In  the  NIDA  Household  Suney  on 
Drug  Abuse,  the  term  stimulants  refers  to  *'am|rfteta- 
mines  or  (»her  stimulants,'*  also  called  **uppers/*  that 
people  take  '^to  help  them  lose  weight  or  for  some 
other  reasra.*'  In  the  Monitoring  the  Future/High 
School  Seniors  Survey,  the  term  similarly  means 
amfrfietamines. 

Street  kid:  A  long-term  runaway,  throwrunvay^  or 
otherwise  homeless  child  or  ^Jolescent  who  has 
become  adept  at  fending  for  him  or  herself  '*on  the 
street,**  usually  by  illegal  ^vities. 

Subclinicaf:  Not  d^ectable  producing  effects  Oiat  are 
not  dtiectable  by  the  usual  clinical  tests. 

Subfamily:  By  U.S.  Dqaitmcnt  of  Commerce,  Bureau  of 
the  Omsus,  definiticm,  a  subfamify  is  a  married  couple 
with  or  without  children,  or  one  parent  with  one  or 
nK)re  own  never-married  children  under  18  years  old, 
living  in  a  household  and  eitlwr  related  or  umelated  to 
the  person  or  couple  who  maintains  the  household. 
One  example  of  a  related  subfamily  is  a  young 
married  couple  Staring  the  hcmte  of  the  husband*  s  or 
wife*s  parents.  An  unrelated  subfamily  can  include 
persons  such  as  guests,  partners,  roommates,  or 
resident  employees  and  their  spouses  and/or  children. 
Compare  unrelated  persons. 

Subjective  distress:  Feelings  of  sadness,  hopelessness, 
disccHu^ement,  boredom,  stress,  dissatisfaction,  or 
being  worn  out  or  exhausted,  that  are  self-reported  by 
individuals  Init  are  nec^sahly  symptoms  of 
diagnosable  mental  disorders- 

Substance:  See  psychcHictixe  substances. 

Substance  abu^:  See  psychoactive  substance  abuse. 

Substance  dependence:  See  psychoactive  substance 
dependence. 

Suicide  and  suicidal  id<^ation:  Suicide  is  the  taking  of 
one*s  own  life.  Suicidal  ideaticsi  involves  preoccupa- 
tion  with  thoughts  about  committing  suicide  and  may 
be  a  prtxnursor  to  the  act  itself.  Suicide  and  suicidal 
ideation  are  not  diagnostic  categories  included  in 
DSM'lU'R  but  are  behavioral  symptoms  of  underlying 
problems,  many,  but  not  all,  of  which  may  relate  to  the 
mental  health  status  of  an  individual. 

Supply  reduction  substance  use  prevention  strategies: 
Strategies  related  to  the  prevention  of  drug  use  and 
abuse  that  do  not  involve  the  delivery  of  personal 
health  care  services  or  auempt  to  change  betuivior  by 
changing  anitudes.  Include  restrictions  otx  the  manu- 
facture, purchase,  sale,  possession,  and  use  of  alcohol 
and  other  drugs.  Also  sometimes  considered  *'*heatth 
protection  strategies'^  to  distinguish  them  from  dis- 
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ease  prevention  and  health  promotion  strategies.  Com- 
pare demand  reduction  substance  use  prevermtm 
strategies. 

Survival  sex:  Engaging  in  sexual  intercourse  in  exchange 
for  food,  shelter,  money,  m  drugs. 

Syndrome:  The  aggregate  of  symptoms  considered  to 
constitute  the  characteristics  of  a  nK>rtnd  entity:  used 
e^)ecially  sA^n  the  cause  of  the  coaidition  is  unknown. 

Syphilis:  A  sexually  transmitted  disease  (STD)  caused  by 
tlw  bacterial  agent  Treponema  pallidum,  resulting  in 
symptoms  including  chancre  (primary  syfMis);  skin 
rash,  malaise,  anorexia,  nausea  (secondary  syjMis); 
and  eventually,  central  nervous  sy^em  abnomialities 
and  other  serious  pn^lems  (tertiaxy  syphilis), 

Ibchnology:  The  application  of  oigaitized  knowledge  to 
practial  ends.  In  1978,  OTA  defined  medkml  ^hnoi- 
Dgy  as  the  drugs,  devices,  and  medical  and  surgical 
procedures  used  in  medical  care  and  the  organizatimal 
and  supportive  systems  within  which  such  care  is 
provided 

THC  (tetrahydrocannobinol):  The  psychoactive  ingrc- 
dient  in  marijuana,  hashish,  and  other  preparations  of 
hemp  (Cannabis  sativah 

Therapeutic  alliance:  An  q^proach  to  psychotherapy 
which  refers  to  the  patient  and  therapist's  collaborative 
effort  in  observing  the  patient's  psychological  proc- 
esses. A  replacement  for  outmoded  notions  of  effective 
pnxedures  in  psychc^erapy  with  children  and  adoles- 
cents. 

Therapeutic  foster  care:  In  the  sp^:tmm  of  mental 
health  services,  the  least  restrictive  type  of  residoitial 
(overnight)  care.  Therapeutic  foster  care  essentially 
involves  the  following  features:  placemmt  of  a  child 
with  foster  parents  who  have  specifically  been  re- 
cmited  to  work  with  an  emotionally  disturt)ed  child; 
provisim  of  special  training  to  die  foster  parmts  to 
assist  them  in  working  with  the  child;  placement  of 
only  one  child  in  each  sp^ial  foster  home  (with 
occasional  exceptions);  a  low  stafT-to-clie»t  ratio, 
thereby  allowing  clinical  staff  to  work  very  closely 
with  each  child,  with  the  foster  panmts,  and  with  the 
biological  par»its  if  they  are  available;  creation  of  a 
suj^rt  system  amcmg  the  fosta  parents;  and  payment 
of  a  special  stipend  to  the  foster  parents  for  woridng 
with  the  emotionally  dismrbed  child,  md  fw  partici- 
pating in  the  tr-lning  and  other  program  activities. 
According  tc  o^^  group  of  observers,  therapeutic 
foster  care  is  simply  conducting /bsr^r  care  at  its  best. 

Third-party  payment  (for  health  care):  Payment  by  a 
private  health  insurer  or  govemmeitt  program  to  a 
health  care  iMt>vider  for  care  given  to  a  patient* 

Thrownaway:  A  child  or  adolescoit  who  has  b^  told 
to  leave  the  household,  has  bmi  abandoned  or 
deserted,  or  who  has  run  away  and  no  effort  has  be»i 
made  to  recover  him  or  her 


Title  V  of  the  Social  Security  Act:  See  Maternal  and 

Child  Health  Block  Grant  Program. 
Title  XIX  of  the  Social  Security  Act:  See  Medicaid. 
Title  XX  of  the  Social  Security  Act:  See  Social  Services 

Block  Grant  Program. 
Title  X  family  planning  dinks:  Family  planning  cUiiics 

that  receive  funds  under  Title  X  of  the  Pubitc  Heal& 

Service  Act. 

Title  X  program  (Family  banning  Services  and 
Research  Program)  under  the  Public  Health  Serv- 
ice Act:  A  Fbd^  program  diat  {novides  Fed^ 
grants  to  help  suj^mt  about  4,000  family  planning 
clinics  operated  by  pid>lic  or  private  nonprofit  esitittes 
across  the  country,  as  well  as  funds  fot  training  and 
r^earch  to  improve  die  ddiveiy  of  family  planning 
services.  The  Title  X  program  is  admirtistered  at  the 
Federal  level  by  die  0£fice  of  Poj^ilation  AfEairs 
widun  DHHS.  In  1990,  Con^ss  appropriated  $130 
miUicm  for  the  TiUe  X  program.  Family  planning 
clinics  diat  receive  Title  X  funds  offer  ccxitiac^irtives 
and  other  family  planning  services  (not  including 
abortion).  The  services  offered  by  family  plarming 
clinics  are  provided  £ree  or  at  rates  detomined  on  a 
sliding-fee  sca^e  and  are  c<Mifidential.  AtxHst  one-thint 
of  the  pati^ts  of  such  clinics  are  adolescents  ages  IS 
to  19.  See  also  family  planning  services  authorized  by 
Title  X  of  the  Public  Health  Service  Aa. 

Title  XX  program  (Adolescent  Family  Life  Program) 
under  the  Public  Health  Service  Act:  A  Federal 
pmgram  that  awards  Federal  grants  for  demcmstration 
projects  that  seek  to  prevent  adolescent  pregnancy  by 
encouraging  adolescents*  within  the  cmtext  of  the 
family,  to  abstain  from  premarital  sexual  activity  and 
for  demon^ration  proj^ts  that  provide  health  and 
social  slices  for  pregnant  or  parenting  adolescmts. 
The  TiUe  XX  prc^ram  is  admiiustered  by  the  Office  of 
Population  Affairs  within  DHHS.  In  fiscal  year  1990. 
Cc^gress  aM>ropriatcd  $9.5  million  for  the  Title  XX 
program. 

Ibbacco:  In  this  Report,  cigarenes  or  other  products 
ptepared  for  smoking  chewing  bom  the  plant 
Nicotiana  tabacum.  Such  products  contain  nicotine^  a 
psychoactive  substance  associated  with  dependence. 

Tracking:  The  assigning  of  students  to  a  particular 
curricular  track,  usually  on  the  basis  of  estimated 
ability. 

Tranquilizers:  Psychoactive  substances  that  are  pre- 
scribed as  antiaruucty  or  antipsychotic  agoits.  Unlike 
sedatives,  they  produce  their  calming  action  widiout 
primary  interference  widi  omsciousness  and  thinking. 

Transitional  living  programs:  Suuctured  programs  that 
provide  sheher  to  runaway  and  homeless  yomh  while 
helping  diem  develop  the  skills  they  need  to  live  on 
their  own.  The  prc^rams  are  authorized  by  the 
Runaway  and  Homeless  Youth  Act.  Compare  inde- 
pendent living  programs. 
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Trauma:  An  injuiy  to  the  body,  especially  cmc  resulting 
from  an  extmal  force;  or  a  psychological  shock, 
especially  <me  having  a  lasting  effect  cm  the  personal- 
ity- 
Treatment  services:  Services  intencted  to  cure  or  amelio- 
rate the  effects  of  a  disease  or  other  health  problem 
once  the  problem  has  occurred.  Compare  preventive 
health  services. 
Tridiomoniasis:  Infecticm  with  the  protozoa  Tricho- 
monas. Voiginal  triclramoniasis  is  a  sexually  trans- 
mitted  disease  (STD)  caused  by  infection  with  Tricho- 
monas vaginas,  found  in  the  vagina  and  male  goiital 
tract.  V^inal  tridwrnwiiasis  is  sometimes  sympto- 
matic but  may  be  manifested  by  severe  vaginitis 
associated  with  discharge  in  female  or  with  urethrhis 
or  epididymitis  in  n^s. 
Unemployment  rate:  The  numerator  for  calculating  the 
unemployment  rate  is  the  nun*cr  of  civilians  wIm)  had 
no  employmrat  bit  were  available  for  woric  and:  1)  had 
engaged  in  any  specific  j<*seeking  activity  within  the 
past  4  weeks,  2)  were  waiting  to  be  called  back  to  a  job 
from  which  they  had  been  laid  off,  or  3)  were  waiting 
to  report  to  a  new  wage  or  salaiy  jc*  within  30  days. 
The  denominator  for  calculating  the  unemplc^roent 
rate  is  the  labor  force.  In  the  second  quarter  of  1991, 
66.2  percent  (125^11,000  individuals)  of  the  civiUan 
noninstitutional  p<^mlation  were  estima^  to  be  in  the 
labor  force;  8,553,000  individuals  were  estimated  to  be 
unemployed,  and  the  unemployment  rate  (seasonally 
adjixsted)  was  estimated  to  be  6.8  percent. 
Unintended  births:  A  combinaticm  of  births  arising  from 

mistimed  and  unwanted  pregnancies. 
Unintentional  Injuries:  See  accidental  injuries. 
Universal  interventions:  Intervoitions  for  all  members 

of  a  particular  population. 
Unprotected  sexual  Intercourse:  Sexual  intercourse 
W:thout  precautions  taken  to  prev^t  pregnancy  or  the 
transmission  of  AIDS  or  other  sexually  transmitted 
diseases- 

Unrelated  persons:  As  defined  by  the  U.S.  Department 
of  Commerce,  Bureau  of  the  Census,  unrelated 
individuals  arc  persons  of  any  age  who  are  not 
members  of  families  or  subfamilies.  Unrelated  persons 
can  also  be  members  of  unreteted  subfamilies. 


Urethritis:  Inflammation  of  the  urethra  (the  manbranous 
canal  conveying  urine  from  the  bladder  to  the  exterior 
of  the  body). 

Vkginitis:  biflanmiation  of  the  vagina. 

\briabie:  In  an  experiment,  a  factoi'  that  is  change^le 
and  subject  to  variaticHt  The  independent  variable 
establishes  the  value  of  it^  dependent  variabhKs) 
when  a  d^ed  relaticnship  exists  brtwMn  thwn. 

Veterans  Administration  psychiatric  organization:  An 
organization  that  is  operated  and  controlled  by  the 
Veterans  Administration  and  provides  moital  l^th 
slices. 

Victimization  rate  for  an  ofTense:  The  number  of 
offenses  experienced  by  a  given  population  p»  same 
po|Hilalicm  base  during  a  givwi  time  period.  The 
victimization  rate  is  analogous  to  the  incidence  rate  for 
an  offense. 

Vital  statistics  system:  See  national  vital  statistics 
system. 

Waived  case:  A  case  that  is  transferred  from  die  juvenile 
court  to  the  criminal  court. 

Worfc-loss  day:  As  defined  by  the  National  Health 
Imerview  Survey  conducted  by  EWHS,  any  day  on 
which  an  individual  did  n(H  work  at  his  her  job  or 
business  for  at  l^st  part  of  his  or  hw  normal  woricday 
because  of  a  specific  illness  or  injury.  The  number  of 
wOTk-loss  days  is  dctemuncd  imly  for  currently 
employed  perscms.  See  also  restricted-activity  day. 

Younger  adolescents:  As  defmed  in  tnost  DHHS  data 
analyses,  adolescents  ages  10  to  14.  Compare  older 
adolescetus. 

Youth  Risk  Behavior  Surveillance  System  (YRBSS): 
This  system,  recently  devek^^ed  by  the  Coiters  for 
Disease  Control  in  DHHS,  will  monitor  the  prcvatence 
of  priwity  risk  behaviors  among  samples  of  schorf- 
aged  adolesces  by  coUerting  data  from  a  periodic 
scbool*based  survey  combined  with  special  supple- 
mental data  oa  yoaih  ridt  behavior  from  the  National 
Health  Interview  Survey  conducted  by  DHHS.  The 
system  will  be  implemented  in  1991, 1995,  and  2000. 

Zidovudine  (Retrovir*):  A  dnig  usod  to  reduce  symp- 
toms prolonging  the  lives  of  perscms  infected  with 
human  immunodeficiency  virus  (HIV).  This  drag  was 
formeriy  called  azidothymidine  (AZT). 
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Abortion 

E:  38. 305-306. 325-326.  329-331. 
336-337,  338.  345-346. 347. 
351,355, 368,397-398.411. 
418 
m;  263. 285 
alternatives  to 
n:  399 
HI:  177. 243 
consent  and  confickntiality 
1:57, 60, 61.62, 112 
n:398 

HI:  128-129, 132. 135, 137, 140. 
141, 142. 143, 144-145. 150- 
151 

cost  factois 

H:  377, 398 
funding 

m:  92-93. 174.  243 
insurance 

m:  92-93.  174 
Medicaid 

n:414 

m.  174 
minorities 

U:  353-354 

ni:  185 
statistical  programs 

1:95 

D:  325-326.  329-331 
Absenteetsm  from  school 

H:  67, 119, 131-132. 157. 158. 175. 

670 
ID:  54, 168 
Access  to  services 
1: 1 .2.23, 25-27,46-65. 72.76. 78. 83, 
87, 97.  98,  124 

n:5 

ni:  3. 65-66. 159-210 
AIDS  drugs,  clinical  tnals 

H:  296-297,  309 
consent  and  panaital  not'ficat'on 

ni:  134-135, 136, 138,  i.-t.  152 
contraceptives 

n:  356. 357. 366,370. 371.372- 
38?.  398.  410^11 

ni:  54.  135 
correctional  facilities,  inmates 

I:  26.  106 

H:  633 
cost  factors,  general 

1: 46, 47.  51, 53, 54-57.  59-60.  83. 
110-112 

n:  294 

111:  1,30. 63.77-120.  !88. 189, 


198-199 
drug  abuse 

L  102 

ffl:  19 
financial  banieis 

1: 46, 47. 51, 53,  54-57, 59-60, 83, 
110-U2 

ffl:  1, 30, 63,  77-120. 188, 189. 
198-199 
bon^lras  adcde^cents 

1: 107 

n-669 
hospital-l»sed 

ffl:  32,  34 
infonnation  on 

1: 46, 63-64, 72 
legs]  issues 

1: 46.47.  57-62,63.83 

IL  296-297. 309 

ffl:  134-135, 136, 138. 151. 152 
mental  health 

1:98-99.  100.111 

n:  466-469, 482 
minotities 

1:27 

n:  467, 468 

ffl; 187-196 
policy  options 

1:43-64,  106-117 
poverty  md 

I:  li7 

ni:  169-171 
lecreational 
1:  25.74.81-82 

H:  3, 59-60.  88-103,  104.  217-218 
nual  areas 

ffl.  198-199 
school-linked  htalth  centers 

1:31.47.49-54, 109-110 

11:  82-83.378 

ffl:  3.41-56 
sports  ard  recreation 

I.  25.74.81-8? 

H:  3. 59-60.  88-103.  104.  217-218 
see  also  Outreach  services;  Referral  f  o 
services;  Util'iation  of  services; 
specific  health  problems; 
specific  health  services 
Accidents  and  injuries 
I:  4, 7-8.  16. 90 
n.  1 17-141.  638 

ffl:  59.  216.  244.  245.  246.  262,  283 
age  factors 
U:  118. 122-127  (passim).  131. 
134-135,  136-137 

cost  of 
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I:  18. 19 

U:  131, 135,  140 
drowning 

n:  120-121, 123-124, 127, 128,530 
Federal  programs 

1:88 

H:  138-139 

m  233-235, 244-246.  252-253 
gender  difiierences 
1: 17, 19, 88 

n:  118-119,  122, 124.  125, 127. 
129, 131, 132, 157-158 
hospital-based  services 

U:  120, 121, 124, 127 
medical  services 
D:  119-120. 121,124.  127.136- 
137. 141 
minoiities 
I:  20. 88 

U: 123. 124, 127-129 
ffl: 183, 184, 186 
morbidity  and  mortality,  data 
1:7-9,20, 88,90 
D:  117-132.139-140 
motor  whide 
I:  2, 14. 16,  76.  88. 89 
U:  118. 120. 121-123.  126.  127- 
128,129-131.133.139. 529- 
530. 585 
ffl:  183. 186, 197.  217-218. 235. 
244,  245.  246. 252-253. 262 
policy  c^ons 

I:  88 
prevention 
1:  25, 88-90 
H:  132-136.  140 
ffl:  235,  244. 245,  246, 262 
researdi 
1:90 

U:  139, 141 
111:  252.  253-254 
rural  areas 
I:  115 

U: 128.129 

HI:  197 
safety  equipment 

I:  76,  88-89 

11:  130- i  31.  134-136 

ffl:  252-253 
school-linked  health  centers 

in:44 
spoils  and  recreation 

II:  121. 124-126.213 
statistical  programs 

D:  U7-132. 140  141 
whites 

BEST  COPY  AVAIUBLF 


I 


ih730  •  Adolescent  Heam—Vblume  II:  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Services 


1:20.88 
m:  183 

Accreditation  Council  for  Graduate 
Education 
in:26 
Acne 

1 11,17. 108 
Jb  154. 179-181 
ID:  10. 20. 47,61,63 
ACTION 
I:35.<>5 

n:  94. 102-103,  563 
ni:  172-173.  216, 244 
Acute  disuses  and  disorders 
I:  20 

n:  149. 153-154,  156-158 
see  also  Emergency  services.  School- 
linked  health  centers 
Administration  for  Children,  Youth, 
and  Families 
1:65 

n;  682. 688 

ni:  176. 192 
Administration  for  Native  Americans 

ni:  192-193 
Administration  on  Developmental 
Disabilities 

ni;  176 

Adolescent  Alcohol  Prevention  Trial 

n:  536-537 
Adolescent  Family  Life  Program 

11:411-412 
Adolescent  health,  conceptual  issues 

I:  2-5,  83-84 
Adolescent  health  care  clinics 

m:  31-34 
Adolescent  Health  Promotion 

I:  120 

Adolescent  Health  Youth  Advisory 
Panel 

I:  72.  128-129 

111:60 
Adoption 

II:  50,  51.  326.  33K-339.  351,  354, 
355.  398-3W.  47! 

Ill;  177.  286 
Adoption  Assistance  Jind  Child 
Welfart  Art 

II:  50.51 
Adults,  nonfaniily 

II:  14,  88,287,*44() 

in:  188. 190 

attitudes  towartf  atiolescents 

I.  45,  107 
drug  abuse 

H;  512-513.  53S 
mentor  influence 

11;  389.  390  39! 

ni;  173,  191 
Advertising 

n:  543 
Advisory  bodit•^ 


community 

ni:  42,  51, 200 
multiftisciplinaiy 

1:73 

ni:  57 
research 

1:64-65.73-74, 127-129 
study  panel 

1: 127-128 
youth  panels 

I:  128-129 

m:  59, 60 
African  Americans,  see  black 

Americans 
Age  factors 
1:  15,118 

U:  17-18,60,157-158, 162-163 
accidental  injuries 
n:118, 122-127  (passim).  131, 
134-135.  136-137 
age  of  majority 
J:  57, 58 
U:  545. 568, 673 
ID:  123.  134-135.  138,  141-148, 
150 

AIDS 

n:261 
biith  rates 

n:  328-329 
child  ^>use 

11:  45.  48 
chronic  diseases 

I:  16-17 

n:  159.  160,  166. 167.  180,  181 
competence  v. 
I:  57. 58 

m:  123.  134-135.  138.  141-148. 
150 

consent  lequiiemcnts 
I:  57. 58 

ni:  123.  124-125.  126,  128.  130. 
136,  141-146.  150 
definitional  Issues 

1:2. 6 

U: 117.  163 

IH:  213.219-224 
delinquency  and  crime 

1:  102 

n:  585.  589.  596-597.  614. 618. 
619.628,631.633 
dental  and  oral  health 

U:  232.  235,  238.  239 
drug  abu.se 

II:  512-513. 518-5J9.  543,  .547, 
551.566 
-Idcrly  persons 

I;  119,  120 

IH:  109-110.  172,  244 
homclessness 

U:673 
Medicaid 

HI;  95.  289  ^ 


nutrition 

H:  198, 199, 216 
I^ysician  iitilization 

m:9-10 
sexual  activ^  and  outomies 

D:  262, 270, 334, 340-341 . 342, 343 
statistical  aggregations 

I:  159-160 
workforce 

I:  121-122 
see  also  Developmental  processes 
Agricultural  workers 
n:  237-238.414 
m:  176, 177, 213, 237 
Aid  to  FamiUes  With  Dependent 

Children 
I:  19, 55 

n.  323,  348,  350-351. 401, 415-416. 

617,  664,679 
m:  79, 95-98. 100. 116. 152. 162. 173. 

174. 175.225,229, 253-255 
AIDS  and  WV  infection 
1:  11-12.92-94 

H:  37,42. 257-268, 271  -272. 275-294, 
296-311,373,415.676 

ni:  11. 89. 93-94. 243. 254. 255, 262. 
285 

CDC  programs 
11:  258. 261. 279, 285,  289, 295. 
298,  299-300, 302, 303, 304. 
310 

consent  and  confidentiality 
I:  62 

IB:  127-128. 132, 138 
demonstration  projects 

II:  297, 303. 304, 305 
drug  abuse  and 

U:  257,  258,  271.  272.  277,  293. 
296 

drugs,  prescribed 

U:  296-297, 309 
education  on 

n.  272, 275. 279-280. 286. 308. 358 

lU:  235 
family  interventions 

U:  279-280. 308 
Federal  efforts 

I:  92-94 

II:  258.  280,  298-306.  3(;9-3 11 

HI:  233-235, 239-241 
local  piograms 

n:  280.  286-288,  295,  358 
minorities 

I:  21.  196 

II:  262.  263.  268.  271.  272.  279, 
280.  286.  304.  309 

UI;  183.  185.  195.  196.  241 
policy  options 

I:  92-94 
regional  programs  and  trends 

D:  263.  272.  294-295 
screening 
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1:62 
m:  132 
State  efifoits 

0:  258. 276. 2«0. 284. 293. 2!M. 
306,309-310 

Alatama 

ni:  29.4M2,82, 97. 103. 105. 107. 
111.124 
Alan  Guttmscber  InsUtute 

n:  325-326. 330-331. 355. 358. 397 
Alaska 

n:476 

in:82.97, 103. 105, 107.111.124. 
129 

Alaska  Natives 
I'  88 

n:  356.437. 562 
m:  162. 186.  250 
Alcohol  abuse 
I:  2. 14.  99-101.  102 
n:  448. 499. 500. 512, 513. 516-517. 
527. 529-530. 533, 543. 559- 
560,  561-562 
UI:  229-230.  253. 254.  287 
block  grants 
1:60 

0:478^79, 561,564.679 

ni:  153 
clinical  services 

m:  35-39  (passim) 
consent  and  confidentiality  in 
treatment 

I:  61 

UI:  129-130.  131. 133, 135. 137. 
153 

counseling 
ni:  17-18.47 
H:  557 

delinquency  and  corrections 

n:  611.640.  645 
driving  while  intoxicated 

1:  14.  16.  88 

n:  122. 129-130.  516,  529-530 

ni:  18. 137 
homeless  persons 

n:  665-666. 675.  678. 681 
insurance  for  treatment 

III:  88-89 
minority  groups 

n:  520-522.524.  551.566 

m:  183.  185.  186. 193. 196.  229 
parents 

U:  522-523 
physician  dif  -nosis  and  counseling 

ED:  17-19.     .  102 
policy  options 

1: 99, 100, 102 
school-linked  health  centers 

U:  536-538 

ni:47.54 
treatment 
U  n:  547, 548 
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Alcohol,  Drug  Atmse^  and  Mental 
Health  Admin^raiton 

1:33 

IL  302, 499, 510, 533,  560. 561-562 

ni:  17, 193^194.  214, 229-233, 253 
Alcoholics  AmmynKNis 

11548-549 
AHcr^es 

a  158, 167, 172 
Ameiican  Academy  of  Child  and 
Adolescml  ftychlatry 

IIL26 

American  Academy  of  Family 
mysidans 
m:  26. 52, 136 
American  Academy  of  Pediatrics 
m:  102.  109, 136. 13 
primaiy  ami  comprehensive  services 
dcliveiy 
U:  641 

ni:  12-13. 14. 25,28, 52. 62 
American  College  of  Obsdetridans 
and  Gynecologists 
U:346 

m:  52,136-137 
American  College  of  Physldans 
ra:26 

American  Conservation  and  Youth 
Corps 
U:  102 

American  Dental  Association 

U:  243.  244 
American  Humane  Assodatton 

11:  43^ 
American  Indians 

I:  2,21,27, 97 

li:  85. 128.' 237.  239,  356, 437.  468 
IH:  27,  180, 186, 192-193. 194.  195. 

229.  250.  252.  254 
accidental  injuries 

1:88 
Alaska  Natives 

V  88 

II:  356.  437.  562 

lU;  162.  186.  250 
dropouts 

I;  20 
Hawaiian  Natives 

11:600 

III;  186-187. 188,  191 
poverty 
1:  27 

UI:  162,  174,  175.  192 

see  also  Indian  Health  Service 
American  Medical  Association 

I:  27.  76 

n:  137.673 

m.  17-18.25-26.52 
American  Psychiatric  Assodalion 

U:  503-504 
Ameriam  Psychological  Association 

n:  463 


m;25 

American  Society  for  Adolescent 
Psychiatry 
1:31 
111:63 

American  Society  of  Addictioii 
Medicine 

n:557 
Anemia 

n:  20, 209.  212.213 

nL  185 
Anti-Drug  Abt^  Acts 

H:  559-560.687-688 

ni:  231-232 
Appruiticeships 

n:87 

IIL252 
Arizona 

ffl:82. 97. 103.105.107.111 
ArKsnsss 

m  50. 82. 97. 103. 105. 107.111. 
127, 129 
Asian  Americans 

H:  356, 468 

m  180, 182, 183,  185-186.  188. 190 
Assessment,      Diagnosis;  Evaluation 

issues;  Screening 
Associations,  5e«  Professional 

associtfions;  Youdi  associatims  and 
ooganizations 
Athletics,  ste  Spoils  and  recreation 
Attitudes  of  adolescents  toward 
adults,  nonfamlly 
I:  45, 107 
dental  health 
1:92 

U:  244-245 
dnig  abuse 

ni:  19 
iMialdi  problems 

D:  161-162. 16''-168, 175-176, 181 
health  profe^ioi*als  and  services 

I:  107 

D:  161, 177-178. 182-183. 190 

ni:7, 8.12.  14-15.  20-23.32-33, 
51-52. 60.  62-63. 109 
hormonal  changes 

n:  19 
nutrition 

U:  216 
others/selves,  general 

n:  66.71.72.  88.92.176.216 

ni:  181.  191,262 
school  influences  and  services 

I:  86 

m:  43. 52. 60.  66.71.72.  88,92 
sexual  activity 

n:  328.  356.  357. 358.  367-368 
sexually  transmitted  diseases 

n-  273-274, 275. 284.  294.  296, 
304,  308 

suicide 
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n:450 

Attitudes  of  norwdulescenls 
1:43.  SI.  118 
H:  24,328.346.387-388 
in:58 

beallh  prDfessionals 
I:  107. 108-109 

n:  161, 177-178. 182-183, 190. 

264,271.377-378.410 
m:  7. 12-13.  15, 17,22-23.24. 

28-29. 30. 51-52. 62-63.  109 

paicjtts 

0:67,77-78.91, 162-163, 182-183. 
347 

m'.S0~Sl.S5 
taciai  prejudice 

m:  181. 183. 184, 190 
school-linktd  health  centers 

m:  43. 50-52 

I:  86-87 

U:  66-67. 73-76, 104 
see  also  Public  opinion 
Automobiles,  sre  Motor  vehicles 

B 

Barriers,  see  Access  to  services 
Blcydes 

D:  126, 129. 133-134. 139 

ni:  252,255 
Birtb  rates 

1: 21-22, 94. 95 

It  325. 328-329. 334,  350-351.  353. 
355.  356.  378 
Black  Americans 
1: 19-20 

U:  160,  177.  208.  236. 436,  447.  468 
ni:  180.  182. 183-185.  188.  190.  191 
accidental  injtiries 

n:  123. 124.  127-128 
birthrates 

m  328-329.  355 
delinquency  and  conections 

I:  15, 102 

n:  589.598-599.  601, 613-614. 
618.631,646.648 
dental  health 

D:  239.  248  , 
dropouts 

I:  8-9, 20 

0:66 

pregnancy  and  parenthood 
0: 324, 342. 35 1, 352- 153. 354.  :<1^ 

role  models 
01: 171 

school -based  services 
01:46 

sexual  ajtivity  and  sexually 
transmitted  diseases 
0:  262. 263.  268.  271. 324, 342. 
351.352-353 
uninsured 

EMC 


m:  79-80 
utilization  of  services 

01:11-12,46. 179,188 

see  also  Minorities 
Block  grants 
1:40 
0:679 

m:  174.175.229.251 
alcohol,  dmg  abuse,  and  mental  health 
1:60 

0:478^79,561.564,679 
01:  153 

maternal  and  child  health  services 
1:60 

0  400.414.415.679 
01:  153.  177. 194.  235-236 
Boys  and  iiirH  Clubs  of  America 
O:  92-93 

Boys  Clul»  of  America,  see  Boys  and 

Girls  Qubs  of  America 
Boy  Scouts 
0:92 

Budget  Enforcement  Act 

I;  119. 120 
Bureau  of  the  Census 

0:  36. 663, 667 
Bureau  of  Health  Care  Delivery  and 
Assistance 

0:  414 

10:  176-177.200 
Bureau  of  Indian  AHairs 

m.  193. 217 
Bureau  of  Justice  Statistics 

0:  611.612 
Bureau  of  Maternal  and  Child  Health 

0;  172,  173.  243.  246-247. 414. 562- 
563 

10:  177.  263 
Burnnighs  Wellcome  Co, 

0:  287-288 


c 

California 

0:  124. 284.  289. 368.  403. 475^76. 
538. 617, 666, 672. 673. 675, 
676. 677. 678, 682-683, 687 

ID:  21.  29.  34-36. 82. 97, 103.  105. 
107.111,  171 

Canada 

0:  96,  162- J  63. 290 

10:  14-15 
Cancer 

O:  168. 174-179,211 
Carnegie  Council  on  Adolescent 
Development 

I:  26.71-72,  120 

0:  28.94 
Casey  v.  Population  Services 
International 

m:  128 

Center  for  Population  Options 
0:  368,472 

7f;i 


m:  4W7 
Centers  for  D^se  Control 
1:11.33-34,121 

O:  42, 138. 141. 183-184.  212.  220- 
221, 242, 243,  246,  326. 331. 
560,  562, 565 
01:  214-215, 221. 233-235, 253. 506, 

509,  519 
models 
I:  26-27,71-72 
0:  295-296 
sexually  tmnsmitted  diseases 
including  AIDS 
0:  258. 261.  279.  285.  289. 295. 
298.  299-300, 302.  303, 304. 
310 
Chancroid 

0:270 
Child  abuse  and  neglect 
I:  8.  85 

0: 40-51 . 52. 471 . 606-607. 614, 628. 
676-677 

ID:  61.  125. 126, 130. 175.  196.  250 
sexual  abuse 
I:  8. 19 

0:43.46.  48,49.676-677 
01:  37 

Child  Abuse  Prevention  and 
Treatment  Act 
ID:  176 

Child  and  Adolescent  Service  System 
Program 
0: 479, 482 
Children's  Bureau 

ID:  257-258 
Child  Support  Enforcement  Program 
0:416 
ID:  173-174 
Child  Welfare  League  of  America 

0:399 
Chinese  E«dusion  Act 

ID:  180 
Chlamydia 

0:  264-265. 268,  306.  640 
Chronic  physical  diseases  and 
diwrders 
1:  10.  11.91 
0:  149-186 
ID:  13. 284 
acne 
I:  11.17.  108 
O:  154.  179-18! 
01:  10.20.47,  61,63 
age  faaors 
1:  16-17 

0:  159.  160.  166.  167.  180.  ISl 
cancer 

0:  168.  174-179,211 
costs  of 

I:  18 

0:164-168,169-171.178-179.180. 
440-441 
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diabetes 
I:  21 

n:2U.215 

m:  91, 235 
gender  diffcrcnces 

1. 17 

n:  166 
hemqihilia 

n:  261.277 
hciycs 

IL269 
ho^itd-bascd  services 

n-  i5i,I5:,  153-154.155. 169 
insoranoe 

D:  176. 178-179 

ffl:  93-94 
medical  services 

n:  151. 152.  153-154,  155. 169- 
173. 175. 176.  177-179. 180- 
182 

menstniol  distress 
I:  U 

n:  42, 181-183 
minorities 

1:90 

ni:  186 
morbidity  data 

I.  10-11,17.89-90.91 

n:  150-161. 163-168,  174-175 
nutrition  and  fitness 

n;  195.200. 202.210-211. 215. 221 
oste^^rosis 

n:  211 
policy  options 

1:89 
poverty 

1:90 

n.  158, 159 

ni:  168 
prevention 

D:  168-169, 176-177 
respiratory  diseases 

1"  17  89 

n:  151, 154,  157, 158,  159, 172 

see  abo  Diseases  and  disorders 
Civilian  Conservation  Corps 

U:  100 
Civil  Rights  Act  of  1964 

in:90 
Cognitive  factors 

1:46 

age  V.  competence 
I:  57,  58 

ni:  123.  134-135.  138.  141-148, 
150 

delinquency 

U:  605, 608-609.  622 
devetc^mtental 

1:6-7.25,27,31,54.  72-74,  118 
n:  20-23. 29, 339 
ni:  123.134-135.138.141-148. 
^  150 

ERIC 


disoetionaiy  time 

11:88.92.96-97 
educationally  handicapped  persons 

I:  7.86 

n:  215,584,585,608-609 

ffl:  176.186.229 
emancipated  and  mature  minors 

n:  297. 673. 678 

ffl:  125, 126-127, 136, 140, 149- 
150. 151 
intelligence 

1: 103 

IL  68-69, 70, 342, 609, 616. 621 

ID:  125, 128. 140. 147 
see  also  Decisionmaking 
Colorado 
IL  237-238 

ni:  50,  82.97, 103. 105, 107,111 
Commitment  (involuntary) 
I:  58,6(W1.62,99 
H:  458-459, 471, 567 
ffl:  130, 140. 144 
Communicable  diseases,  see  AIDS  and 
HIV  infection;  Sexually 
transmitted  diseases 
Communily-ba^  programs  and 
activities 
n:  93-94. 95. 217-218.  247. 286-288 
advisory  bodies 

ffl:  42. 51. 200 
comprehensive  health  care 
1:31.47.49-54,72. 83, 109-110. 
Ill 

IH:  1.  29-32,  3441. 35-38. 170- 
171,  176-177.213, 225 
consent  and  confidentiality 

1:  50,  54 
cost  factors 

I:  49,  50,  52. 53 

H:  638-639 

ID:  36 
defined 

1:50 

11:  294 
delinquency 

n:  590.603.614.615.623,636- 
639.  643 
drug  abuse 

0:  535,  540,  549-550.  552, 561 
Federal  suppon  of 

1:51-54 

n:  414-415,  561 
financial  factors 

I:  49. 50.  52.  53 

ID:  33.  39 
homeless  shelters 

11:  668.678-681 
mental  health 

D;  450-451 .470.483.486. 549, 552 
models 

I:  53 

II:  79-83 

7(;2 


m:  35-41, 56-57 
physicians 

I:  53 
political  factors 

1:50.51 
pregnancy  and  parenthood 

n:358. 368-372,414 
nmaways 

n:  682-685 
sexual  activity  and  sexually 
transmitted  diseases 

D;  tn,  286-288, 358, 360-372 
staffing 

1:50 

m:45,55. 56,64 
CommiHiity  M«ital  Health  Centers 
Act 

n;477 
Coinmimity  service 

1:  82-83. 87 

D:  93, 101-104 
Comprehensive  health  care 

I:  3 1 , 47, 49-54, 72. 83, 109-1 10. 1 H 

0:  487 

ffl:  1, 5-73. 104. 106, 170-171. 176- 
177 

Anwrican  Academy  of  Pediatrics 
n:641 

ni:  12-13. 14.25.  28.52.62 
clinical  services 

1:  47,49-54 

m:  31-41 
confickntiality 

I:  50.  54 
costs 

I:  49,  50. 52. 53 
defined 

I:  50 

demonstration  projxts 

II:  475-477 

ID:  30. 31 
evaluation 

I:  52-57. 72.  109 

n:  475^77 

ffl:  30, 32, 33, 36. 38. 5 1 . 52-57. 64, 
171 

Federal  role 

I:  51-54 

H:  475^77 
fmatKial  f»:tors 

I:  49,  50.52,  53 
funding 

I:  50-52. 53-54. 87 

III:  30-31.  33.  38.  39. 4748.  50 
integrated  services 

m:  56,  57-59. 66 
legislation,  general 

I:  52-54 
models 

I:  53 

n:  79-83. 475-477 
ffl:  35-41.56-57 
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political  facton 

1:  50,51 
pregnancy  and  parenthood 

0:403,408.414 
psychological  services 

n:453 

m:  39 
regulation  of 

1: 52-54 
mral  areas 

1: 115. 117 
school-linked 

1:31,47, 49-54, 109-110 

m:  41-57,  64-65. 104.  106.  171 
staffing 

1:50 

m;  45. 55,  56, 64 
Comprebenstve  Stress  Management 
Program  for  t!hildren 
H:  443,445 
Condoms 
I:  11,93 

0:  271-272,  277.  286,  289-293,  304. 
308.  310. 370. 372.  373. 388- 
389 

Condyloma  acuminatum 
n:269 

Conference  on  Health  Futures  of 
Adolescents 
HI:  57. 58 
Confidentiality,  see  Consent  and 

confidentiality 
Congressional  committees 
I:  40-44,  67 
U:  644 
HI:  259-261 
Congressional  Budget  Office 

D:  346-347.  348 
Connecticut 

HI:  49, 82, 97, 103, 105.  107.  1 1 1 
Consent  and  confidentiality 
1:29.  46.  57-62.112-113' 
HI:  1,8,  121-155,  195.  254 
abonion 

1:57.60.61,62.  1 12 
D:  398 

HI:  128-129.  132,  135.  137,  140. 
141.  142,  143.  144-145.  150- 
151 

abused  and  neglected  minors 

Ul:  126 
access  to  services,  general 

ni:  134-135.  136.  138.  151.  152 
age  factors 

I:  57.  58 

lU:  123.  124-125.  126.  128.  130. 
136. 141-146.  150 

AIDS 
1:62 

HI:  127-128.  132. 138 
alcohol  abuse  treatment 


ERIC 


1:  61 


lU:  129-130. 131, 133, 135.  137, 
153 

commitment  (involuntary) 

I:  58, 60-61,62,99 

n:  458-459.471,567 

m:  130,  140. 144 
community  compretwnsive  service 
onters 

1;  50, 54 
competency  of  minors 

m:  123,  134-135, 138-150,  151 
contraceptive  services 

I:  57.60,61,93-94.  112 

U:  377-378,410,411 

m:  128-129,  132,  135,  140.  150- 
151. 153 
drug  abuse  treatment 

I:  60.6 

11:566 

lU:  129  130.  131.  133.  135.  137. 
13}. 153 
emergency  services 

ffl:  126.  l.'>7. 131.  137 
family  planiting  services 

ID;  128-129.  132-133.  135 
financial  aspects 

m;  125.  135,  137.  138 
firearms  purchases 

I;  80 

hospital-based  clinics 
III:  32 

infectious  tiisease  services 

m:  127-128.  132 
insurance  reimbursement 

I:  60 

HI:  117.  136.  170 
legislation,  general 

I:  47.  57.  58.  60-62.  99.  1 1 2- 113 

fIT  123-134.  150.  152 
litigation 

1:57.  «).61.  112 

II:  398 

III:  123.  1Z5-133  (passim).  139- 
140.  149-151 
Medicaid 

Ul:  152.  153.  175 
mental  health  services 

I:  57. 58.  62.  99 

III:  130,  131,  133-134.  140,  144. 
145-146,  147.  153 
peer  influence 

ni:  143.  147-148 
physician  attitudes 

11:  377-378.410 

Ul:  15.  62-63 
policy  onions 

1:57-62.  1IMI3 
pregnancy-related  services 

I:  61 

III:  129.  133,  137.  141.  142.  143. 
144-145 
primary  care         ^  , 


I:  107. 108 

m:  62-63 
proftsstonal  associations,  positions 

I:  57-58 

m:  136-138 
professional  ethics 

I:  59, 62 

ffl:  134-138, 140-141.  151-152 
regulations 
1:60 

HI:  132, 137, 152 
school-linked  health  centers 
I:  31 

ni:  50-51,52 
sexually  transmitted  disease  services 

I:  57, 60. 61. 62 

ni:  127-128. 132. 135. 137 
socioeconomic  factors 

m:  144-145.  146-147 
standards  of  competency 

lU:  125, 126-127, 131.  136.  140. 
149-150 
State  laws 

I:  47,  57.  58.  60-62.  99. 112-1 13 

lU:  123-135.  138,  139-140.  150. 
151-152,  153 
Consumer  Producl  Safely 

Commissiun 
U:  120,  12!.  126,  139 
ni:  216,  244,  245,  246 
Continuing  Survey  of  FoikI  Intakes  by 

Individuals 
II:  195 

(.'ontraceptiun  and  cuntraa'ptives 

I:  h  .  52-53.  96 

II:  38  326.  328.  340-341,  343,  344. 
345. 349-350.  352.  359.  365. 
366. 370. 371 . 395.  408. 410- 
411 

III:  177.  240.  285 
access  to  services 

U:  356. 357.  366.  370,  371.  372- 
389.  398.410^11 

UI:54. 135 
clinical  services 

Ul:  35.  37 
condoms 

I:  11.93 

II:  271-272.  277.  286.  289-293, 
304.  308.  310.  370. 372.  373. 
388-389 
cortsent  and  confidentiality 
I:  57,  60.61.93-94,  112 
II.  377-378.410.411 
Ul:  1-28-129.  132.  135.  140. 150- 
151.  153 
cost  factors 

U:  377. 398 
counseling 
I:  53.  1 10 

11:  368.  387-388.  395 
111:21.44.51.53-54.56 
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Federal  effons 

ni:  177. 243 
insurance 

m:93.96.  100.  101. 103 
physician  ctonpetence 

m:21 
public  f^inion 

I:  110 

n:  368, 387-388.  395  v 
school-linked  health  centers 
n;  38&-387 
m:  44.51,53-54,56 
utilisation  by  poor  adolescents 
ni:  169 
Conlndied  SubsUinces  Act 

n:  560 
Coordination 
Federal 
I:  40. 65-68. 76 
0:417.477.  479-480,  688 
m.  3. 193. 194. 250, 252. 253-256. 
257-258 
health  care  providers 

ni:  57-59 
local 

ni:  57-59.  250 
mental  health  services 

n:  453-454. 469^72. 477, 479-480 
State-level 
I:  65 
HI:  263 
Correctional  programs 
I:  15, 18.26. 103-104, 106 
U:  240.  250.  280. 440. 470-471. 550. 
583. 611.617.625-645.647- 
648 
Ifl:  167, 255 
probation 

11;  633. 637 
see  also  Delinquency;  Juvenile  couns 
Cost  factors 
abonion 

ni:  398 
access  to  services 

I;  46, 47,  51,  53,  54-57.  59-W).  83. 

110-112 
0;  294 

ni:  1.30.  63.77-120,  188,  189, 
198-199 
accidental  injuries 

I.  18.  19 

U:  131. 135.  140 
chronic  diseases 

I:  18 

U:  164-168, 169-171, 178-179. 180, 
440441 
conununity-oased  services 
1: 49. 50.  52.  53 
H:  638  639 
ni:  36 

comprehensive  health  services 
I;  49,50.  52.53 

ERIC 


ccmtrffi:eptives 
U:  377 

delinquency  and  corrections 
I:  18 

n:  616-617. 638 
disabilities 
I:  18. 19 

n:  164-168. 169-171 
dropouts 

11:63 
drug  abuse 

U:  533-534, 552-553,  556-557 
emplnyment  programs 

ID:  252 
free  clinics 

D:  294 

m:  34.  37-41.  60 
health  insurance 

m:  83.  84-85.  87.  88.  93.  94.  1 14 
health  problems,  general 

I:  16.  18-19.72.  123 
Medicaid 

I:  56 

11:  323 

m:  4.95. 96.  116 
mental  health  services 

n:  461.474.477 
pregnancy  and  parenting  by 
!»]oiescents 

11:  323 

school-linked  health  centers 

ni;  47-48,  50.  56 
Counseling 
alcohol  and  dnig  abuse 

n:  547-549,  555.  557  558.  566 

III:  17-18.  47 

11:  557 
chronic  conditions 

II:  172 
at  clinics 

U:4I1 

III:  36.  37,  39-40 
consent  and  confidentiality 

III:  137.  144 
contraception  and  sexual  a^nvity 

1:53.  ;iO 

II;  368. 387-388.  395 

III:  21.44.51.  53-54.56 
eating  disorders 

II:  214 
homeless  persons 

11:684 
by  nurses 

lU:  35 
by  physicians 

III:  10.  14-15.  17-18.20-21.62 
pregnancy 

1:97 

D:  401-402,411 
school-linked  tealth  centers 

in:  43-44, 47.  53.  56 
self-help  groups 


n:  474-475,  547-549.  557. 637 
suicide 
n:453 

Si^e  also  Psychological  and 
p^hiatric  services 
Court  cases,  see  Juvoiile  courts; 

Litigation;  specific  court  cases 
Cranston-Gonzales  National 
AfTordaUe  Housing  Act 
U:  665,  :Sl-682 
Crimes  an^i  criminals 
1:  16. 20 
H:  37. 95,  98 
ID:  169, 250, 255,  287 
age  factors 
1:  102 

u:  385, 589,  596-597. 614, 618, 
619,628.631,633 
definitions 

H:  583-587. 622. 629-630.  641 
drug  abuse  atid 

U:  508.  516-517.  532.  534 
fircanms  and 
I:  81. 102. 103 
U:  611-614.  615.647 
minoritieB 
I:  15. 20. 102. 103 
II:  598-600, 601, 613-614. 618, 
619.628,630-631.632, 646, 
648 

in:  171,  183,  184-185,  187,  196, 
250 

police 

n.  538, 626 

lU:  146. 184 
r^ 

I:  19 

II:  584,  593,  619.  677 
school  influences 
I:  86 

U:  70, 71, 104, 609. 621-622,  624 
IH:  255 
victims 
I:  15, 19,20,  103,105 
II:  583,  587.  589. 591,  593,  598. 
612-613,616-617.618-620, 
628, 633-634,  637, 647 
III:  169, 183, 197-198 
see  also  Cliild  abuse  uitd  neglect; 
Delinquency;  Homicitte; 
Juvenfle  courts 
Cultural  factors 
1:21.  115 
O:  36.99,  180 

in:  55.  160. 188.  189.  190.  229 
Hispanics 

m:  188.  189.  190 
language  issues 

D:  76. 104 

ni:  189,  192 
minorities 

H:  67. 99. 601 
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m;  179-181,  182. 183. 184, 186- 
192  (passim).  194. 196.201. 
202,250 

leligious  mfluences  and  oisanizations 
D:  95  96. 342 
111:51,56.190.  191.  192 

lural  areas 
m:  198. 199 
Current  Population  Survey 

ni:  77. 161,162 

D 

Deaths,  see  Accidents  and  injunes; 

Cancer,  Oinmic  physical 

diseases  and  disorders. 

Hmnicide;  Moibidity  and 

mortality;  Suicide 
Decisionmaking 
I:  107-108 

n:  21.22. 23-24,38, 284 
ni:  230. 254 
assertiveness  training 
1:27 

n:  357, 358,  365-368. 535. 565 
conunitn^t  (involuntary) 

I:  58,60-61,62.99 

n:  458-459.471,567 

ni:  130,  i40.  144 
con^tency  of  minors 

I:  57. 58 

HI:  123.  134-135.138.  I4M48. 
150 

empowem;ient  qjproaches 

I:  63. 64-65, 67,  72.  82-83, 124. 
128-129 

D:  3941, 99,  104. 172,  366-367. 

395. 443-444. 445,  566-567 
ni:  36.  58,  59.  60 
schools 
I:  85-86, 87 

H:  66. 67, 70-7 1 . 357, 358. 365-368 
skills 

HI:  230 
training  in 

a.  279.  284.  2K5.  357,  358.  389. 
390 

lU:  148 

see  also  Advisory  bodies;  Coaseni 
and  confidentiality 
Dennitional  issues 
accidental  injury 

n:  117 
adolescence 
I:  2. 3-6 

a:  13-17. 117.585 

ffl:  213, 219. 224 
adolcscem  health 

I:  2. 3-5. 23.71.83-84 

n;  13. 24-28 
age  factors 

I:  2.6 
^        fl:  117. 163 

ERIC 


ffl;  213.  219-224 
chUd  abuse 
I:  85 

n:  42, 43. 604 
chnmic  conditions 

D:  150. 170 
community  services 

1:50 

0:294 
competence 

lU:  139-141 
consent 

in:  123 

delirtquency,  crime,  and  corrections 

II:  583-587, 622. 629-630. 641 
(kmonstiation  projects 

1:71 
drug  abuse 

U:  499-504, 507-508.  509. 525. 
527.  533. 534.  558.  566. 584 
emancipated  and  mature  minors 

111:  126. 136 
family  autonomy 

ID:  125 
funding 

1:5.  119-120 
homelessness 

H;  663.  665 
Medicaid  physician  panicipation 

m:  110 
mental  health 

II:  454, 455,  464,  549 
minorities 

III:  180 
jiutrition 

n: 193, 202,  208 
parenting  styles 

I:  83.  85 

U;  40. 46-47.50  51.524 

ni;  125 
physical  fitness 

n:  193.  202 
poverty 

ffl:  159 
prevention 

1:24 

primary  health  carc 
ni:  7.  62 

ID;  82.  99.  103.  105.  107.  Ill 
Delinquency 
I:  101-105, 106 
U:  583-648. 677-678 
ID;  197.  217.  253.  255.  287 
age  factors 
1;  102 

11:  589. 589,  596-597,  614,  618. 
619.  628. 631.633 
alcohol  abuse 

U:  611.640.  645 
Black  Americans 

1:  15,  102 

7(;:> 


0:589.598-599.601.613-614, 
618. 631,  646,  648 
cognitive  factors 

D:  605.608-609,622 
commimity  factors 
n;  590, 603, 614, 615,  623,  636- 
639,  643 
costs  of 
I;  18 

0:616-617.638 
(tefmitional  issues 

n.  583-587, 622, 629-630,  641 
demogn^y,  general 

H:  596-601 . 61 5. 628, 630-632. 646 
drug  abuse 

0:534.557.611.645 
family  factors 

0:  603-607. 614,  620-621,  624, 
637-638, 642 
Federal  programs 

1:  104-105 

0: 621-622. 644-648 
gender  factors 
I:  15,  20,  102 

0:  597-598. 618. 628.  639-640 
historical  perspectives 

H:  591-596. 632-633. 644 
mental  illness 

0:583,629-630,639-640 
minorities 

1:  15.  20,  102,  103 

0:598-599.601.613-614,  618. 
619.628.  630-631.632. 646. 
648 

01:  171,  184-185,  187,  196.250 
parental  factors 

0:  604-607, 614. 620-621 
peer  influences 

0:  609-610 
policy  options 

I:  101-105, 106 
poverty  and 

I:  102 

0:600-601.614,633 
10:  169,  171 
prevention 
I:  23,  103 

0:  586.620-625.  642  644 

DL  250,  251.258 
prostitution 

0:  676 
research 

1:  106 

0:  646-647 
rural  areas 
schools  and 

I:  86. 106 

U;  70,  71,  104,  609.621-622.  624 
01:  250.  255 
see  also  Correctional  programs; 
Juveitile  courts 
iH'mography 
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n-.  6. 397. 584 
accidnttal  injut^ 

D:  126-129 
chnmic  mditions 

Dj  151-152. 160 
delinquency  and  collections 

H:  596^1 . 615. 628. 630-632. 646 
dtug  abuse 

n:  517-519. 525 
family  hk  and 

H:  35-36 
immigratioii  and  immigrants 

m:  181.  182. 186. 192 
pregnancy 

n:  348-356 
school  pcqnilation 

D:  60.61.66 
uninsured 

m-.  77-81 
woAiorcc 

I:  121-123 

n:  14. 15.  36 

III:  165. 178-179 
see  also  Age  factors;  Gender 
diffcimces;  Minorities; 
Morbidity  and  mortality; 
Socioeconomic  status 
Demonstration  projects 
1:  69-72 

II:  102.138. 172-173, 561 

ni:  172-173. 177, 194. 200. 244. 246. 

247.  252. 253. 254-255. 262 
AIDS  and  other  sexually  transmined 
diseases 

n.  297. 303. 304. 305 
comprehensive  health  centers 

D:  475-477 

HI:  30. 31 
educati<»ial 

I:  64. 69.  70.71-72 

ni:  33 
employment 

0:  390. 391-393 
evaluation 

1:71 

m:  33-34.  52.  252 
health  insurance 

ni:  77-81.  100 
Medicaid 

m  :  99.  100 
mental  I^alth  seiviccs 

D:  472^77.482 
pregnancy  and  paienthtHxl 

n:  403^06.411-412 
preventive  services 

1:69.70.71-72 

U  243 
recreational 

1:81.87 
school 

1:  87 

H:  80-86 


statistical  programs 

1:  74-75 
Dental  and  oral  health 
I:  11.91-92 
D:  231-249, 684 
Dtt:  61,  177, 186.  284-285 
fluoridation 

I:  16.92 

H  241-242,  246 

ra:235 
insurance 

H:  245. 248 

m:  91.93 
policy  oj^ons 

I:  91-92 
school-linked  health  miters 

ID:  44, 47 
Department  or  Agriculture 
1:35 

11:  195, 200, 201. 202. 208. 217, 219. 

220. 221.399,680 
lU:  177-178,  196. 216. 219. 245.  246 
Department  of  Commerce 

1:35 
n:  36 

ID:  216.  219 
Department  of  Defense 

I:  35. 1 19.  120 

m:  216.  219. 245.  246-247 
Departnwnt  of  Education 

1:  36 

H:  78.  83-86,  563.  669 
ID:  196.  217,  219-220.  245. 247-250. 
258 

Department  of  Health  and  Human 

Services 
I:  33. 45.67-68,  117 
n:  Z'5-26.  232.  245-247. 413. 645 
in:  173-177.  214-216,  220-223,  253, 

256. 258 
accidental  injuries 

U:  138-139 
coasent  and  conf  identiality 
regulations 

1:60 
drug  abuse 

11:  560-563 
Healthy  People  2000 

I:  76.  77-78.  80 

11:26.203.  204-205,218 
homelessness 

II:  663.671.680. 681 
minority  programs 

Ul:  190.  192-196 
nutrition  and  fitness 

II:  194- J  95.  200,  201.  208.  220 
sexually  transmitted  diseases 
including  AIDS 

n;  298-306 
spending 

I:  32 

in.  225-244 


7  a  a 


see  also  specific  constitueta  agencits 
Departmoil  irf  Housing  and  Urtian 
Devehjpmcnt 
n:564 

Department  of  the  Interior 

nt  217. 223 
Department  of  Justice 

I:  36. 104. 106 

U:  508, 589.611,612,617. 644. 
671-672 

ID:  196,217,223.245,250,251,253, 
258 

Department  of  Labor 

1:36 

n:  87, 324,  332,  390.  391, 404. 564 
HI:  178.  217. 223.  245. 251-252 
Department  of  Transportation 

I:  36-37 
H: 129,  139 

m  217-218, 223, 245.  252-253 
Depression,  clinical 

H:  176.434.  436.465 

IH:  186 
Dermatologists 

H:  180 

ni:  19-20 
Developnwntal  Disabilities  Act 

ni:  176 
Developmental  prticesses 

1:6-7.91,  118 

11:3, 16-23,39^1,302,352,433,499 

Ul:  183 

cognitive 

I:  6-7,  25,  27,  31,  54,  72-74,  1 18 

U:  20-23,  29, 399 

lU:  123.  134-135, 138,  141-148, 
150 

dental  and  oral  health 

VL:  231-232 
disabilities 

I:  7.86 

II:  215.585. 608-609.614 

ffl:  176,  186,  229 
discretionary  time 

0:  88.92,96-97 
diseases  and 

n.  88, 92 
drug  abuse 

11:  531 

emancipated  and  mature  minors 

U:  297, 673,  678 

ID:  125.  126-127.  131,  136,140, 
149-150, 151 
information  and 

I:  54 
interventions  and 

1:  25,27,31,72 
minorities 

III:  181 
nutrition 

U:  194-195, 198.  199,206 
puberty 


I 
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D:  16. 17-19.  206.  231-232. 342 

01:61 
research 

I:  72-74 

B:  22 
school  transitions 

I:  85,  86 

H:  66^57, 71-72,  104,  444. 445 
Diabetes 
I;  21 

H:  211,215 
m:  91. 235 
Diagnosis 
AIDS 

U:  293-295 
drug  and  alcohol  ^use 

I:  108 

H:  499, 504. 553-554. 556-557. 566 

IIL-  17-19.  63,  102 
geiKkr  factors 

ID:  11 
imiuance 

10:  85-86 
Medicaid 

I:  55.  56 

HI:  1.48.99.  100.  10M04.  116. 
117. 174 
mcmal  health  prohlems 
1: 97. 108 

U:  433. 434. 437.  439.  467 

UI:  16-17.  31.63 
physician  skills 

ffl:  15-22,  23. 29.  63 
sexual  activity  and  related  disorders 

II:  258.271.342 

m:  127-128 
skin  diseases 

DI:  19-20 
Diet,  see  Nutrition 

Diet  and  Health  Knowledge  Survev 
II:  195 

Dietary  (Guidelines  fur  Americans 
O:  200-201.208 
television 
0:90-91.208 
Disabilities 
UI:  93-94.  168. 176. 186.  229 
see  also  Gtronic  physical  diseases 
and  disurdcni;  Handicapped 
persons 

Disadvantaged  Minority  lleailh 
Improvement  Act  of  1990 

ni;  196.  243 
Discretionarv  time 

I:  25.79.81-82. 83.85-87 

O:  3,59-60.  88-103.  10* 

ID:  61 

see  also  Sports  and  recreation 
Diseases  and  disorders,  physical 
acne 

I:  11. 17. 108 

U:  154. 179-181 

ERIC 


Dd:  10,20.61.63 

0:20.209.212.213 

10:  185 
develojMnental  processes 

0:  88. 92 
diabetes 

I;  21 

m:  91.235 
hcHnelcss  pcisons 

U:  668-671.673-674 
nutrition  and  fitness 

0:  195.  200.  209-21 1 
obesity 

I:  21.91 

U:  37. 202.  208.  209-2 JO,  218-219 
ID:  185 
Tcspiiatoiy  diseases 
1:  17. 89 

see  also  Acci<knts  aiid  injuries;  Acute 
diseases  and  disorders;  Chronic 
f^ysical  diseases  and  disorders; 
Diagnosis;  Drug  abuse; 
Handicapped  pmons;  Mental 
health  aiid  illness;  Morbidity 
and  mortality;  Screeriing; 
Sexually  transmitted  disea.ses 
Di.slrict  of  Columbia 

U:  186,464,624 

lU;  50.  82.  97,  103,  105,  107.  111. 
129.  189 

Divorce 

II:  35-36.444.531.605 
Door,  The 

ID:  36-41 
Dropouts 

I:  5. 8-10.  20.  86 

II;  61-63.  86.  285.  391.  393,  530.  609 

UI:  55,61.  198 

minorities 

I:  8-9.  20 

II:  61-63,66 

III:  185 
poverty 

U:  62. 391 

lU:  55,  168 
Drowning 
1:88 

II:  120-121.  123-124.  127.  128.530 
Drug  abuse 

1:  2,  14.  16.  22.99.  101.  102 
II:  308,  344. 346, 447-448. 451 .  462. 
499-567 

ID:  19.  214.  230-231.  233.  237.  25}. 

254,  287-288 
age  factors 
U:  512-513. 518-519.  543.  547. 
551.566 

AIDS 

11:  257.  258.  271.  272.  277.  293. 
296 

aUUetes,  steroids 

7<;  V 


n:213 
block  gnuits 
1:60 

n:  478-479,  561,564,679 

m:  153 
clinical  services 

m:  35-39  (passim) 
community-based  pxugrams  and 
activities 

U:  535, 540, 549-550. 552, 561 
consent  and  confideittiality 

I:  60, 61 

U:  566 

01:  129-130. 131, 133. 135. 137. 
138.  153 

cost  of 

U:  533-534, 552-553. 556-557 
cmuiseling 

U:  547-5  55,557-5.58.566 

ffl:  17-18, 47 
crime  relied  to 

11:508.516-517.  532.  534 
deHnitional  issues 

0: 499-504. 507-508.  509. 525. 
527.  533. 534. 558.  566. 584 
delinquency  and  corrections 

0:532.555. 611.645 
demogr^y 

0:517-519.525 
diagnosis 

I:  108 

U:  499.504. 553-554. 556-557. 566 

UI;  17-19.63.  102 
educational  interventions 

0:535. 541-542.563.564 
emergency  services 

0:514-516, 555-556 
evaluation  of  services 

0:  536-542. 551-559. 566. 567 
family  factors 

0;  522-524. 603-607. 614.  620- 
621.624. 637-638. 642 
Federal  efforts 

I;  104-105 

II:  505-506. 507-508. 555. 558- 
565,621-622.644-648 

01:  193-194.  229-2J2 
funding 

0:  552-553. 558-565 
gender  factors 

I;  15.20.  102 

0:  509.510-511.514.530,533, 
597-598.618. 628.639-640 
health  care  professionals,  role  of 
I:  101 

0:  538, 555-556.  557-558 
historical  perspectives 

U:  591-596. 632-633.644 

01:  19 
homeless  persons 

U:  674-675, 681 
insurance 


Index  •  Ih739 


I:  ill 

ID:  83,  88-89. 102.  108.  1 15.  117. 
170 

mass  imdia 

H:  534. 535. 536, 540. 541.  543 
Medicaki 

ni:  102. 108 
methodological  issues,  studies 

1:99 

n:  520-522.  524.  551,566 
minorities 

D:  517, 551 , 599. 61 8. 621 . 648 

ni;  193.  194. 196. 229 
moibidity  and  mottaliiy 

I:  99.  101.  102 

n:  505-520, 529-530 
outpatient  care 

n:549 

ni;  108 
parents 

H:  522-524. 525-526. 541-542. 566 
peers 

II:  524-525, 537-538 
physician  competence 

m:  17-19.  22.23.29 
policy  options 

I.  99.  100.  102 
poverty  and 

ni:  169 
prevalence 

1:99. 101.  102 

U:  505-520.521 
ptrvention 

I:  100-101 

U:  85, 462. 534-544. 545-546, 560- 

565 
ni:  173,  254 
professional  education 
I:  101 

U:  538. 555-556. 557-558 
ID:  19 
research 
I:  102 

n.  520-522. 523. 558-559. 561. 
562. 564-565. 567 
school  influences 
HI:  47. 54 

U:  526.  530.  535.  536  541.  544, 
554-555.  563 
school-linked  health  centers 

ni:  44. 47,  54 
sexual  activity  and 

n;  530. 531 
social  factors,  general 

n.  523. 525. 527.  534. 537-538. 
539-540 
socioeconomic  factors 

ra.  169 

n:  517-518 
treatment 

I:  101 

^       n.  544-559.  564-567 

ERIC 


set  also  Alcohol  abuse;  Tobacco  use 
Drug  Abuse  Education  and 
Prevention  Act 
ffl;229 

Drug  Abuse  Resistance  Education 
Prc^ram 

n:  538 

Drug  Abuse  Warning  Network 
n:  507-508, 514-515. 555'-556 
Drug-Free  Schools  and  Communities 
Act 
11;  563. 564 
Dru^  prescribed 
acne 
II:  180 

AIDS  and  sexually  tran^ncd 
diseases 

n:  2%-W7,  309 
birth  control 

H:  372,  373,  376-377 

m:44 
imntal  health  tiratn^nt 

11:  465^ 

E 

Early  and  Periodic  Screening, 
Diagnosis^  and  Treatment 
program 

1:55.56 
II:  247, 478 

ni:  1,44.48.99. 100.  10M04.  116. 
117.  174 
Felting  dij«orders 
II:  213  214.434 
txvnomfc  factors 
U:  13,  24 
homelessness 
U:664 

incentives,  safety  equipment  use 

U:  133-134 
independent  minors 

m:  126 
pregnancy  and  parenthood 

II:  337-338.  348.  394 
niral  areas 

in:  198 

see  aiso  Cost  faaors;  Financial 
factors;  I  unding;  Incofne. 
Poverty;  Socioeconomic  stafus 
Education  and  Human  Service; 
Consortium 
ni:  57 
Educational  factors 
1:5 

II:  63,  244 
111:  235 

accident  prevention 

U:  132-134 
ADDS 

0: 272. 275, 279-280, 286. 308. 358 
ra:  235 
delinquency,  alternatives 

7(;s 


D:624 
develojmtental  disabilities 
I:  7.  86 

D:  215, 584. 585. 608-609 
drug  abuse 

U:  535. 541-542. 563.  564 
families,  sex  and  AIDS  education 

U:  279-280. 308 
Fedexal  role 

1:  36. 65 

n:  78.  83-86.  563,  564, 619-620 

ni:  176.  196,  217,  219-220,  245, 
247-250.  258 
hon^less  persons 

U:  669-671. 677. 678.  684-685 
job  training  and  aiding 

n."  69. 87.  173. 389-394, 401. 415- 
416.  622. 684-685 

III:  178.  217.  225,  251-252.  255 
minorities 

ni:  187.  196 
tnodels 

1:  26-27,  71-72 
pregnancy  and  parenthood 

II:  342,  344. 349 
research 

I:  64 

II:  401 

sexual  activity  and  sexually 
transmitted  diseases 
1:93-94.96-97 

11:  272, 275. 278-288.  307  308. 

357-372,  395 
ni:  243 

see  also  Counseling;  Dropouts; 

Preventive  health  and  education 
measujies;  Professional 
education;  School  influences  and 
services;  Universities  and 
colleges 

Education  for  All  Handicapped 
Children  Act 
U: 183, 454. 456.  457.  471. 479-480 
lU:  262 
Eisenstadl  v.  Baird 

ni:  128 
Klderly  persons 
III:  172.  244 
Medicare 
I;  119.  120 
ni;  109-110 
Elementary  and  Secondary 
Education  Act 
U; 85. 86. 103 
Emancipated  and  mature  minors 
ri:  297. 673.  678 
lU:  125.  126-127, 131.  136. 140. 
149-150. 151 
Emergency  services 
U:  120,  121.  124.  136-137 
consent  and  confittentiality 
ID:  126.  127.  131. 137 
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dnig  abuse  and 

n:  514-516, 555-556 
homeless  persons 

U:  668. 678-687 
telqrfione  hot  lines 

n:  277, 287, 452. 468 

10:51,54. 174 
Employee  Retirement  and  Income 

Security  Act 
1:57 
m:  83 

Employer  mandates  for  health 
insurance 
m:  110,113 
Employment  and  Training 
Administration 
n;390 

10:178.251.252  | 
Empioymoil  and  unemployment 
agricultural  workers 

0:237-238,414 

HI:  176, 177.  213.  237 
discretionary  time 

D:  89. 96 
drug  al»ise 

n:  526-527 
education  and 

n.63 
Federal  programs 

n:  87. 390. 391-393. 415-416. 564 

10:29.  173.  178.217.251-252. 
251-252.255 
fetnales 

D:  36. 88 
health  insurance  benefits 

1.47,  55.  56-57. 98-99.  II 1-112 

H.  347-348 

ni:  80. 83-94  (pa^ijn).  1 10. 112. 
113, 117 
job  training  and  aiding 

U:  69.  87.  173. 389-394. 401.  415 

416. 624, 684-685 
01;  178.  217.  225.  251-252.  255 
minorities 
1:  122-123 
0;  63 

01:  178-179.  181 
poveit>'  and 

87.  98.  389-394.  401.  415-416 

01:  165.  169.  170,  178 
pregnancy,  parenthood,  and 

D:  389-390.  391-394.  397.  401, 
415^16 
research 

01:252 
school-linked  health  centers 

01:  44. 49 
self-en^loyed.  and  insurance 

01:  80,  no,  113 
wotkforce  demogr^y 

r.  121-123 
O  0:14,15,36 

ERIC 


m:  165.  178-179 
Empowerment  approaches 
I:  63, 64-65, 67. 72.  82-83. 124 
0:  39-41,99, 104. 172,  366-367,  395. 

443JM4. 445. 566-567 
m:  36, 58, 59, 60 
youth  panels 
1: 128-129 
01:  59. 60 
Environmoitai  factors 
0:  25-26. 29, 448 
01:3 

delinquetKy 

I:  106 
homclessncss 

1:  107 
nutrition  and  fitness 

1:92 
policy  <^ions 

1: 44. 45,  76-83 
regulations 

1:  32, 77-78 
see  also  Access  to  services;  Social 
factors 

EpidemiulDK>'.  see  Centers  for  Disease 
Control;  Morbidity  and 
mortality 

Ethics 
AIDS  drugs,  clinical  trials 

O;  296-297.  309 
of  ctmfi(kntiality 

1:  59.  62 

ID:  134-138.  140-141,  151-152 
pregnancy  prevention  research 
0: 357.  376 
Ethnicity,  see  Cultural  factors; 

Minorities;  specific  groups 
Evaluation  issues 
comprehetisive  service  centers 
I:  52-57. 72,  109 

ID:  30. 32. 33. 36. 38. 5 1 . 52-57, 64. 
17! 

consent  ami  confidentiality 
I;  57.  58 

m:  123.  134-135.  138.  141-150. 
151 

correctional  programs 

I-  103-104 

11:  632-644 

01:250 
delinquency-related  programs 

U:  620-626 
demonstration  projects 

1:71 

0:  252.  285 

m:  33-34.  52 
drug  abuse 

O:  536-542.  551-559.  566.  567 
integrated  services 

ni:  57-58.  66 
local  services 

0: 286-288  71* 


01:  255 
ju>-enile  justice 

I:  103-104 

01:250 
mental  health  programs 

n:  443-445, 449^51 .462-466, 486 
methodology 

I:  25. 120 
miitority-oriented  services 

m:  189. 191 
professicmal  education 

1:30-31.62. 63 

01:  28-29, 33. 57 
sdKxd-linked  IsalUi  centers 

0:  358 

01:51,52-57,64 
schools 

0:81,85 
sexual  activity,  interventions 

I:  93-94, 96-97 

0:  277, 278, 281-295. 308.  356- 

357.  358^8 
01:  243 
Exercise,  see  Riysical  fitness 

F 

Families 
1:8. 78-80.  83.84-85 
0:  3-6. 35-52.  88,  208.  347 
01:  34. 61.  125.230. 282 
adoption 

0:  50. 51. 326. 338-339.  351. 354. 

355,  398-399.471 
01:  177.  286 
Aid  to  Familtts  With  Dqjcndent 
Children 
1:  19. 55 

11:323.348.  350-351.401.415- 

416.617.664.679 
10:79.95-98.100.116.152.162. 

173.  174.  175.  225.229,  253- 

255 

chronic  illness,  costs  to 

O:  171, 178-179 
cotuiseling 

111:44 

delinquency  and  corrections 
0:  603  607, 614, 620-621.  624, 
637-638,  642 

divorce 

O:  35-36. 444.  531.605 
drug  abuse 

0:  522-524.  603-607.  614.  620- 
621.624. 637-638.642 
Federal  programs 

ID:  173 
homelessness 

0:  663-665. 666-671.688 
iasurance  costs 

01:  83 
legal  issues 

I:  58-59. 60 
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Q:49 

ID:  123, 125. 131 
legislation 

1:67 
marriage 

n:  334, 346. 347. 603 

m:  126, 198 
mental  health  problems 

n:  44(M41.448,473 
mimirity 

n:  45. 49. 279 

ni:  179. 187.  188. 190 
policy  q)ti(MU 

t  78-80. 84-85 
poverty 

ni:  159-161, 162.  169-170. 173- 
174, 243 
icscaich  on 

0:37,51,52 
sex  and  AIDS  education 

n:  279-280.  308 
siblings 

H:  440.441.605.615 
single-parent 

U:  35-36. 38,  323.  331-332, 338. 
348, 353.402. 666 

m:  162.  173-174.  190 
suppoit  by.  general 

I:  23. 25 

ffl:  159-160.  184.  188,  190 
sttppoit  for.  general 
1:78  80.106 
ni:  190. 196 
see  also  Cbild  abuse  and  neglect; 
Foster  care;  Parents  and 
paitittlng 
Family  Impact  S«ndnar 
fl:  49. 51 

Family  planning,  see  Contraception 
ami  contraceptives;  Pregnancy  and 
parenting 
Family  Support  Act 
n:  403,406.415 
HI:  173 

Fandiy  Support  Administration 
1:33 

n.  401.416.417 
ni:  173-175. 192. 214, 220. 225 
Federal  Bureau  of  Investigation 

0:  508,617 
Federal  Emergency  Management 
Agency 
n:680 
Federal  Government 
I:  1,32^.65-76.  83.117-118.  124 
m:  2-3.  29. 171-178. 191-196. 199- 

200.  213-263 
accidental  injuries 
n:  138-139 

ni:  233-235.  244-246. 252-253 
agency  survey  for  OTA  study 
Q  t  130 

ERIC 


AIDS 

D:  258. 280,  298-306,  309-31 1 
budget  de^t 

1: 119-120 
child  atnise 

1:8 

II:  43-45, 47, 49 
chronic  {^lysical  diseases 

IL  141. 183-184 
community-based  conq>rehcnsive 
service  centers 

I:  51-54 

It  414-415. 561 
con^jrehemive  services 

I:  51-54 

It  475-477 
congressitmal  committees 

1:40-44.67 

n:644 

m:  259-261 
ctmseitf  and  cxmfickntiality 

m:  123. 128-129. 152-153 
coordinatiai  of  services 

1: 40. 65-68. 76 

n:417,477,479-»80,688 

m:  3, 193. 194. 250, 252. 253-256. 
257-258 
(klinquency 

1: 104-105 

H:  621-622. 644-648 
dental  and  oral  health 

H:  242. 245-249 
drug  abuse  programs 

1: 104-105 

0:  505-506, 507-508. 555. 558- 
565.621-622.644-648 
education,  general 
I:  36,65 

U.  78. 83-86. 563.  564. 621-622 
ffl:  176. 196.  217. 219-220. 245. 
247-250 

enmloyment  programs 

D:  87.  390.  391-393, 415-416, 564 
ni:  29. 173. 178. 217,251-252. 255 

evaluation  issues 
1:65 

ffl:  65-66 
funding 

I:  32.38-39,40.47.  59.72. 87. 
119-121 

n:  78. 83. 86. 97-98, 102, 103. 104. 
141.183-184.247.298.303. 
304-306. 309-310. 376-378. 
408-417, 478-480. 483-484. 
558-565. 644, 673. 678-683. 
687 

m.  29, 48,55.  64.65,92-93.117, 
174-178, 193. 194. 196,  200. 
224-253  (passim) 
health  insurance 

1: 47,54-55.56-57.  119 

ffl: 114-115.  117 
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homelessness 

1: 106 

H:  67S-690 
local  governments,  coopwation  with 

H:  60, 87. 101-103. 563. 681-683, 
685-687 

ffl:  176. 192, 232-233. 235. 243. 
250. 252,255,262 
mental  health 

1:  99 

It  477-^0, 487-488 
ffl:  J90. 191-196. 232-233. 235. 
241.243 
military  service 
n:96 

ffl:  126. 255 
minorities 

nt  190. 191-196.241.243 
national  ytsitfi  service 

I:  78, 82-«3.  87 

H:  100.  101-103 

Ct  173, 262 
nutritirat 

n:  204-205. 219-221 
policy  optioiffi  related  to  executive 
branch 

1:  65-76.117 
poverty 

ffl:  171-178 
pregnancy  and  parenthood 

H:  398, 399, 408418 
preventive  tealth  measures,  general 

1:  32 

ID;  258 
professional  education 

nL29 
research 

I:  23, 32. 32-37. 66. 67. 68.  72-74. 
76.81,115,117 

D:  141 

ffl: 250. 262 
rural  areas 

m  199-200 
schools 

H:  78, 83-86 
sexually  transmitted  diseases 
including  AIDS 

n:  258,280. 298-306.  309-311 
States,  cooperation  with 

I:  47. 121 

H:  242. 280 

ffl:  65. 110.173, 176. 192.  232- 
233,235. 236.250,252,263 
States,  funding  conditions 

I:  47, 52-53.  60. 61-62. 65 

n:  60-61.86.87. 101-103.310. 
414.644.681-682 

ffl:  65, 250 
statistical  programs,  general 

1:32.66.67.74-76 

H:  152-153 

Ul  235.  262 
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see  also  Block  grants;  Legislation 
(specific  Federal);  Medicaid; 
Policy  issues  and  <^ions; 
specific  Federal  agencies: 
specie  health  issues 
Females 
Aid  Co  Families  With  Dependent 
Children 
1: 19. 55 

n:  323, 348. 350-351. 401. 41 5- 

416.6!7.664.  679 
ni:  79.95-98.100.  116.  152.  162. 

173. 174. 175.  225.  229.  253. 

255 

AIDS  education 

H:  286 
anonia 

ni:  185 
bifth  control 

D:  359.372. 373. 376-377.408. 410 

ni:44 
delinquency 

n:640 
developmental  processes 

n.-  17-18 
dnig  id^usc 

n:  530 
employment 

n.  36.  88 
genital  disorders 

I:  II.  17 

n:  42,  181-183.269.270-271 
mental  healA  problems 
I:  II.  14 

H:  213-214.446447.448.451.452 
nutrition 

I:  11.90-91 

U:  195.  198.  199-200.  208,211. 
212-214.  216.221 
parenthood  and  pregnancy,  general 
n:  323.  348.  350-351.  353,  359. 
373, 390. 394. 530 
school  transiticms 
I:  85,  86 

R.  72. 104. 336-337. 444. 445 
sexual  activity 
H:  324.  342-344.  352. 353. 354- 
355. 359. 373.  390. 675-676 
single  pantnts 
n:  35-36. 38.  323.  331-332.  338. 

348  353 
HI:  162.  173-174.  190 
see  also  Aboition;  Birth  rates;  Gender 
differences;  Menstruation; 
Pregnancy  and  parenting 
Financial  fadors 
access  to  services 
1:  46. 47.  51,  53.  54-57,  59-60.  83. 

110-112,  113-117 
ni:  1.30.63.77-120,  188.  189. 
198-199 
child  support,  absent  parents 


ERIC 


n:  416 
m-.  173-174 
community-based  comprehensive 
service  centers 
1: 49. 50. 52. 53 
in:  33.  39 
consent  ami  confidentiality 

III:  125.  135,  137.  138 
mental  I»alth  services 
U:  478-479. 483484 
professicmal  liability 
I:  59 
ni:  130 
school-linked  health  centers 
1:31.51 
ID:  45,47-50 
seealsi)  Cost  factors;  Funding;  Health 
insurance;  Staffing 
Firearms 
I:  79. 80-82.  88.  89.  102. 103 
D:  5.124.447.448.451.611-614. 
615. 647 
Fitness,  see  Physical  fitness 
Florida 
11.464 

ni:  49.  SO.  82.  97.  103.  t05. 107.  1 1 1 
Fluoridation 

I:  16.92 

U:  241-242,246 

III:  235 
Food  asMstance 

11:  416 

in:  178.  246.  255 
Fo«)lbatl 

U:  121.  124-125 
Ford  Foundation 

II:  404 
Foster  care 

1:  8.  19.  85 

11: 49-51 .471 . 474. 617. 6M.  666. 685 
UI:  172 

Foster  (irandpareni  Program 

II:  49-51 

ni:  172 
Foundations,  see  Nonprofit 

organizaiioiis 
4-H  clubs 

i;87 

II:  92 

in:  200.  246 
Free  clinics 

III:  34.  3741.60 
Fundini; 

I:  1 

II:  97 

IH; 35. 175 
ahonion 

U:  243 

in.  92  93 
comprehensive  service  ccnfcr.s 

1;  50-52. 53-54.  87 

HI:  30-31 . 33. 35,  38. 39. 47-48. 50 
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(fefinitional  issues,  and 

I:  5.  119-120 
drug  abuse  programs 

n;  552-553. 558-565 
family  planning  dirucs 

D:  376-378 
Federal 

I:  32.  38-39. 40.47.  59.72.  87, 
119-121 

H:  78, 83. 86. 97-98. 102. 103, 104. 
141.  183-184,247  298,303, 
304-306. 309-310. 376-378. 
408-417. 478480, 483484. 
558-565. 644. 673. 678-683, 
687 

lU:  29. 48. 64. 65. 92-93. 1 17. 
171-178. 193, 194.  196.  200. 
224-253  (passim),  258. 263 
Federal  funding  conditions  for  States 

1:47.  52-53.60. 61-62.  65 

n:680 

ni:  65, 250 
honwiessness 

n:  673. 678-683.  685 
local 

n:61.95,  483.685 

HI:  47-48.  52. 54.  55 
matching 

I:  52.54.81 
mental  Jwaldi  services 

11:478480.483-484 
pregnancy  and  parenthood  programs 

11:376-378.408417 
recreational  programs 

I:  81-82 
research 

I:  23. 32. 72-74.81 

U: 141.298.303 
school-linked  health  tenters 

ni:  47-50 
school  services 

I:  87 

U:  78.  83.  85.  86 
sports  programs 
I:  87 

see  also  Block  grants 
(I 

In  Re  Cuulf 

U:643 

Hay,  lesbian,  and  bisexual 

adolescents  issues  affectinf: 
II:  261.  262.  271-272.  277.  279.  285. 
286.  309-310.  665,  676. 689 
(Jender  differences 
accidental  injuries 
I:  17.  19.88 

11:  118-119.122.124,125.127. 
129. 131, 132.  157-158 
child  abuse 
II:  45-46 
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ctintc  utilization 

ni:  35 
chronic  diseases 

I:  17 

H:  166 
competency  of  minors 

ni:  146 
delinquency 

I:  15.  20.  102 

n:  597-598. 618. 628. 639-640 
drag  abuse 
I;  15, 20. 102 

U:  509.  510-51 1. 514.  530. 533. 
597-598. 618.  628. 639-640 
homelessness 

0:  672-673. 677-678 
mental  health 

I:  11.14 

n:  213-214. 446^7. 448.  451. 
452.458 
moibidity  and  mortality 

I:  17. 19 

H:  437 
nutrition 

I.  11.90-91 

H:  195.  198.  199-200.  202-203. 
212-213.216.221 
school  factors 
D:  66 

sexual  activity  and  sexually 
transmitted  diseases 
H:  268.  269.  270,  271.  273  274. 
306,  326.  640 
suicides 
1.98 

0:  446-447.448. 451.514 
tobacco  use 

H:  511 
utilization  of  services 

D:  458 

ni;  9-10.  35.  46.  146 
see  also  Females;  Males 
(kneral  Accounting  Oflice 
I:  54 

D:  285.  417. 531.  667.  685, 687 
(icnelic  factors 

D:  183.215.234.244,  610 
(^nital  disorders 

I:  11.  17 

menstmal  distress 
I;  11 

n:  42,  181-183 
pelvic  inftammalory  disease 

n:  269.  270-271 
see  also  Sexually  transmitted  diseases 
Geographic  factors 
1:22 

H:  36.88.  160.  166,418 
Ul:  177 

see  also  Regional  trends;  Rural  areas; 
Suburban  areas;  Urban  aicas; 
^  specific  States 

ERIC 


i!eorgia 
11:  289. 367 

m:82.  97. 103. 105.  107.111 
(firts  Ciute  of  America,  see  Girls  Inc. 
Cirk  Inc. 

n;  92  93 
Gonorrhea 

n:  265, 268-269.  306 
Government  role,  see  Federal 
Government;  State-level 
programs  and  activities; 
Tkx  alien 
(iraduate  Medical  Education 
National  Advisory  Committee 
II:  467 
(trisH^old  V.  Connecticut 

ID:  128 
iiuns,  see  Firearms 

H 

Handicapped  persons 
I:  82-83 

II:  131-132, 150. 167-173,  183-184, 

214-215.  239-240 
ni:  13.  258.  262 
costs 
I:  18.  19 

II:  164-168,  169  171 
educationally 
I:  7. 86 

II:  215, 585,  608.  614 
UI:  176.  186.  229 
insurance 

lU:  93-94 
poverty 
lU:  168 
Hawaii 

m:82,97.  103. 105.  107.  111.  191 
Hawaiian  Natives 
U:  598 

ID:  186-187. 188, 191 
Head  Start  program 

1:65 

n:  621-622 
HI:  176 
Health  Care  Financing 
Administration 
I:  33.  56 
II:  246.  478 

in:  174-175.  192. 214. 220,  225,  229, 
289 

see  also  Medicaid 
Health  care  prufcssionais 
I:  24.62-63,  106-111 
ni:  147-148 
altitudes  of 
I:  107.  108-109 

II;  161.  177-178.  182-183. 190. 

264.271  377-378.410 
III:  7.  8.  12.  14-15.  20-23.  32-33. 

51-52.  62-63, 109 
attitudes  toward 
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I:  107 

in:  7.  12-15. 17, 20-23. 24.  28-29. 
30.  32-33,51-52,62-63, 109, 
190 
availability  of 

m.  23-26 
in  c(HT^rd»mive  service  centers 

1:  53 
drug  abuse 
I:  101 

n.  538, 555-556, 557-558 
education  of 

I:  5,29,30-31,46. 48, 53,  57, 
62-63. 64,  67,  108-109 

H:  467. 483, 484-485 

ni:  190. 202 
ethics  of  confidentiality 

I:  59, 62 

UI:  134-138. 140-141.  151-152 
Federal  programs 

ID:  29. 196 
health  educaton 

ni:25 
insurance,  noni^ysicians 

m.  94.115,117 
liability 

I:  59 

UI:  130 
Medicaid,  nonphystcians  and 

ni:  104 
minority 

Ul:  190.  196 
nurses  and  nursing 

UI:  31.  35,  55,  99.  104,  1 15.  117, 
145.240 
nutritionists 

UL  22-23 
policy  options 

1:62-63.  106-111 
psychologists 

lU:  23-24 
social  woikers 

lU;  23-24.  25 
student  aid 

UI:  190.  195 
training  of 

ni:  26-29 
see  also  Nurses  and  nursing; 
Physicians;  Professional 
associations;  Specialists; 
StafHng 
Health  insurance 
111:  77-94,  115, 117,  170, 190 
abortion 

U:  174 

UI:  92-93 
alcohol  abuse  treatmem 

01:  88-89 
chronic  physical  diseases 

U:  176,  178-179 

ffl:  93-94 
consent  and  confidentiality 


I 


11-744  •  Adohsixnt  Heattti—Volum  II:  BackgmuiHi  and  the  EffecttvanBss  of  Selected  Prevention  and  Treatment  Services 


1.60 

m.  117. 136.  170 
coimactpiives 

cost 

m:  83, 84-85. 87.  88. 93. 94. 1 14 
definition  of  adolescent  health  and 
1:5 

demonstration  project 

ni:  77-81.  100 
denial  and  otal  health 

n:  245. 248 

nir  91,93 
diagiKstk  services 

01:85-86 
disabled  perstms 

ni:  93-94 
diug  abuse  treatment 

I:  111 

10:83.88-89,115.  117 
as  employee  benefit 
h  47. 55, 56-57. 98-99. 111-112 
0:  347-348 

01:  80, 83-94  (passim).  110. 1 12. 
113.117 
fomilies.  costs 

m:63 
Federal  action 

health  tnaintenance  organizations 
I:  111 

01:  17. 31 . 34.  35-36. 83.  84.  85. 
87-88. 89, 93, 99 
historical  perspectives 

0:  188. 189. 190 

01:  79,  83-84 
homelessness 

0:674 

Medicaid,  relation  to  private  infiuiers 

m:  99. 110. 112-113 
Medicare 

I:  119. 120 

01: 109-110 
mental  health  services 

1:98-99.  Ill 

0:  459,461.467. 482-483 

01:  S3.  86-88.  115.  117 
minorities 

01:  79-80 
nonphysicians.  payment  for  services 

m:  94.115. 117 
physicians  and 

I:  HI 

01;  50.  84.  99.  104.  105.  108-1 10. 
111.  I!6-U7.  175 
policy  options 

I:  47,  54-57 

01:  114-115.  117 
pregnancy  and 

1:29,97 

0:347-348,414 

01:  84. 90-93,  98 
^oirventive  services 

ERIC 


I:  HI 

m:  85-86 
psychological  and  psychiatric 
services 

01;  86. 87 
regional  trends 

m:  80-81 
regulation  of 

1:47,54 

01: 83, 87, 90-91. 92. 1 10. 112. 1 15 
scho<d-linked  health  oenieis 

01:50 
screening  services 

m:  85-86. 88 
socioeconomic  factors 

m:  77-81 
umterinsuredAuiiitsured 

1:26.27,  29,46,  110-111 

0:674 

m;  46.  52. 77-81.  82, 83. 94.  1 10, 
111-114, 169-170.  175 
see  also  Medicaid 
Health  maintenance  organizations 
I:  HI 

ID:  17. 31,  34, 35-36,  83.  84, 87-88. 
89, 93, 99 
Health  Resources  and  Sert  ices 
Adminisf  ration 
1:34 

0:  138-139. 300.  306.  309. 562-563 
ni:  29.  176.  194-195.  215.  222. 235- 
237 

Healthy  People  2000 

I:  76, 77-78.  80 

0:  26.203.  204-205.  218 

10:  241 
Hemophilia 

0;  261.277 
Herpes 

0:  265. 269 
High-Intensity  Treatimnt  and 
Supervision  program 

0:  555 

High  School  and  Beyond  Survey 

0:  63-66.  325-326 
Highway  Safety  Ad  of  1970 

O:  139 

Hispanic  Health  and  Nutrition 
Examination  Survey 
ID:  185.  188 
Hispanics 

ni:  179.  180.  185. 191. 195.436.  468 
AIDS 
I:  21.  196 
H:  286 

01:  185.195.  196.241.262 
ctUrural  factors 

ID:  188. 189.  190 
delinquency 

U:  599. 618.621.648 
dropouts  ^  ^ 

1:8-9.20  /  i  O 


0:66 
nutrition 

0:  194. 208 

UL  185,  188 
poverty 

01:  162 
ptegna.icy  and  parenthood 

I:  20-21 

0:  351,354-356 
school  influences 

01:46 
uninsured 

01:79 
see  also  Mittorities 
Historical  perspectives 
0: 13-17.  25.  91, 100. 327.  328, 

330-331,353, 378,438 
chronic  ]^ysical  conditions 

0:  164 
civil  rights 

m:  180 
clinics 

m:  35,  37, 39 
delimpiency 

0:  591-596,632-633,644 
drug  abuse 

0:  519-520. 521.534 

01:  19 
families 

0:  35 
twalth  msurance 

OI;  79.  83-84 
interagency  coordination 

01:  254-256.  257-258 
Medicaid 

01:79 
minorities 

01:  188,  201 
nutrition 

0;  208-209 
physicians 

01:62 

professional  associations 

01:  25-26 
rural  areas 

01:  198 
school-linked  health  centers 

01:41 
schools 

0:  61 

utilization  of  services 
0;  459^2 
01:  182 

lOV 

see^0^  and  HIV  iniection 

Hodgson  V,  Minnesota 
ID:  132-133 

Homelesmess 
I:  16-17. 26.  27. 29. 85. 105-106. 107 
0:51.85,263.280.663-690 
m:  61.  167. 174.  176.  192.  193,  213. 
229,  237, 249, 254,287 
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alcohol  al)U5e 
n:  665-666.675,678,681 

diseases 
0:668-671.673-674 

drug  ^wse 

0:674-675,681 
edttooionof 

D:  669-671, 677, 678. 684-685 
Federal  eSom 

L  106 
go«ier  differoKes 

0:672-673,677-678 
medtodtdogical  issues 

I:  107 

0:663,666^7 
policy  options 

I:  105-106. 107 
refugees 

m:  192 
asriskf«:tor 

I:  16. 105-106 

0:667-671.688 
State-level  trends 

0:  664.681-682 
statistical  programs 

I:  107 

0:  663,666-667,671-673 
see  also  Runaways 
Homicide 
I;  2. 8, 19,20.81,104 
0: 48. 1 17. 586. 592. 612-614. 616. 

619. 647 
01:59. 184.284 
Momussxuab,  see  Gay,  lesbian,  and 
bisexual  adolescents,  issues 
afHecting 
Hospitals  and  hospitalization 
0:  617.681 
m:  1M2. 199 
access  to  services 

m:  32.  34 
accidental  injuries 

0:  120. 121. 124. 127 
chronic  i^ysical  conditions 

O:  151,152. 153-154,  155, 169 
clinics 
I:  109 

ffl:  17.31,32-34,  35-36 
dmg  abuse 

0:  550 

m:  108 
mental  health 

1:62 

0:452-453.459^1.462-463.469. 
486 

m:  34. 86-87. 106-108. 130.  134. 
145 
minorities 

01:11-12 
l^iysictan  screening  of  hospitalized 
adolescents 
O  ni:20 

ERIC 


utilization,  general 

m:  11-12.32,34.87 
see  also  Commitment  (invriuntaiy) 
Hmisebold  Survey  on  Drug  Abuse,  see 
NIDA  Household  Survey  on 
Dmg  Abuse 

1 

Idaho 

m:  82. 97. 103. 105, 107.111.127 
I  Have  a  Dream  Project 

0:80-81 
Dllnois 

0:  476-477 

01:49.82.97. 103. 105.107.111 
Immigi^tion  and  immigrants 

01:  181, 182.186, 192 
Imtnigration  Reform  and  Control  Act 

01:  192 
lmmimi»tioi^  see  >&ccii«s 
Improving  Social  Awareness/Social 
Prt^m-Solving  Project 

U:  443, 445 
Income 

1:  5,119.  160 

U:  348 

01:  78, 162. 167-169 
see  also  Povcny  ;  Socioeconomic 
status 

Indian  Education  Act 

01:249 
Indian  Health  Service 

I:  27.  34 

0:  237.562 

01:  193.  195.215. 222. 237 
Indiana 

01:  82. 97. 103. 105. 107.111 
Indians,  see  American  Indians;  Alaslsa 
Natives 

Individual  benefits  management 

01:94 
Individual  diflerenoesi 

0:  26,79,345-347, 525-526 

01:  147 

delinquency  factors 

0:  607-614 
emancipated  and  mature  minors 

0:297.673,678 

m:  125. 126-127, 131. 136, 140, 
149-150, 151 
intelligence 

I:  103 

II:  68-69,  70,  342.  609. 616, 621 

m:  125,  128. 140.  147 
mental  illness 

0: 439^,446^ 
nutrition 

O:  195 
resilient  children 

10:  166-167 
sexual  activity 

0:  340-341 

77-; 


Infants  and  children  of  adolescents 
0:  339. 399. 401-417  (passim) 
m:44 

Ii^uries,  see  Accidents  and  injuries 
The  Ii^ury  Fact  Book 

0: 128 

Inpatioit  care,  see  Hf^ttals  and 
hoqntaiiatioa;  Residential 
ueatnieitt  progiaim 
Institute  of  Medkine 
O:  373, 465, 469. 477. 488. 546. 558 
m:  30. 255 
Insurance,  see  Health  insurance; 

Medkaid;  Medicare 
Intdligence 
I:  103 

0-  68-69, 70, 342. 609, 616. 621 
m:  125. 128. 140, 147 
Interdisciplinary  approach,  see 

Multidisciplinaiy  approach 
International  Center  for  Integrative 
Studio 
01: 41  « 
Iowa 

01:49.  82.97.  103.  105.  107,111 
J 

Job  Corps 

0:  390.391.416,564 

01:252 
JOBS  program 

O:  415-416 

01: 173 
Job  training  and  aiding 

O:  69. 87. 173. 389-394. 401. 415- 
416, 624. 684-685 

m;  178,217. 225.251-252.255 
Job  Training  l^rtnershlp  Act 

O:  87, 416 

DL  178.217.251-252 
Juvenile  courts 
1:  103-104 

O:  470-471. 555. 585. 626-628. 636- 
637.648 

01:  125. 126. 171. 183, 1%.  250. 253 
Juvenile  delinquency,  see  Corrwtional 
programs;  Delinquency; 
Probation 
Juvenile  JiBtice  and  Delinquency 
Prevention  Act 
0:633.644. 672. 682 
01:  250. 253 

K 

Kaiser  Permanente 

ID:  35-36 
Kaleidoscope  Program 

D:  47&477 

01: 82, 97, 103.105. 107.111.124 
Kentucky 
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ni: 49. 82. 97. 103, 105.  107,  111 

L 

labeling 

n;217 
Language  issues 
n:  76. 104 
ni:  189, 192 
Legal  issues 
abonion 
D:  338 
access  to  services 
1:46.47. 57-62.  63.  83.111 
n:  296-297, 309 
m:  134-135. 136. 138,  151.  152 
AIDS  drugs,  clinical  trials 

n:  296-297, 309 
child  sui^rt,  absent  parents 
D:  416 
ni:  173-174 
commitment  of  minors 
1.58.60-61.62.99 
D:  458-459. 471.  567 
ni:  130. 140. 144 
consent  and  confidentiaiity 

I:  47. 57.  58. 60-62. 99. 1 1 2- 1 H 
n.  377-378. 398. 410. 41 1. 458- 

459.471.566.567 
in:  123-135.  138. 139-140. 150. 
151-152. 153 
of  delin({uents 
n:  633.  645 
families 
I:  58-59.  60 
H;  49 

HI;  123.  125.  131 
financial  liability 
1:59 

m.  124. 125,  130 
powcrlessness  of  adolescents 
1:4 
n;27 

see  also  Consent  and  confidentiality; 
Correctional  programs;  Crimes 
and  criminals;  Delinquency; 
Juvenile  courts;  Litigation 
I^istatiun 
access  to  services  (model  State 
statute) 
III;  47.  59-60 
compieheasive  .service  centers 
I:  52-54 

consent  and  parental  notificarion 
I:  47.  57.  58.  60-62.  99.  11 2- in 
Ul:  I23-1.V5.  1.^8.  150.  1.52 

contraceptives 
U:  378 

dtug  abuse 
11:  528.  543 

families 
1:67 

fireanns 
id 

ERIC 


n:  451.612 
health  iruurance 
ID:  83 

safety  equipment,  vehicles 
h  89 

U:  130-131.134-136 
U'gislation  (specific  Federal) 
Adoption  Assistance  and  Child 
Welfare  Act 

U  :  50.  51 
Anti-Dnig  Abuse  Acts 

U:  559-560,  687-688 

ni:  231-232 
Budget  Enforccnwnt  Act 

I:  119.  120 
Child  Abuse  Prevention  and 
'Treatment  Act 

lU:  176 
ChiTKse  Exclusion  Act 

in:  180 
Civil  Rights  Act  of  1964 

in:90 

Community  Mental  Health  Centerii 
Act 
11-  477 

Comprehensive  Plaiuiing  for 

Mentally  111  Individuals  Act 

II:  454 
Controlled  Substances  Act 

II:  560 

Cranston-Gonzales  National 
Affordable  Housing  Act 

II:  665.681-682 
DcvelojMnental  Disabilities  Act 

ni:  176 

Disadvantaged  Minority  Health 
Improvtment  Act 
III.  m,  243 
Drug  Abuse  Education  and 
Prevention  Act 
ni:  229 

IMjg-Free  Schools  and  Communities 

Aa 
11:  563.  564 
Education  for  All  Handicapped 

Children  Act 

II:  183.454.456. 457.471. 47<M80 
lU:  262 

Elementary  and  Secondary  Education 
Act 

11:  85,  86,  103 
Employee  Retirement  and  Income 
.Security  Act 
I:  57 
III:  83 

Family  Suppcm  Act  of  1988 

II:  403.406,415 

lU;  173 
Highway  Safety  Act  of  iM70 

II;  139 

Immigration  Refomi  and  Control  Act 
of  1986 

77  o 


IH:  192 
Indian  Education  Act  of  1988 

HI:  249  ' 
Job  Training  l^aitnership  Act  of  1982 

D;  87 

lU:  178.217.251-252.416 
Juvenile  Justice  and  Delit^uency 
Prcventi<Mt  Act 
H:  633. 644, 672. 682. 687 
UI:  250.  253 
Missing  Children's  Assistance  Act  of 
1984 
n:687 

National  and  Community  Service  Act 
of  1990 
I:  78. 82-83.  87 
a  101-103 
ni:  173.  262 
National  Ai^renticeship  Act  of  1937 
tt:  87 
ID:  252 
National  Consumer  Health 
Information  and  Health 
Promotion  Act  of  1976 
lU;  241 

Native  Hawaiian  Health  Caie  Act 
HI:  191 

Omnibus  Budget  Reconciliation  Acts 
I:  55,  119 

II:  400.411.413. 478 
lU:  79.98,  99-100.  101.10.3.110. 
115. 116. 117.  175 
Omnibus  Crime  Control  and  Safe 
Streets  Acts 
U:644 

Pregnancy  Discrimination  Act  of  1 978 
I:  97 

0:  347.  399-400 
HI:  90-91.82,  115.  117 
Public  Health  Service  Act 
I:  60 

II;  285, 305.  345.  398.  399. 408- 

413.671 
III;  43.  50.  99.  132. 153.  177. 

243-244 

Runaway  and  Homeless  Youth  Act 

II;  671.682-683.685.688 

lU;  176.  229.254 
Runaway  Youth  Act 

UI:  37 

Ryan  White  Comprehensive  AIDS 
Resources  Emergency  Act  of 
1990 
II:  306 

School  Drop<>ut  Demoruitralion 
Assistance  Act 
H:  86 

Secondary  Schools  Basic  Skills 

Demonstration  Assistance  Act 

11:86 
Sixrial  Security  Act 

1:60 
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n.  138,399,400,414-tl5 
in:  100.  153.  173-177.  J94. 229. 
235 

State  Compiehensivc  Menial  Health 
Services  Plan  Act 
1.99 
n:479 

Stewait  B.  McKinncy  Hon«less 
Assistance  Act 

U:  671, 679-681 

ni;  249.  262 
Uniform  Minimum  Drinking  Age  Aa 

n:  543 

Young  Americans  Act  of  1990 
I:  65. 67 

Ijcisure  time,  see  Discretionary  time. 

Sports  and  recreation 
IJbi^ries 
n:96 

Licenses  and  permits 
1:81 

n.  134135, 557, 566 
Life  Planning  Project 
n:  390 

Life-Skills  Training  pn>sram 

n-  444, 445.  539-540 
Litigation 
consent  and  confidentiality 
1:57, 60.61,  112 
0:  398 

ni:  123, 125-133  (passim).  139- 
140,  149  151 
mental  health  services 

U:  471 
pregnancy  counseling 

fl:  411 
torts 

ID:  124.  125,  139 
see  also  Juvenile  courts;  Supreme 
Court;  specific  cases 
Local  program**  and  activities 
chronic  physical  conditions 

D:  173 
coordination 

ni:  57-59,  250 
delinquency 

U:  286-288 

ni;255 
dental 

11;  245 
evaluation 

n:  286-288 

ni:  255 
family  support 

n:  50 

Federal  cooperation  with 

U:  60,  87.  101-103.  5bX  681-683, 
685-687 

ni;  176, 192,  232-233.  235.  243. 
250.  Z52. 255.  262 
funding  by 
^         n:  61. 95, 483. 685 

ERIC 


IB:  47^8,  52.  54, 55 
homelcs!^  pcr&ons 
n. 

matching  funds 

I:  52. 54 
menial  health 

U:  483 
sex  and  AIDS  programs 

11.  280, 286^288, 295.  358 
statistical  programs 

I:  74-76 

also  Community-based  programs 
and  activities;  School 
influences  and  services;  specific 
Suites 

liungiludinal  studies  mcthodolt>By 

I:  23»  25 

li:  70. 71,  337-338,  524.  585. 589- 
590.606 

Ul:  169,  171.254 
l/)ng-l«rm  care 

Ul:  93-94 
l;ouisiuna 

Ul:  82.97. 103.  105.  107.  Ill 

M 

Maine 

ID; 82,  97.  103.  105.  107,  1 1 1 
Males 
II:  325,  326,  351 
accidental  injuries 

I:  17. 19,  88 
AIDS 

II:  258,261,262,  263 
delinquency 

11:  589. 603, 613-*14, 615.  618. 
677-678 
developmental  processes 

U:  18 
fathere,  adolescent 

11: 332, 333. 341 , 347, 405^06, 4 1 6 
homeless 

II:  664.  677-678 
mental  health  problems 

I;  U.  14 

II:  447. 448.  451 
minority 

1:  15,  20 

11:332.333,341.347.  351.352. 

589.  603.613-614.615.618 
10: 196. 243 
nutntion 
II:  213 

school-linked  health  centers 

HI:  46.  56 
sexual  activity  and  outcomes 

I:  93-94.  96-97 

II:  332. 35 1 . 352, 377. 388-  389, 4 1 8 

III;  243,  325,  332 
see  also  Gender  differences 
Marriage 
11:334.346.  347.531,605 

/  /  i) 


Ul:  126. 198 
divorce 

n:  35-36. 444.  531.605 
Maryland 
n:  289. 337-338. 339. 445 
ffl:  29. 53. 82, 97. 103. 105, 107, 1 1 1 
Massachusetts 
U:  136-137, 242-243.  277,  290, 638. 

668-669. 670. 676, 684-685 
111:27, 82.97. 103. 105, 107.  111 
Mass  media 
U:  90-91, 277. 287-288. 326. 368 
111:51,56, 148 
drug  abuse  prevention 

U;534,  535.536. 540.541,543 
television 

II:  90-91,  208,  287-288,  345, 368 
Medicaid 
1:5, 19,27,40,47,54.55-57 
111: 48.  79.81.94-110,  111,  112-113, 

115-117, 174-175, 229 
abortion 
H:414 
ni:  174 
age  factors 

Ul:  95,  289 
consent  and  conficfcntiality 

lU:  152,  153,  175 
correctional  facilities 
I:  104 
11:640 
cost  factors 
1:  56 
U:  323 

in:4,  95.  96.  116 
demonstration  programs 

HI:  99. 100 
dental  and  oral  health  care 

U:  242,  247.  248 
drug  abuse  tieaimcnt 

III;  102,  108 
eligibility 

1:56, 104,111-112,116-117 

n:642, 669 

111:  65, 94, 95-100.  105. 107,  108, 
116-117,  170,  175,229 
enrollment  and  expenditures 

III:  4,95,%,  116,  175.  289 
family  planning  services 

lU:  93. 96 
medically  needy  programs 

Ul:  96-97 
mental  health  services 

U;  467, 478,  482 

Ul:  106,  108 
nonphysicians,  payment  for  services 

Ul;  104 
outpatient  services 

lU:  106,  107.  108 
outreach  services 

I:  56-57 
pediatriciaas 
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ni:99.  109.  115 
I^ysicians'  paitkipation 
I-  111.119 

10:50.99.104, 105.108-110.111. 
115.  116-117. 175 
policy  (^nions 

L  47, 54-56 
pregnancy  and  parenthood  services 

0:  400. 413-414 
preventive  seivioes 

1: 55 

private  teallh  insurmice.  relation  to 

m:  99, 110.  112-113 
regional  difiierences 

m:98, 108.  116-117 
schod-linked  tealth  centers 

ni:  46, 48.50.52 
screening 

I;  55, 56 

ni:  1,48.  99.100.  101-104.116. 
117, 174 
qxcialists 

in:in 

State-level  issues 
I:  52. 56-57, «) 

HI:  94-1 17  (passim),  152, 170. 174. 
175,  '99.  229 
utilization  o'  services 

m:  4,95.96,116, 175.  289 
ste  also  Eariy  and  Periodic  Screening. 
Diagnosis,  and  Treatment 
pn>gram 
Medical  services  and  Ireatimnts 
ftccictental  injuries 
n.  119-120. 121,  124,  127. 136- 
137. 141 
adequacy  of  for  adolescents 

ni:  61-64 
chronic  physical  conditions 
U:  151. 152,  153-154, 155, 169- 
173. 175. 176. 177-179, 180- 
182 

consent  aiK)  confidentiality 

m:  123-153 
correctional  facility  inmates 

fl:  633,  639-642,  645 
definition  of  adolescent  teallh  and 

1:4 

school-linked  health  centers 

m.  43. 44 
vaccines 

m.  145,  188,  235.  240 
sre  also  Diagnosis;  Emergency 
services;  Health  care 
professionals;  Hospitals  and 
hospitalization;  Outpatient  cait; 
Screening 
Medicare 
I:  119.  120 
m.  109-110 
Menjitruation 
I:  11 


II:  42, 181-183, 195,  213 
Mental  health  and  illness 
1: 4,11.14, 18,  97-99,100 
H:  99, 159. 171-173,  336-337. 338- 
339,433-488,  526,551.556 
ni:  61,254,  255,286 
access  to  services 

1:98-99. 100.  n  I 

n-  466-169, 482 
block  grants 

1:60 

n:  478-479. 561, 564. 679 

in:  153 
commitment  of  minors 

I;  58, 60-61.  62, 99 

n:  458-459, 471. 557 

ID:  130. 140, 144 
communiiy-ba^  efforts 

H:  450-451 , 470,483, 486, 549, 552 
consent  oikI  confidentiality 

I:  57. 58,62,99 

m:  130,  131,  133-134. 140,  144, 
145-146, 147, 153 
coordination 

H:  453-454,469-472, 477. 479^80 
cost  factors 

n:  461. 474,  477 
definitional  issues 

n:  454. 455.  464.  549 
delinquency 

It  583. 629-630. 639-640 
demonstration  pnyccts 

11:  472-477. 482 
depression 

n:  176. 434.  436.  465 

IB:  186 
diagnosis 

I:  97.  108 

U:  433, 434,  437.  439.  467 

ni:  16-17,31,63 
drugs  for  treatment 

II:  465- »66 
eating  disor&rs 

H:  213-214,434 
evaluation 

H:  443-445, 449^5 1 , 462-466, 486 
families 

n:  440-441,448,473 
Federal  programs 

1:99 

U:  477-480, 487-488 

HI:  153,  190,  191-196,  232-233. 
235,241,243 
financi^  factors 

H:  478-479, 483-484 
funding 

fl:  478-480, 483-484 
gender  factors 

I;  11. 14 

IL  213-214, 446-447,  448. 451. 
452. 458 
homeless  persons 

77/ 


11:  668-669, 674 
hospital-based  services 
1:  62 

D;  452453,459-461 .462-463. 469, 
486 

HI:  34.  86-87, 106-108, 130. 134. 
145 

identity  development 

fl:  20, 21 
insurant 

1:98-99,  111 

n:  459,461,467,482-483 

m:  83,86-88. 115.  117. 170 
Medicaid 

0:467,478, 482 

ni:  106,  108 
minorities 

n:  436. 447, 458, 461  -462, 467. 
468, 482-483 

ID;  183. 185, 186, 188. 193  194 
moibidity  data 

I;  97, 100 

n.  433^1.446^,  486 
muluple  problems 
I:  22-23. 25,  26,  29 
01:61 

nutrition  and  eating  disorders 

11:213-214. 215-216,221 
outpatient  care 

1:62 

11:460-461,464-465.482 

ID:  87.  106-108.  134.  145 
policy  t^otts 

I:  97-99.  100 
preventive  measures 

D:  448-477. 481-482 
research 

1:  99.  100 

D:  480, 482, 485^6 
rural  areas 

m:  198 
school -linked  health  centers 

D:  443-444. 449450, 453, 47M72 

lU:  44. 46-47 
school  transiticHS 

I:  85. 86 

0:66-67,71-72,  104,  444, 445 
social  faaors 

11:441,442,  448.474-475 
State-level  programs 

fl:  471. 479 
statistical  activities 

I:  100 

II:  438.  454-456. 482 
stress  and  injury 

H:  131.  167-168 
utUization  of  services 

I:  98-99 

U:  454462 

m:  87 

see  also  Alcc^ot  abuse;  Counseling; 
Drug  abuse;  Psyclwlogical  and 
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psydiiatric  services;  Suicide 
Moitor  influence 
n:  389. 390  391 
m:  173, 191 
M(rttrad  of  OTA'S  study 

I:  6. 127-141 
M^bodi^»gkal  issues 
diild  abuse 

n:  45, 606 
confittentiality  studies 
h  108 

delmciwaK^  tretfment  studies 

t:  635-636 
diug  abuse  studies 

1:99 

n:  5^522, 524.  551.566 
evaluation,  general 

L25, 120 
homcJcssnc&s 

1:107 

n.  663, 666-667 
longitudinal  studies 
I:  23.25 

H:  70. 71. 337-338. 524. 585.  589- 

590.606 
m:  169, 171.  254 
Medicaid  enrollment  and 
expenditures 
m;  4. 95. 289 
nutrition  and  fitness 
1:90 

pregnancy  prevention  research 

H:  357. 365 
pivventicm  program  design 

1: 23-25. 120 

0: 445^146 
suicitfe  studies 

n;439 

see  also  Definitional  issues 
Michigan 
n:  96,  238 

m:49, 82. 97, 103, 105, 107. 1 U .  191 
Migrant  and  seasonal  workei-s 

H:  237-238. 414 

ffl:  176, 177.  213.  237 
Military  service 

n:  96, 262,  263 

m:  126. 255 
Minnesota 

I:  14 

n:  47. 161.  238.  132-133.  272,  285. 

386.437,439,505,507 
ffl: 41. 51.82.97.  103, 105, 107,  ill. 
133.  181. 198, 199 
Minorities 
1:1.2. 10.19-20.  29.91,115.116 
m:  1-2. 178-196,  199.<201. 241. 243, 

328-329 
abortion 
m:  185 
n:  353-354 
access  to  services 


1:27 

n:  467, 468 
m:  187-196 
accidental  injuries 

a  123. 124, 127-129 
ni:  183.  184.  186 
AIDS 
1:21.196 

D:  262, 263. 268, 271. 272, 279, 
280, 286, 304. 309 

ni:  183.  185. 195.  196. 241 
attinides 

ID:  181.  191.262 
child  abuse 

n:45 

chronic  physical  diseases 

1:90 

n:  166 

m:  186 
con^)etency  of  minors 

ni:  147 
culniral  fmors 

D:  67, 99, 599 

ni:  179-181,  182,  183. 184. 186- 

192  (passim),  194.  196.201, 

2)2.250 
delinquency  and  corrections 
I:  15. 20,  102. 103 
D:  598-600, 601. 613-614, 618. 

619,628.630-631.632.646. 

54g 

ffl:  171.  183.  184-185.  187. 196, 
250 

dental  and  oral  health 

n:  232.  235,  236-239.  244-245. 
247-248 
develofHiwntal  processes 

ID:  181 
discretionary  time 

11:93 
dropouts 

I:  8-9. 20 

m  61-63,66 

m:  185 
drug  and  alcohol  abuse 

n:  520-522.  524. 551.  566 

in:  183,  185, 186.  193,  194. 196, 
229 
education 

ffl:  187. 196 
employment 

I:  122-123 

II:  63 

ni:  178-179, 181 
cv^uation  of  services 

m:  189. 191 
families 

0:  45.  49.  279 

ffl:  179. 187. 188.  190 
Federal  programs 

ffl:  190,  191-196.241,243 


healdi  {uoblnns.  general 

1: 19-21 

ffl:  183-187 
historical  perspectives 

ffl:  188. 
hospitalization 

nL  11-12 
insoiaiwe,  uninsured 

HI;  79-80 
males 

I:  15. 20 

D:  332, 333.  341.347.351.352. 

589,603.613-614.615.618 
nt  196, 243 
mental  health  and  illitess 
n:  436. 447, 458, 461-462, 467, 

468.482483 
UI:  183, 185, 186, 188. 193-194 
policy  opticns 

I:  117 
poverty 

1:21,27, 102,116,117. 123 
ffl:  161. 162, 164. 165, 179.188, 
191 

pregnancy  and  parenthood 

1:20-21 

n:  332-335.342.349.  351-356, 
378. 676 

nt  183. 185, 186  187 
prejudice  toward 

ffl:  181. 183. 184, 190 
preventive  health  interventions 

III:  188, 254 
professionals 

ffl:  190 
regicHial 

ffl:  184, 199 
risk  factors,  general 

ffl:  179. 182-187 
sdrool  influences  ami  programs 

I:  86, 87 

n:  67, 69.  70.  78. 82.103-104 

ffl:  46, 196 
sexual  activity  and  sexually 
transmitted  diseases 

n:  263.268. 271.272,279,280. 
286.  304.309, 351,352-356 

ffl:  183.  185 
urban  areas 

HI;  182, 184, 185 
utilization  of  services 

n:378 

ffl:  10-12.46,  179.  182-183,188 
workforce 
I:  122-123 
ffl:  178-179 
see  also  Culnual  factors;  specific 
groups 
Miranda  rights 
ffl:  146 

Missing  Children's  Assignee  Act  of 
1984 
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n:687 
Mississippi 

m:  82. 97.  103.  105.  107. 1 U.  127 
Missouri 

n-  391 

m:82. 97.  103.  105,  107.  Ill 
Models 

community  comprehensive  service 
oenieis 
I:  53 

D:  79-83.  475-477 

ni:  35-JI.  56-57 
delinquency 

I.  103 
educational 

1:26-27.71-72 
health  insurance 

ni:  U7 
integrated  service  deliveiy 

ni:  57.  58 
legislation 

I:  47.  59 
patenting 

I:  83.  85 

II:  50-51 
sctKml-linked  health  centers 

ni:  41-57 
see  also  Demonstration  projects;  Role 
models 

Monitoring  the  Future/iligh  School 
Seniors  Survey 
VL:  505.  506. 509-510.  517.  519.  520. 
590 
Montana 

ni:  82.  97.  103. 105.  107.  1 1 1 
Morbidity  and  mortatiiv 
1:2.4.7-8.9-23.75 
VL:  25  26.48 
ni;  4, 57.  282-288 
accidental  injuries 
1:  88.  90 

H:  117-132.  139-140 
bladis 

I:  19-20 

ni:  183-185 
chronic  physical  diseases  and 
disorders 

I;  10-11. 17. 89-00. 91 

II:  150-161.  163-168.  J74  175 
dental  diseases 

1:91-92 

U:  231.232.235-240 
dmg  abuse 

I:  99.  101.  102 

B:  505-520.  529-530 
gender  differences 

I:  17.  19 

H:  437 
mental  health  problems 

I:  97,  100 

H:  433^1.  446-448.  486 
minorities 

ERIC 


ni:  183-187 
nutrition  and  fitness 
I:  90-91.92 

n:  202-203.205.  208,210-211. 
214,215 
rural  adolescents 

m;  197-198 
sexual  activity  outcomes 

I;  93. 94 

II:  257-271,  326-337 
see  also  Accidents  and  injuries; 
Homicide;  Suicide 
Motor  vehicles 
accidental  injuries 
I;  2. 14.  16, 76,  88.  89 
II:  118.  120.  121-123,  126. 127- 
128, 129-131.  133,  139,529- 
530. 585 
111:  183.  186.  197.  217-218.  235, 
244.  245,  246.  252-253,  262 
driver  education 

II:  133 
intoxicated  drivers 
1:  14, 16.  88 

U:  122.  129-130.  516.  529-.S.30 

UI:  18,  137 
Multidisciplinarv  approach 
I:  72,  73 
n:470 
m:  57-59 
clinical  services 

II:  297 

lU:  31.35.36.  37^1.57 
professional  education 
I:  62 

IH:  29,  57.  64 
see  also  Comprehensive  health  cair 

N 

Narcotics  Anunvmuus 

II:  548-549 
National  Academy  of  Sciences 
n:  196-199.  200'.  201.  202,  203,  208. 
2 JO.  340, 342,  343. 344. 345. 
357.  395. 396,  397,405,411 
III:  250 

National  Adulesceni  Student  Health 
Survey 
I:  63.  80.  88. 98 

C:  124,  127,  130,  216,  217.  221,  272. 

275,  280,  289.  294, 437,  505, 

506,  510 
m:254 

National  Ambulatory  Medical  Care 
Survey 

11;  119  120,  152.  154,  179-180,454, 

456,  673 
ni:  8-11.13.  182 
National  and  Cummunilv  Service  Act 
of  1990 
1:  78. 82-83.  87 
11:101-103  , 

7/:' 


ID;  173.  262 
National  Apprenticeship  Act  of  1937 

fl:  87 
UI:  252 

Natiimal  Association  of  Addiction 
Treatment  Personnel 
H:  556-557 
National  Association  of  Alcoholism 
and  Drug  Abuse  Counselors 
H:  557 
H:  294 

National  Association  of  Slate  Boards 
of  Education 

I:  27 

National  Cancer  Institute 

D:  179.  221 
National  Center  for  Health  Statistics 
U:  117-118.120.185.  221,324.325. 

354. 438 
III:  8.  165.  182,  236 
National  Center  on  Child  Abuse  and 
Neglect 
I:  8 

11:43-45,47.49 
National  Children  and  Youth  Fitness 
Studies 

n:  206,  208 
National  Coalition  for  the  Homeless 

H:  670 

NaticHiat  Commissifm  on  the  Role  of 
the  School  and  Community  in 
Improving  Adolescent  Health 
I:  27,  71-72 
Natirmal  Commission  To  Prevent 
Infant  Mortality 
n:  407,  417 
National  Conference  of  Catholic 
Bbhops 
I:  53 
III;  51 

National  Consumer  Health 
Information  and  Health 
Promotion  Act 
lU:  241 
NatitHial  Crime  Survev 

n:  589. 590, 594 
Natifmai  Drug  and  Alcoholism 
Treatment  Unit  Survey 
11:546-547,550.553.566 
National  Electronic  injury 
Survrillaiice  System 
H:  121 

National  Evaluation  of  School 
Nutrition  Programs 
U:  195 

National  Health  and  Nutrition 
Examination  Survey 
H;  153,  159.  161.  162-163. 181. 194. 

221,239,  258 
UI:  165.  184 
National  Health  Interview  Study 
I:  17.  19,  152-153 
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n:  42, 118-119.  149. 150.  156-159. 
164, 194,221.280,436,454- 
45.5, 456. 457 
m:  8-12, 165. 167-168, 197, 235. 254 
National  Health  Poiicv  Forum 

n: 50.415 
NatioiMl  Heart.  Lung,  and  Blood 
Institute 

n.  221 

National  Highway  TralTic  Safety 
Administration 
n:  117-118,135,  139 
m:  252-253 
National  Hospital  Discharge  Survey 

D:  151. 152. 153-154 
National  Institute  for  Child  Health 
and  Human  Development 
fl:  139,301,302 
Natiimal  Institute  of  Dental  Research 

H:  232. 235-239.  247.  248 
National  Institute  of  Justice 

ni:  250. 253 
National  Institute  of  Mental  Health 
n:  303. 440. 454. 455-t56. 457-462. 

477. 480. 488, 526 
ni:  193-194, 232-233 
National  Institute  on  Alcoholism  and 
Alcohol  Abuse 
H:  559. 560, 561-562. 564, 681 
National  Institute  on  Child  Health 
and  Human  Development 
I:  32, 121 
UI;240 

National  Institute  on  Drug  Abuse 
n:  503. 505-506,  507-508,  510.  513. 
514-515, 517-520, 555. 558- 
559.  561. 562, 564. 681 
ID:  230-232 
National  Institutes  of  Health 
I;  34 

n:  221. 243. 300-301.  304.  305 
ni:  200. 215-216.  222-223, 237-241 
National  Invitational  Conference  on 
Health  Futures  of  Adolescents 
n:28 

National  Longitudinal  Survey  of  Labor 
Market  Experience 
n;  324. 332. 334, 348.349 
National  Longitudinal  Survey  of  Young 
Adults 
D;  530 

National  Medical  C^re  Utiitxation  and 
Expenditure  Survey 
n.-  131, 169,  170-171 
National  Mental  Health  Association 

n:  456. 470 
National  Plan  for  Research  on  Child 
and  Adolescent  Mental 
Disorders 
1:99 

National  PRIDE  Survey 
H:  505. 506, 51 1.519 


National  Research  Council 

H:  135, 373 
National  School  Safety  Center 

0:  124 

NatiomI  Science  Foundation 

1:36 
m:2l6 

National  Statistical  Survey  of 
Runawav  Youth 
11:  671 

National  Survey  of  Adolescent  Males 

n:  325,  326,  351 
National  Survey  of  Children 

fl:  339 

National  Survey  of  Family  Growth 

D:  324,  326.  327.  350.  352. 354, 373 
National  youth  service 

I:  78, 82-83.  87 

H:  100, 101-103 

UI:  173.  262 
Naticmal  Youth  Survey 

H:  589-590. 594. 595*.  598. 599, 61 1, 
646 

Nationwide  Food  Consumption 
Survey 

n:  195 

Native  Americans,  see  Alaska  Natives; 
American  Indians;  Hawaiian 
Natives 

Native  Hawaiian  Health  Care  Art 

111:  191 
Native  Hawaiians 

m:  186-187.  188.  191 
Nebraska 

m;82.97. 103.  105. 107.  111.  124 
Nevada 

ni:  82.  97.  103.105. 107.111.127 
New  Chance 

n:  405 
New  Hampshire 

III;82.  97.  103.  105.107.111.127 
New  Jersey 

I:  51-52 

D;  677.  687 

m:  43, 49, 82.  97.  103. 105. 107. 1 1 1 
New  Mexico 

ffl:  82.  97. 103. 105.  107.  Ill 
New  York 

I:  52 

II:  297.  539,  640, 666,  670,  676, 677 
in:  34-35. 39^1. 43, 49.  82. 97. 103. 
105. 107.  111.  191 
NIDA  Household  Survey  on  Drug 
Abuse 

D:  505-506.  510,  517..  517-520 
Nonprofit  organizations 
1:26.71-72.  120-121 
U:  678 

lU:  65.  252.  256 
Ford  Foundation 

n:404 
involvement  in  study 


I:  127 

National  Science  Foundatim 

I:  36 

ni:  216 
Pew  Memorial  Tiust 

0:676 

Robeit  Wood  Johnson  Foundation 
H:  472. 477, 673, 676 
HI:  33. 41. 42, 46. 47, 56.  170-171 
school-linked  health  centers  funding 
ni;47 
NORPLANT 

H:  376 
North  Carolina 
n:  124,471 

ni:  82.97. 103,  105.  107,111 
North  Dakota 

m:  82. 97, 103. 105.  107.  Ill 
Nurses  and  nursing 

H:  370 

m:  31. 35. 55. 99. 104.  ]  15. 117, 145. 
240 
Nutrition 
I:  11,90-91.92 

D:  193-206. 207. 208-214,  243-244, 

639.  673, 679-680 
IB;  47, 61. 176.  178,  185-186. 188. 
193.  225. 235. 246.  254. 255. 
284,668 
age  factors 

H:  198, 199.  216 
chronic  diseases,  and  fitness  and 

H:  195,200,202.210-211.215.221 
definitional  issues 

n;  193.202.208 
developmental  processes 

U:  194-195. 198. 199.  206 
eating  disorders 

II;  213-214.434 
females 

1;  11,90-91 

n:  195.  198.  199-200.208,211. 
212-214.  216.  221 
food  assi^ance 
H;  416 

ni:  178.  246. 155 
policy  options. 

I:  90-92 
professionals 

ni:  22-23 

o 

Obesity 
1:  21'.  91 

H:  37.  202.  208.  209-210.  218-219 
m:  185 
Office  for  Substance  Abuse 
Prevention 
D:  25-26.  503. 522.  561 
111:229 

Office  for  Treatment  Improvement 

H:  561 
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m:229 

Office  of  ClilW  Support  Enforcement 

m:  173-174 
Office  of  Community  Services 
m:  174 

Office  of  Disease  Prevention  and 
Health  Promotion 
m:  241, 253, 563 
Office  of  Fanrfly  Assistance 
n:  401 
ni:  173 

Oflice  of  Human  Development 
Services 

I:  33 

n:417. 560-561,562 
m:  175-177, 192-193, 220. 229 
Office  of  Juvoiite  Justice  and 
Ddinquency  Prevention 
n:  644-645. 648 
Office  of  Minority  Health 
H:  280. 301, 304 
DI:  185-196.241,243 
Office  of  National  Drug  Control 
Policy 
n.  559, 560. 561.564 
Office  of  Population  Affairs 
JI:  301.305.411 
ni:  177.243-244 
Office  of  Refugee  Resettlement 

ni:  192 
Ohio 

ni:  29.  37-38. 82. 97.  103, 105. 107, 
111 

Ohio  V.  Akron  Center  for 
Reproductive  Health 
m:  133 
Oklahoma 
n:284 

ffl:  82.97. 103.  105. 107.111 
Omnibus  Budget  Reconciliation  Acts 
1:55, 119 

n:  400,411.413. 478 
10:79.98,99-100. 101. 103. 110. 115, 
116.  117.  175 
Omnibus  Crime  Control  and  Safe 
Streets  Act 
n:644 

Options,  legislative,  see  Policy  issues 
and  options 

Oregon 

n:  50, 538 

HI:  49. 82, 97,  103.  105,  107.  HI. 
124.  129 
Osteoporosis 

n:2Il 
Outpatient  care 
dnig  abuse 
0:549 
m:  108 
Medicaid 
m:  106. 107.  108 
Q     mental  health 

ERIC 


1:62 

n.  460-461. 464465. 482 

in:  87.  106-108. 134, 145 
see  also  School-linked  health  centers 
Outreach  services 
I:  31.56-57 
H:  378.684 
HI:  39. 54, 56 

P 

Parental  notification,  see  Consent  ami 

ctmfidentiality 
Parents  and  parenting  by  adolescents 
I:  11,13,  19.80.94-97.98 
H:  323-326, 331-335.  337-340.  397- 
408 

m:  39. 254, 255, 285.286 
block  grants  for  health  services 
affcscting 
1:60 

n:4{X).414,415,679 

ffl:  153. 177. 194, 235-236 
comprelKnsive  services 

O:  403.408,414 
employment 

H:  389-390. 391-394,  397. 401. 
415-416 

fathers 

n:  332.  333,341.347 
see  also  Pregnancy  aiul  parenting 
Parents  and  parenting  of  adtrtescents 
1:  1,46,49.78-80.  83,  84-85. 106 
U:  35-52.  287.  358.  368. 372. 437. 

440-441 
HI:  124-138, 147-148. 230, 254 
Aid  to  Families  With  Dependent 
Children 
I:  19 

n:  323. 344-345. 347,  348, 350- 
351.401.415416,617.664. 

679 

Ul:  79. 95-98.  100, 1 16.  152.  162. 
173,  174,175.  225.229.253- 
255 
alcohol  abuse 
D:  522-523 
attitudes 

n:67.  77-78, 162-163.  182-183, 

347 
ni:  50-51.  55 
child  support  payments,  absent 
parents 
in:  173 
conflicts 

I:  26.46.  58.59.  85 
ffl:  173. 250 
consent  and  confidentiality 

ffl:  129 
delinquency 

n:  604-607. 614. 620-621 
drug  abuse 

U:  522-524. 525-526. 541-542. 566 

7bl 


models 
I:  83  85 

11:40.4647. 50-51.524 

ffl:  125 
negative,  general 

n:  41-51.  88. 522-524. 604-607 
policy  <^ons 

1:  78-80, 84-85 
positive,  general 

1:  25,45-46,64 

H:  3741 
punishnoent 

m  71, 604. 605 
research 

I:  84-85 

n:  522-523 
school  involvement 

1:87 

D:  77-78, 85-86. 104 
ffl:  50-51,55.56 
single-patent  families 
II  35-36. 38.  323. 331-332.338, 

348.  353. 402. 666 
ffl:  162, 173-174, 190 
uniitsiued 

ffl:  78-80 
see  also  Adoption;  Child  abuse  and 
iwglecr.  Consent  and 
confidentiality.  Families; 
Foster  care 
Parham  v.  J.R. 
ffl:  130 

Participatory  approaches,  see 
Empowerment  approaches 
Partnership  for  a  Drug-Free  America 

U:  536 
Pediatricians 

I:  31.  108 

n:641 

ffl;  12-14.  62 

American  Academy  of  Pediatrics 
U  :  641 

ffl:  12-13. 14.25.28.52,62.  102. 
109.  136.  213 
anitudes 

ffl:  21.51-52,62-63.  109 
diagnostic  skills 

ffl:  15-20 
education 

I:  109 

UI:  26-29 
Medicaid 

ffl:  99.  109,  115 
Peer  influence 
I:  23 

11:  69, 79.  79.  88.  89-90. 91. 93.  130. 

175-176, 439 
ffl:  36. 187.230 
asseitiveitess  training 
1:27 

H:  357.  358,  365-368. 535. 565 
ffl:  144 


Index  •  il'753 


consott  and  confidentiality 

ni:  143.  147-148 
(felinqwncy 

0:  609-610 
diug  abuse 

D:  324-525. 537-538 
self-help  groups 

n:  474-475, 547-549. 557, 637 
sexual  activity  and  outcomes 
H:  279. 284. 285. 308.  345. 353. 
365-368.3^,402 
P«lvic  inflamiiiatory  disease 

n:  269, 270-271 
Peni^yivanla 
D:  391.474.638.669.670 
m:82,97. 103. 105. 107.111 
Pew  Memorial  Trust 

n:676 
Pbaiylketonuria 

n:  215 
Physical  fitness 
L  11.27. 90-91. 92 
n:  125. 182. 193,  202. 206. 209, 21 1, 
212-213.214-215.217-218.222 
m:  188. 283 
nutritiai  sukI 

H:  199,202,212-213 
physical  education 

n:  206, 217. 218.  222 
policy  options 

1:90-92 
research,  nutrition  and 
1:92 

n:  211.221 
statistical  prognum.  nutrition  and 
1:92 

D:  194-195, 202 
see  also  Sports  and  lecteation 
Physicians 
1:31 

n:  325-326,454 
ni:  13-14, 62, 199 
accidental  injuries  treated  by 

n:  119-120 
attinKks  of 

I:  107. 108 

n:  264.  377-378.410 

m:7.  12, 15. 17.20-22.23,51-52, 
62-63, 109 
chnsnic  physical  conditions, 
treatment  of 

H:  154, 155. 156,  181 
community-based  comprehensive 
service  centers 

1:53 

consent  and  confidentiality 
n:  377-378, 410 
m-.  15, 62-63 
contraceptive  services,  con^tence  in 
n;  377-378 
m:21 
O  counseling 

ERIC 


m:  10.14-15,17-18,20-21.62 
diag^nostic  sidlls 

m:  15-22.  23,  29,63 
ethks  of  umfidentiality 

I:  59,62 

ffl:  134-138, 140-141, 151-152 
health  insurance  issues 
I:  111 

m:  50. 84. 99, 104, 105. 108-110, 
111,  116-117, 175 
Medicaid  paitkq>atiiHi 
I:  111,119 

ni:  50, 99. 104, 105, 108-1 10, 1 1 1. 
115,  116-117,175 
utilization  of 
1: 4,  10,  106-107 
ffl:  8-11.169. 188. 199 
visit  duration 

ffl:  12,  13-14,  17, 62 
see  also  Pediatricians 
Piagetian  theory 

n:22 
Police 
n:  538, 624 
m:  146. 184 
Policy  issues  and  options 
1:44-87 

n;  5, 6,  27-29. 51-52. 102-103, 139- 
141.179.183-186,306-311, 
417418.480488,564-567,645- 
648 

ni:  3,  58, 60, 65-66. 200-201. 256. 

262-263 
consent  m6  coaifidentiality 

ffl;  123,  148-153 
instirance  coverage 

ffl:  117 
school 

1:  85-86, 87 

n:  66,67,70-71.76.  103-104 
see  also  ^>ecific  health  problems  and 
issues 
Political  factors 
1:44 

accident  prevention 
1;  89 

community-based  comprehensive 
service  centers 

I:  50,51 
consent  and  coniickntiality 

1:  62 
firearms 

1:80.81,89 
health  education 

1:72 
physician  altitudes 

ffl:  23 
pregnancy  prevention 

n:  394-395 
see  also  Public  opinion 
PoslptHiing  Sexual  Involvement 

program 

7S2 


11:367 
Poverty 
I:  1,2,113-115, 117 
n:  95. 129, 158,  248.  271.  324. 345. 
347 

ffl:  1-2,  159-178. 198. 199.20^201. 

202-203, 237, 243. 247, 287 
access  to  services 
I:  117 

ffl:  169-171 
Aid  to  Families  With  Depemfent 
Children 
I:  19, 55, 162 

n:  323,348.350-351,401.415- 

416,617,664.679 
ffl:  79. 95-98. 100. 116, 152. 162, 

173,174, 175.225.229,253- 

255 

American  Indians 
I:  27 

ni:  162, 174,  175,  192 
child  abuse 

n:4746 
chronic  physkral  diseases 

1:90 

U:  158, 159 

IH:  168 
clinical  services 

ffl:  31, 33 
contTBoeptives 

0:389,410411 

ffl:  169.  243 
delinqucjicy 

I:  102 

H:  600^1. 614, 633 

ffl:  169.  171 
disabilities 

ffl:  168 
droptHits 

U: 62, 391 

ffl:  55.  168 
drug  abuse 

ffl:  169 
employment 

D:  87, 98, 389-394. 401, 415416 

ffl:  165, 169. 170. 178 
families 

ffl:  159-161,  162, 169-170, 173- 
174,  243 
Petteral  programs,  general 

ffl:  171-178 
job  training 

n:  87. 403404 

ffl:  251 
minorities,  general 

1:21.27, 102.116.123 

ffl:  161. 162,  164. 179. 184.  185, 
188, 189, 191 
nutrition 

U:  206. 208,  217 
physician  utilization 

ffl:  11 
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policy  c^ons 
I:  117 

pregnancy  ami  parenthood 

D:  323.  324. 335, 337-338. 345, 
347. 348,  394, 403-404, 407 

ni:  m,  176.  177,  243 
negkmal  trends 

ni:  162-163. 165 
research 

1:115.117 
risk  factors,  gemral 

m:  159-160. 162. 167-169. 170 
school  influences 

L86 

n:  70.72. 78.79-80.  83.85,87, 

103-104 
ni:  46. 55,  168-169 
sexual  ^vity  and  sexually 
transmitted  diseases 
D:  263, 268. 323,  324. 345 
HI:  169, 177 
uninsured 

ffl:  78-81.83.94 
uit>an  areas 

m:  165. 169.  170-171, 182,  185 
see  also  Homeiessness:  Medicaid; 
Minorities 
Preferred  provider  organizations 

m.  84. 88 
Pregnancy  and  parenting 
I:  11.13. 16. 19.51.94-97.98 
U:  38. 158. 290.  323-328. 336-338. 

340-418. 675-676 
ni:  177.  183.  214.  237.  254-255.  285 
block  grants  for  health  services 
1:60 

D:  400.414. 415, 679 

m:  153. 177,  194, 235-236 
community-based  programs 

n:  358.368-372,414 
conqnelwnsive  services 

D:  403,408.414 
consent  and  confidentiality 

1:  61 

ni:  129,133.137.  HI,  14k.  ■t3. 
144-145 
counseling 
1:97 

n:40I-tt)2.411 
demographic  factors 

U:  348-356 
demonstration  projects,  parenthood 
aiKi 

0:403-406,411-412 
dnig  abuse 

D:  530,  531 
educational  interventions 

n:  342, 344, 349 
employment  programs 

U:  389-390, 391-394.  397. 401, 
415^16 
ethical  issues 


n;  357,  376 
Federal  programs 

U:  398.399, 408^18 

m:  153. 177. 178. 194.  235-236 
foodiHogiams 

UI:  178 
health  insurance 

I:  29. 97 

U:  347-348. 414 

ni:  84. 90-93. 98 
Hiq>anics 

I;  20-21 

D;  351.354-356 
Medicaid 

n:  ^.413-414 
minorities 

I:  20-21 

D:  324. 332-335.  342,  351-356. 
378. 676 

ffl:  183.  185. 186.  187 
nutrition 

U:  211-212 
physician  utilization 

in:9-10 
policy  opticms 

It  94-98 
poverty,  parenthood  and 

n.  323. 324. 335.  337-338. 345. 
347.  348.  394. 403-404. 407 

m:  169.  176.  177.  243 
preventive  inrerventions 

n:  347-348.  356-417 
risk  factors 

D:  336.  340-356 
school-linked  health  centers 

U:  356, 357-372.400-401 

ID:  44,  53-54,  55.  56 
statistical  programs 

1:98 

U:  323-335 
see  also  Aborticm;  Contraception  and 
contraceptives 
PregnaiKy  Discrimination  Act  of  I9T  8 
1:97 

D:  347.  399-400 
m:  90-91,  92,  115.  117 
Prevmtive  health  and  edueaiiun 
measures 
I:  25,  32, 46,  55,  64,  77,  83, 161 
D:  3-6, 23, 25,  37 
ID:  250 

accidental  injuries 
I;  88-90 

n;  132-136.  140 

lU:  235.  244,  245.  246.  262 
chronic  physical  conditions 

H:  168-169,  176-177 
delinquency 

I:  23, 103 

H:  586.  620-625,  642-644 
ni:  250,251,258 
demonstration  projects,  general 


1:69,70,71-72 

H:  243 
d«nal  aiu)  oral  health 

H:  240-245 
design,  genera] 

I:  23-25. 120 

H:  445-446 
drug  abuse 

1:  100-101 

H;  85, 462, 534-544, 545-546, 560- 

565 
ni:  173,  254 
evaluation 
I:  25, 27 

n;  133-134, 141,278-293 
homeiessness 

0:689 
insurance 

I:  111 

m:  85-86 
mass  media 

D:  534, 535. 536, 540.  541. 543 
mental  health  problems 

D:  448^77. 481-482 
minorities 

lU:  188.  254 
nutrition  aid  fitness 

H:  a>4-205, 215, 216-222 
pregnancy  and  parenthood, 
adolescents 

0:347-348, 356-417 
safety  equipment 

I:  76. 88-89 

II:  130-131, 134-136 

HI:  252-253 
sexual  activity  and  diseases 

I:  93-94, 96-97 

U;  272, 275, 277-295, 298-304. 

307-309.  357-358 
ffl;  44.  243 
well-child  care 
ni:  12 

see  also  Coimseling;  Diagnosis; 
Safety  equipmem;  Screening 
Primaiy  health  care 
ID:  5-73.  176 

AnKrican  Academy  of  Pediatrics 
n:64l 

in:  12-13.  14.25.  28.52.62 
defii^ 

ffl:  7.  62 
drug  abuse 

D:  555-556 
school-linked  health  centers 

ffl:  44 

sexually  transmitted  diseases 

11:  277-295 
statistical  programs  and  data 

I:  111 

see  also  Physicians;  Screening 
Probation 
n:  633. 637 
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Professional  associations 
1: 108 

D:  137, 243, 244. 463.  503-504. 556- 

557. 673 
ni:  17-18, 25-27. 52. 76.  136-137 
adolescent-specific 
1:31 

m:  25-26,  27. 28.  52. 62-63 
consent  and  confldentiality  guidelines 
of 

1:  57-58 

m:  136-138 
pediatrics 

U  :  641 

in:  12-13. 14. 25.  28. 52. 62.  102. 
109. 136.  197 
sfe  also  specific  associations 
Professional  education 
1:30-31,62 
ID:  29, 57.  99 
dnig  abuse 
I:  101 

n:  538. 555-556. 557-558 

m:  19 
evaluation 

1:30-31.62.63 

m:  28-29. 33. 57 
iFederal  role 

01:29 
health  care  personnel 

I:  5. 29.  30-31. 46. 48. 53, 57. 
62-63, 64,67. 108  109 

0:467.483. 484-485 

ni:  190.  202 
multidisciptinaty 

1:62 

HI:  29, 57. 64 
policy  options 

I:  62-63 
teachers 
I:  27 
U:  85 
Project  ALERT 

H:  538-539 
Project  Redirection 

U:  403-404 
Project  Re-Educalion 

0:463-464 
Project  SMART 

0:  537-538 
Project  STAR 
0:  540-541 
Psychological  and  psychiatric  services 
I:  98-99 

H:  454^70  (passini).  484-485 
commitmmt  for 

1:58,60-61.62.99 

0;  458-459. 47J.567 

03:  130.  140.  144 
comprelKnsive  clinics 

0:453 
Q  01:39 


consent  and  confidentiaUty 

10:  144.  147. 148 
deficiencies  in 

1: 14,  3t 
diagnostic 

m.  16-17 
insurance 

01:  86.  87 
scicening 

m:31 
specialists 

10;  23. 25. 26. 63 
utilization  of  services 

II:  453^2 
see  also  Counseling 
Public  Health  Service 
I:  33 

0:  246-247.  299 

01:  176-177. 193-196, 214-215. 220- 
221.229-244 
Public  Health  Service  Act 
1:60 

0:  285.  305. 345. 398. 399. 408-413. 
671 

01;  32.50.99. 132. 153. 177.243-244 
Public  opinion 
1:51,118 
0:  3. 14 

aninides  toward  adolescents 
ni:  58 

school-linked  health  caiters 
01:50-51.55 
Public/Private  Ventures 

0:  80-81.391.406,408 
Punishment 

II:  7J. 604.  605 

Q 

Qualitvofiife 
I:  2 
0:  178 

K 

Racial  and  ethnic  factors,  see 
Minorities 

Rape 

1;  19 

0:  584.  593,  619, 677 
Recreation,  see  Sports  and  recreation 
Referral  to  services 

I:  4. 53. 63-64 

0: 38-39.376,553-557,566.627-629. 
636-637 

10;  10,31-32,44.52.55-56.  175 

see  also  Outreach  services 
Refugees 

10:  186. 192 
Regional  trends 

0:  520,  615 

01:  255 

AIDS  and  othtx  sexu^ly  transtnined 


diseases 

O:  263,  272,  294-295 
Medicaid  eligibility 

10:98.  m.  116-117 
minorities 

m:  184, 199 
poverty 

m:  162-163, 165 
rural  residence 

01: 196. 199 
uninsufcd 

m:  80-81 
Regulations 
comprehensive  service  centeis 

I:  52-54 
consent  and  confidcntidity 

1:60 

01:  123, 137. 152 
correctional  facilities  and  Medicaid 

I:  104 
environmental  risks 

1:  32,  77-78 
fuearms 

I;  79, 80-82.  102. 103 
pregnancy  counseling 

0:411 
private  insurance 

I:  47, 54 

ni:  83,87,90-91.92,110,112.115 
'  safety  equ^nncnt 
I:  88-89 
0:  134-136 
Relatives,  see  Families;  Parents  and 

parenting;  Siblings 
Religious  influences  and 
organizations 
0:  95-96,  342 
01:51.56, 190.  191.  192 
Resrarch 
acci(fental  injuries 
1:90 

0:  139.  141 

10:  252.  253-254 
adolescent  paiticqjation  in  design 

I:  64-65, 128-129 
advisory  bodies 

1:64-65,73-74. 127-129 
age  v.  competence 

I:  57, 58 

01:  123,  134-135. 138,  141-148, 
150 

AIDS  dnigs,  clinical  trials 

0:  296-297, 309 
child  abuse 

0:  43-45 
chronic  physical  diseases 

I:  9- 

0:  ••  1 
contra ':r  ptives 

0;  376-377.411 

01:  153 
delinquency 
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h  106 
H:  646^7 
dental  and  oral  health 
1:92 

developmental  processes 

L  72-74 

0:22 
discretionary  time 

I:  85 

n:  89.91 
dnig  abuse 

1: 102 

H:  520-522, 523, 558-559. 561, 
562. 564-565, 567 
oi^Ioyment 

m:  252 
families 

H:  37. 51. 52 
Federal  role  in 

1: 32-37. 66.67. 68. 72-74. 81,115, 
117 
firearms 

1:81 
funding  issues 

I:  23.32. 72-74.81 

0:  141,298.303 
homelessness 

1 107 
longitutUnal  studies 

1:23.25 

ni:  169, 171.  254 
mental  health 
I-  99. 100 

H:  480. 482, 485-486 
nutrition  and  fitness 
L92 

H:  211.221 
poverty 

1: 115. 117 
preventive  health  care 

1:64 

primary  and  con^mehensive  services 

I:  111 
recreation 

I:  81,87 
risk-taking 

n:  23-24 
schools 

I:  85, 87 
sexually  trananitted  diseases 

1:94 

D:  264,  266-267 
also  Denujnstration  projects; 
Evaluation  issues;  Longitudinal 
studies 

Residential  treatment  programs 
I:  61 

H:  462-464. 470. 484. 486. 549-550. 

557 
ni:  175. 252 
Respiratory  diseases 
O  L17,89 

ERIC 


n:  151, 154. 157. 158, 159, 172 
Retired  Senior  Volunteer  Program 

m:  172 
Rhode  Island 

ni:  43. 82, 97, 103, 105. 107.  111.  124 
Risk  factors 

I:  1  2, 44-45 

li:  23-24.  38, 129-131, 202-209, 240, 
444 

ni:  34. 55-56. 64,  235, 254,  282-288 
cancer 

It  176-177. 179 
diild  abuse 

n:4648 
delinjucncy 

U:  596-616, 646-647 
drug  abuse 

It  520-528. 534. 535.  541. 562 
envinmmental 

I:  32. 77-78 
homelessness  as 

I:  16. 105-106 

0:667-671,688 
minorities,  general 

m:  179. 182-187 
multiple  problems 

I:  22-23, 25. 26. 29 

m:  61,  287 
poverty-associated,  general 

m:  159-160. 162. 167-169. 170 
pregnancy  and  parenthood 

D:  336,  340-356 
sexual  activity  as 

I:  11.96 

U:  257.  258, 261, 262. 263-264. 
271-272, 277 

suicide 
0:446-448 
Robert  Wood  JohiiMm  Foundation 

0:472,477.673,676 

m:  33.41,42, 46,47. 56, 170-171 
Roe  V.  Wade 

O:  330. 347.  397. 398 

ffl:  128-129 
Role  iTKNlels 

0: 37-38.279,347.389.390-391.402 

ffl:  148, 171. 203 

see  also  Mentor  influence;  Peer 
influeiwe 

Runaway  and  Homeless  Youth  Act 

0:671,682-683, 685, 688 

HI:  176.  229. 254 
Runaway  Youth  Act 

10:37 
Runaways 

1:  85. 106 

0:  50, 51. 263. 286. 665-666, 671- 

678,  682-688 
01:  37, 176,  193. 229, 254 
Rural  areas 
1:2,27. 30, 115, 116.117. 118 
O:  69, 128,  129.261.370,436.437. 

71  f; 


601 

m:  1, 165, 182, 196-200,201-202 
Ryan  White  Comprehendve  AIDS 
Reauirces  Enwrgency  Act 
U:306 

S 

Safety  equipment 

I:  76, 88-89 

IL  130-131, 133 

m;  252-253 
Schall  V.  Martin 

0:645 
Scho(d-Aged  Serviee 

0: 101-102 
Scbool/Comniunity  P  9gram  for 
Sexua'  Risk  Rv*  iction 

O:  370, 372 
Schodl  Development  Program 

D:82 

School  Dropout  Demonstration 
Assistance  Act 
0:86 

School  influences  and  services 
I:  77,  85-87 

0:  3, 13, 15-16.  59-87,  103-104 
10: 61. 230. 283 
absenteeism 

0:67, 119, 131-132. 157. 158, 175. 
670 

01:  54. 168 
alcohol  abuse  interventions 

0:  536-538 

01: 47. 54 
appitndceships 

10:252 
attitui^  of  adolescems 

I:  86 

01: 43,  52 
chronic  physical  illness  and 
t  10-11 

0:  168, 175-176 
consmt  am)  confickntiality 
t  31 

01:50-51.52 
comraceptives 

0:  386-387 

ffl:  44,  51, 53-54, 56 
crime  and  delinquency 

t  86 

0:  70, 71, 104, 609.  621-622. 624 
ffl:  255 
currictilum  devdopment 
I:  25, 26-27, 72 

0:  284, 285. 390. 412. 443. 536- 
537,  541 
decisionmaking 
I:  85-86. 87 

U:  66, 67. 70-71 . 357, 358, 365-368 
<tonogr^y 

0:60,61.66 
demonstration  projects 
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1:87 
11.80-86 
disoi^onary  Dme 

driver  education 
1:89 

m:  252-253 
drug  abuse 

H:  526. 530, 535,  536-541. 544. 
554-555. 563 

m.47.54 
evaluatkm  issues 

0:81.85. 358 

m;  51. 52-57. 64 
Fedeial  im^rams 

D:  78-87 
finfincffig 

1:31,51 

ni:  45. 47-50 
food  programs 

ffl:  178.246 
fuDdmg 

fc87 

n:  78, 83. 85. 86 
m:  47-48. 50 
healdi  eduction 
L71.72. 91 

n:  216-217. 221-222,  244.  249. 
272,275 
homeless  persons 

n;  669-671. 677, 678, 684-685 
insurance  retmbui%ment 

ni:50 
legislation 

L67 
male -oriented 

ni:  46.56 
Medicaid 

HI:  46. 48,  50.  52 
mental  health 

H:  443444, 449-450, 453. 47 1 -472 

ni:  4647 
minorities 

I:  86. 87 

11:67.69.70,  78.82.  103-104 
ni:  46. 196 
nutrition 
I:  91 

n:  216-217.221-222 
outreach 
1:31 

ni:  54,  56 
parent  involvement 
1:87 

H:  77-78. 85-86. 104 

ID:  50-51,  55.  56 
physical  education 

n:  206, 217. 218, 222 
policy  options 

I:  85-86, 87 
positive 

I:  23 


poverty 
!:86 

0:70.72,78.83.85.87. 103-1O4 

ffl:  46. 55. 168-169 
pregnancy  and  parenthood 

0:356.357-372.400401 

ID:  53-54. 55, 56 
protdems 

I:  8-9 
public  opinion 

01:50-51.55 
research 

L85,87 
school  policies 

0:66.67. 70-71,76. 103-104 
scieening 

01:  52,55-56 
sexeducmion 

1:93-94,96-97 

0:  272, 275. 280. 285. 356. 357- 

372,  395 
m:  44, 243 
sexual  Ktivtty  interventions 
0:  365-368 

01:51,53-54.55. 56.235 
size  factors,  sdiool/dass 

0:66,67.69-70. 72-73 
social  fm;tors 

0:59.67 
State  programs 

0:60-61.80-83,86, 87 

01:47,49.50 
teadiers 

0:  66-67.73-76. 78. 85. 104 

01:  27,  86^7 
tracking,  students 

0:  68-69. 70 
transitions 

I:  85, 86 

O:  66-67. 71-72.  104. 444. 445 
urban  areas 

0:69.73 
utilization 

ID:  45-46, 54. 56 
see  also  DroptMits;  School-linked 
health  oenteis 
School-linked  health  centei^ 
1:31.47,49-54. 109-110 
D:  82-83,  378 
ID:  47-57 

adolescen*  perspeaives  on 

111:43 
contraceptives 

0:  386-387 

ID:  44.51,53-54.56 
cost  factors 

ID:  4748, 50.  56 
counseling 

IH:  43-44. 47.  53.  56 
evaluations  of 

ID:  52-55 

1:31,51 

7  Si; 


m:  45, 47-50 
limitations  of 

01:  55-57 
mental  illness 

0: 472 

partattal  mi  community  attitudes 
toward 
01:50-51 
l^iysician  attitudes  toward 

ni:  51-52 
policy  o|aians 

1:4647,49-54 
quality  of  care  in 

10:55 
senricesin 

10:4344 
sexual  activity  and  outcomes 
0:277,295,  386-388,389 
State  initiative 
DL  47. 49, 50 
utilization  of 
m:  4547, 54, 56 
Schocri  Transition  Environment 
Project 
0:444,445 
Screening 
10:  12, 235 
AIDS 
1:62 
ID:  132 
delinquency 

0:608 
insurance 

ID;  85-86,  88 
Medicaid 
I:  55, 56 

01:  1,48,99.100, 101-104,116. 
117, 174 
mental  Iwalth  problems 

ID:  31 
pregnancy 

1:97 

school-linked  health  centers 

01:  52. 55-56 
sexually  transmitted  diseases 
1:57,60,61,62 
DI:  127-129, 132 
Secondary  Schools  Bmc  Skills 
Demonstration  Assistance  Act 
O:  86 
Self-help  groups 

D:  474475. 547-549,  557,  637 
Sex  diflercnccs.  see  Gender  differences 
Sex  Respect  Program 

0:  367-368 
Sexual  activity 
I:  2,11,27.94-95.96 
0:  18-20. 38. 42,  323-326, 328. 336. 

342,345,640.675-676 
01: 61.  235,  243.  262.  263.  285 
age  factors 
D:  262, 270. 334. 340-34 1 . 342. 343 
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attitiHies  of  adolescoits 

n-.  328. 356, 357.  358.  367-368 
anodes  of  nonadolesoents 

I:  51 

ni:23 
Mack  Americans 

n:  262.  263, 268. 271. 324.  342. 
351.352-353 
child  abuse 

I:  8. 59 

nt43. 46.48.49.676-677 

ni:  37 
community  services 

n:  277.  286-288,  358.  360-372 
consent  and  confittentiality 

m.  127-129.  131. 132-134. 135. 
137.  138 
counseling 

1:  53,110 

n:  368, 387-388.  395 

m:  21.44. 51.53-54. 56 
drag  abuse 

n:  530,531 
educational  interventioi» 

I:  93-94, 96-97 

n:  272, 275,  ^78-288.  307-308. 

357-372. 395 
m:  44, 243 
evaluation  of  intetventions 
I.  93-94, 96-97 

fl:  277,  278. 281-295, 308. 356- 

357, 358-408 
ni;  243 
females 

n:  324, 342-344,  352,  353,  354- 
355,  359,  373,  390. 675-676 
gender  difiieicnces 
n:  268.  269, 270,  271.  273-274, 
306,  326.  640 
health  education 

1:96-97 
homosexual 
n:  42, 258, 261 , 262, 285, 286, 306, 

309,  665,  676 
ni:  138 
males 
I:  93-94, 96-97 

11: 332, 35 1 , 352, 377, 388-389, 4 1 8 

m-.  243.  325.  332 
minorities 

n:  263,268,271,272,  279.280, 
286,  304,  309.  351,352-356 

ni;  183,  185 
peer  influence 

U:  279, 284,  285.  308,  345,  353. 
365-368.  394, 402 
physician  competence,  counseling 

ID:  21-22 
poveity  and 

U:  263. 268. 323. 324,  345 

ID:  169, 177 
pteventive  interventions,  sexually 


transmitted  diseases  and 
1:93-94,96-97 

n:  272.  275, 277-295,  298-304, 

307-309. 357-358 
ni:  44, 243 
as  risk  factor  for  sexually  transmitted 
diseases 
1:  11.96 

n:257. 258,  261,262,263-264, 
271-272 
school-linked  health  centers 
n:  365-368 

10:44,51,53-54,55. 56,235 
see  also  Ctrntraoeption  and 

ctuttiace{Sives;  Pregnancy  and 
parenting 
Sei^uaiiy  trsnsmitted  diseases 
1:9.11.  12.89.93-94 
n:  37,42, 257-268,271-272, 27^-294 

296-311,336. 373,640 
HI:  61,  285 
age  factors 

H:  262, 270, 334, 340-341 , 342. 343 
attitudes  of  adolescents 

D;  273-274,  275,  284,  294,  296, 
304,  308 

CDC 

11:258.261,279,285.289,295, 
298,  299-300,  302,  303.  304, 
310 
chanaoid 

II:  265. 270 
chlamydia 

11:  264-265.  268,  306,  640 
clinical  services 

m;  35,  37 
community  services 

n;  277, 286-288. 358,  360-372 
condyloma  miminatum 

Ifl:  265, 269 
consent  and  confidentiality 

I:  57,  60,61,62 

m.  127-128,  132,  135, 137 
demonstration  projects 

n:  297,  303,  304,  305 
diagnosis 

11:  258,  271.342 

ID:  127-128 
drugs  for  treamient 

n:  296-297,  309 
educational  interventions 

I:  93-9-',  96-97 

II:  272.  i;75.  278-288,  307-308. 
357-372, 395 

III;  243 
family  interventions,  general 

II:  279-280.  308 
Federal  programs 

II:  258.  280,  298-306.  309-31  i 

UI:  233-235,  239-241 
gender  differences 

n:  268.  269,  270,  271,  273-274. 


306, 326.640 
gonorrhea 

H:  265,  268-269. 306 
herpes 

fl:  265,  269 
knowledge  about 

1:63-64 

H:  272 
minoiitks  and 

n:  263, 268,  271, 272, 279. 280. 
286,304. 309.351,352-356 

ni:  183,  185 
moibklity  data 

1:93,94 

n:  257-271,  326-337 
pelvic  inflammatoiy  disease 
n:270 

physician  competence  in  treating 

m:  21,  23, 29 
policy  options 

I:  93-94 
poverty 

«:  263,  268.  323,  324,  345 

m:  169,  177 
prevemive  intcrventiotK> 

I:  93-94.  96-97 

II:  272, 275,  277-295, 298-304. 

307-309,  357-358 
ID:  44,  243 
researdi 
1:94 

n:  264,  266-267 
screening 

I:  .57.  60,61,62 

ffl:  127-129,  132 
State-level  activities 

II:  258,  276,  280,  284,  293,  294. 
306,  309-310 
statistical  programs 

U:  258-260, 280, 284, 323-326. 378 
syphilis 

H;  265, 269-270, 277, 287, 304, 638 
trichomoniasis 

11:  265 
urban  areas 

11:261,268,  272.304,  306,310 
see  also  fiJDS  and  HIV  infection 
Siblings 

11:440,441,605,615 
Skin  diseases 
acne 

1:  11,  17,  108 
D:  154.  179-181 
lU:  10.20,61.63 
diagnosis 

ni:  19-20 
see  also  Acne 
Smoking,  see  Tobacco  use 
Social  factors 
I:  2. 76,  78 

n:  3-6.  13-17,25-26,  27,  28.  36. 
51-52,  271 
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chronic  diseases 

n:  167-168. 175-176 
competence 

I:  46,  108-109 

D:  43. 167  168 

ni:  125. 126-127. 131,  136.  140, 
147-148 
consent  and  confidentiality 

ni;  147-148 
costs  of  iKalth  problems 

t  18-19 
delinquency 

H:  602-603, 607-608. 616. 622- 
623.634.646 
discietionaiy  time 

n:  89-90.91 
dropout 

I:  9-10 
drug  abuse 

n:  523. 525.  527.  534.  537-538, 
539-540 
health,  defiiwd 

1: 4.5 
homclcssncss 

n:664 
mcmal  health  problems 

H:  441, 442. 448,474^75 
pregnancy  and  paienthood 

n:  337-338, 339-340.  345.  347- 
348.401402 
lesilicncy  and 

n:616 

m:  166 
school-ielated 

n:  59, 67 
statistical  programs 

I:  75-76 
suf^rt 

I:  23 

see  also  Cultural  factors;  Families: 
Mentor  influence;  Peer 
influence 
Social  Security  Act 
1:60 

fl:  138,399,400,414415 

ni:  100,  153, 173-177,  194, 229,  235 
Social  service  agencies 

D;  100-101 
Society  for  Adolesceni  Medkine 

I:  108 

ni:  25,  27, 28, 52, 62-63 
Socioeconomic  status 
I:  1 

fl:  6. 158, 159, 160. 166 
ni:  167-169 
child  abuse 

n.  4748 
clinic  utilization 

ID:  32 

consent  and  confidcntiality 

ni:  144-145, 146-147 
delinquency 

ERIC 


D:  600-601,603.628.646 
dn^uts 

D:  63 
drug  abuse 

m:  169 

0:517-518 
health  insurance  coverage 

in:  77-81 
minorities 

1:  21 

m:  183 
physician  utilization 

ni:  10-11 
pregnancy  and  parenthood 

U:  335.  339.  349-352 
utilization  of  services 

m:  10-12.46 
see  also  Income;  Poverty;  Social 
factors 
South  Canrfina 
n.  368, 370.  372.  396-397 
ni:  82,97, 103. 105.  107.111.124 
South  Dakota 

m:  82.97.  103.  105.  107.  Ill 
Special  education 
m:262 

develc^jHnental  disabilities 
I:  7, 86 

n:  215.  585, 608-609. 614 

ffl:  176.  186, 229 
Specialists 
I:  108. 109 
HI:  10.23.  25-29. 63 
adolescent-specific 

1:31 

HI:  25-26,  27.  28. 52. 62-63 
dermatologists 

n:  180 

Ifl:  19-20 
Medicaid 

m:  111 
nutritionists 

m:  22-23 
psychologists  and  psychiatrists 

ni:  23.  25, 26.  63 
see  also  Pediatricians 
Sports  and  recreation 
I:  10.  25.74.81-82.  87 
n:  88. 95.%.  217. 623. 682 
ffl:  40.  56.  225 
drowTiing 

U:  120-121, 123-124. 127. 128. 530 
injuries 

n:  121.  124-126.213 
nutrition 

H:  212-213 
policy  options 

I:  81-82.  85,  87 
see  also  Dtserctionary  time;  Physical 
fitness 
Sta  fling 
clinics 

7Sb 


ni:  37, 39 
community-based  comprdwnsive 
service  centers 
1:  50 

ni:  45,  55.  56, 64 
drug  abuse  services 

n:  557-558 
homeless  shelters 

D:  683-687 
rural  areas 

I:  115 

m:  199 
school-linked  health  centers 

m:  45, 55,  56, 64 
Standards 

competency,  informed  consent 

m:  125. 126-127. 131, 136.  140, 
149-150 
conectional  facilities 

I:  104 

D:  641-642 

ffl:  250 
drag  abuse  treatment 

I:  101 

D:  556-557. 558 
ethics  of  confidentiality 
I:  59, 62 

ffl:  134-138,  140-141,  151-152 
homeless  shelters 

n:664 
Moiicaid  eligibility 

I:  56. 104, 111-112.116-117 

H:  640. 669 

ffl:  65, 94.  95-100.  105. 107. 108. 
116-117. 170. 175.229 
mental  health  caie 

n:  487 
safety 

n: 135. 139 
testing,  educational 

U:  67-68, 103 
State  Comprehensive  Mental  Health 

Services  Plan  Act 
I:  99 
n:  479 

Sta's-teve!  pn^rams  and  activities 
access  to  services  (model  statute  for) 

I:  47. 58-60 
Aid  to  Families  With  Impendent 
C3uldren 
I:  19,  55 

U:  323. 348, 350-351, 401, 415- 

416. 617. 664, 679 
lU:  79. 95-98, 100,  116, 152. 162. 

173, 174. 175.-225.229. 253- 

255 

chronic  physical  conditions 

n  173 
contTMxptives 

II:  378 
coordination 

I;  65 


11-760  •  Adolescent  Healtth— Volume  II:  Background  and  the  Effectiveness  of  Selected  Prevention  and  Treatment  Services 


m:263 
delinquency  and  conections 

fl:  626, 628. 633. 634. 635 
dental  and  oral  health 

n:24S 

dtsoetionaty  time,  adolescents 

n:98 
drug  abuse  programs 

n:  543, 552, 553, 557. 566 
Fetkral  funding  coiKihions 

1:47.52-53,60.61-62,65 

H:  60^1, 86. 87. 101-103.  310. 
414. 644.681-682 

m:  65, 250 
foster  caiE 

n:49.50, 471 
healdi  insurance  regutatim 

I:  47. 54 

01: 83. 87. 90-91 , 92, 1 10, 11 2. 115 
homelessness 

D:  664.681-682 
Medicaid  isaies 

I:  52,56-57,60 

U:  478 

ni:  50. 65. 94-117  (passim),  152. 
170.-174. 175.  199. 229 
mental  healdi 

H:  471.479 
minorities 

m:  191.  192 
safety  equipmenf.  vehicles 

1:89 

H:  130-131.  134-136 
school-linked  health  centers 

UI:  47. 49. 50 
schools 

H:  60-61. 80-83. 86.  87 
sex  education 

H:  358 

sexually  transmitted  diseases 
including  AIDS 
U:  258. 276. 280.  284.  293, 294, 
306.  309-310 
see  also  Block  grants;  specific  State 
names 

Statistical  programs  and  activities 
1:  2, 16,  18-19.  102. 159-161 
U:  5-6.  152-153 
HI:  254,  262.  282 
abortion 
1:95 

D:  325-326.  329-331 
accidental  injuries 
1:  80 

U:  117-132,  140-141 
age  aggregations 

1:  159-160 
child  abase 

1:8 

fl:  43-45 

chronic  conditiom 
n:  150-161.  185 

ERIC 


consent  arKi  confidentiality 

I:  75-76, 94 
delinquency 

I:  106 

H:  587-596, 634. 635-636, 646 

10:250 
dcnionstrBtion  projects 

1:  74-75 
discretitmary  titrw 

U:89 
drug  abuse 

11:  505-508. 520-522 
Fnleral 

1:  32, 66,  67. 74-76 

D:  152-153 

m:  235,  262 
funding 

I:  74-75 

111:224 
health  insurance 

ID:  77,  80. 84 
Hispanics 

10:  185.  188 
homelessness 

I:  107 

U:  663, 666-667.  671-673 
income 

I:  160 
local 

1:  74-76 
longitudinal  studies 

I:  23,  25 

10:  169,  171.254 
Medicaid  enrollment  and 
expenditures 

ID;  4,  95,  289 
mental  health 

I:  100 

U:  438, 454-456.  482 
nutrition  and  fitness 
1:92 

H:  194-195,  202 
political  factors 

I;  75 
poverty 

I:  117 

III;  161-167.  202 
pregnancy 
1:98 

11:  323-335.  349. 354.  378 
preventive  interventions 
1:  161 

primary  and  compiehcnsivc  services 

I:  111 

ID:  8-10 
recreation 

I:  87 
rural  areas 

Ul:  196-197.202 
sart^ling 

I:  160 
school  factors 

71. < 


I:  63. 80. 87. 88. 98 
01:  41-48.  254 
sexual  activity  and  sexually 
transmitted  diseases 
0: 258-260. 280.284. 323-326. 378 
social  factors 

1:  75-76 
suicide 
1:76,97 
D:  438-439 
see  also  Morbidity  and  mortality; 
specific  surveys 
Stewart  B.  McKinney  Homeless 
Assistance  Act 
0:671.679-681 
m.  249.  262 
Studoit  aid 
O:  80 

ID:  190.  195 
Student  Communitv  Senice  Program 
HI;  172 

Substance  abuse,  see  Alcohol  abuse; 

Drug  abuse;  Tobacco  use 
Suburl»n  areas 
n.  599 

ID:  35.  165.  169 
Suicide 

1:  2. 8. 14,  19, 63,  76. 97-98 

O:  1 17, 434. 437-439, 446-453. 468, 
481-482.514.640 

01:  59.  138, 183,  184.  198. 283. 287 
Summer  programs 

D:  79-80. 87.  391.393 

m:  251-252,  262 
Summer  Training  and  Education 
Program 

0:80.  391,393 
Supirien^tal  Security  Income 

10:  100 

Support  Center  for  Scho(4-Based 
Clinics  of  Center  for  Population 
Options 
01:  41 

Supreme  Court 
0:  398. 640. 643 

ID:  123;  125. 128-134. 140. 150, 177. 
243 

Surgeon  General 

II;  184,200.  201,336-337 
Surveillance,  Epidemiology,  and  End 
Results  Program 

0;  153 
SyphiUs 

0:  265.  269-270.  277.  287.  304.  640 

T 

Task  Force  on  Pediatric  Education 

01:29 
Taxation 
alcohol  and  tobacco 

0:  543 
disabilities,  persons  with 
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\ 

n; 183-184 
sdiool  fiuKling,  local 

n.6i 

Ttachvrs 
n:78 
attitudes 
1:86-87 

D:  66^7. 73-76.  104 
cifaicationof 
1:27 

0:85.371.622-623 
Itehnical  assignee 
L63 

n:  310.479,644 
m:41.  192.217 
Ttcnage  Parent  Demomtrnliun 
program 
11:  401 

linage  Pregnancy  and  Parenting 
Program 
n:403 

Tten  Father  Collaboration 

n:406 
Tten  Outreach  Program 

U:  393 
Ttlephone  hot  lines 

0:277.287.452.468 
lirlevision 

n:  90-91. 208. 287-288.  345.  368 
Tennessee 

m:82. 97, 103,105. 107.  Ill 
'nesting,  academic 

H:  67-68. 103 
Ibxas 

U:  135.473 

ni: 41, 82, 97. 103. 105.  107.  Ill 
Third-party  payers,  see  Health 

insurance;  Medicaid;  Medicare 
Tobacco  use 
I:  14-15,99-101.  102 
n:  500, 508. 510.  513. 527-528.  529. 
530.531.533.536-538.539- 
540.541.543.559 
ni:  54.  169.  240.  255.  287 
Torts 

HI:  124.  125.  139 
Total  Diet  Study 

U:  194 
Tracking,  students 

D:  68-69. 70 
Transitions 
school 
I:  85, 86 

n;  66-67.71-72.104.444.445 
Treatment,  see  Medical  services  and 

treatments 
Treatment  AllemativestoStreetCrime 
n:  555 

v 

Uniform  Crime  Reports 
U:  589.590,594 

ERIC 


Uniform  Minimum  Drinking  Age  Act 

n:543 
Universities  and  colleges 

n:  16 

ID:  171. 193. 195. 198.  230 
student  aid 

ni:  190 
Urban  areas 
H:  14. 98.  129.353.436.437 
American  Indians  in 

1:27 
clinics 

I:  26. 52 

m.  170-171 
delinquency 

1:102.115 

D:  601.603.616.622-623 
dropouts 

I:  8-9 

m:  55 
minority  groups 

ni:  182.  184.  185 
poverty 

ffl:  165.  169.  170-171.  182,  185 
schools 

H:  69. 73 
sexually  transmitted  diseases 
including  AIDS 
n.  261.268.272.304.306.310 
lis.  Conference  of  Mayors 

U:  564.666-667.671 
Utah 
11:  638 

lU: 50. 82, 97. 103. 105. 107. 1 1 1 . 129 
Utilization  of  services 
accidental  injuries 
11:118 

chronic  physical  conditions 

U:  169 
drug  abuse  programs 

n:  553 
gender  differences 

IH:  9-10.  35. 146 
hospital -based 

m.  11-12.32.34. 87 
Medicaid  enrolln^t  and 
expenditures 

m:4,95.%,  116.  175.289 
mental  health 

1:  98-99 

11:  454-462 

Ul:87 
minorities 

111:  10-12.46.  179.  182-183.  188 
physicians 

1:4.10.  106-107 

10:8-11.  169.  188.  199 
poor  adolescents 

I;  114 

ID: 169 
pregnancy  and  parcnlhinxl 

11:417 


niral  mcas 

m  198-199 
sdh»id-ltid»d  health  oeftiers 

ffl:  45-47, 54,56 
socioeccMKKiiic  status 

m:l(Vt2.46 
see  also  Access  to  services 

V 

m.  44.  145,188,  235,240 
Vermont 
0:638 

01:82.97. 103, 105, 107.111 
Violence 
1:  15. 16. 104 

0:  37. 41-42. 43, 440, 441, 532, 583. 

586, 591-596. 619-620 
01:  169, 184-185. 250,  287 
agaimt  parents 

D:4M2 
fireanns 
I:  79, 80-82.  88.  89. 102. 103 
0:  5.  124. 447. 448, 451. 61 1-614. 
615.647 

rape 
I:  19 

0:  584. 593. 619. 679 
school  size 
0:  70 

iee  also  Child  abuse  and  neglect; 
Crimes  and  criminals;  Firearms 
Virginia 

m:82. 97, 103.  105.  107.  Ill 
Vocational  issues,  see  Entployn»ent  and 
uncn^loyment;  Job  training  and 
aiding 

Voluntary  Cooperative  Information 
System 

0:326 

Volunteers  and  volunteering 

1:  74 

0:92-93.94,  101-103.452 
Ol:  36.  37. 38.  39.  172-173.  191 
ACnON 
1:  35. 65 

0:  94.  102-103.  563 

01:  172-173.216.244 
drug  abuse  treatment,  participation  in 

0:  552,  566-567 
Volunteers  in  Service  to  America 
1:  82 
0:  101 
10:  172.  244 

w 

Washington  Slate 
0:284. 621.640 

01:29.  82, 97. 103.105.  107.111 
Webster  v.  Reproductive  Health 
Services 


7fig  #  Adolescent  Health— Volume  II:  Background  and  the  EffectivenBss  of  Selected  Prevention  and  Treatment  Services 


U:  398 

ni:  129. 133 
Weil-child  care 

ni:  12 
West  Virginia 

in:S2.97.  103. 105. 107.  Ill 
WiUiam  T.  Grant  Foundation 

0: 50. 100 

01:  2S6 
Wisconsin 

HI;  50. 82,  97.  103.  105.  107.  Ill' 
World  Health  Organiratipn 

1:4 

D:  25.  27 
WyomlrtR 

HI:  82.  97.  103.  105.  107. 


111. 124. 129 

X  YZ 
Yale  Child  Welfare  ProRram 
11:619 

Yale-lSew  Havcn/Sticial  Problem- 
Solving  Project 

n;  443,445 
Young  Americans  Acl  of  1990 

I:  65, 67 
Young  Unwed  Fathers  Project 

U:406 

Youth  associations  and  organizations 
I;  87 


U:  92-93 
m:  200. 246 
Youth  Incentive  Entitlement  Pilot 
Projects 

n:  391 

Youth  Opporlunitj'  Unlimited 
program 
n:  564 

Youth  Risk  Behavior  Surveillance 
System 
1:75 

n.  194-195.  220. 505.  506 
Youth  service,  see  Community  service; 
Discretionaiy  time 
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It  150-161, 163-168. 174-175 

11:195.200,202,210-211,215.221 


It  211 
policy  options 

t  89 
poveiiy 

t90 

It  158, 159 

m:168 
pocveiitkHi 

H:  168-169. 176-177 
respiiauny  ^ttgy^ff 

1 17,89 

It  151. 154. 157, 158, 159, 172 

see  also  Diseases  md  dssotikxs 
Civflian  Conservatimi  Corps 

n:  100 
Civil  Rights  Act  of  1964 

IIt90 
Cognitive  factors 

L46 

agev.  competence 
t57,58 

ni:  123. 134-135. 138. 141-148, 
150 

delinquency 

m  605, 608-609. 622 
developmental 

t6-7.  25. 27.31.54,72-74.118 

U:  20-23. 29.  339 

m;  123. 134-135.  138. 141-148. 
150 


disoiaionaiy  time 

0:88,92.96-97 
educariion>Uy  handicapp^  petsons 

1 7,86 

11215,584.585.608-609 

□t  176. 186. 229 
emancipated  and  matuie  minors 

It  297. 673, 678 

m:  125,  126-127, 136. 140. 149- 
150.  151 
intelligence 

1 103 

It  68-69, 70, 342, 609, 616. 621 

nt  125. 128, 140. 147 
see  aiso  Decisionmildng 
Cotorado 
It  237-238 

nt  50, 82, 97, 103, 105. 107.  Ill 
Commitment  (involuntarj') 

1 58. 6(^61.62.99 

It  458-459. 471, 5fi7 

nt  130. 140. 144 
Conummicahle  diseases,  set  AIDS  and 
WV  infection;  Scomally 

Comimifiify-lMsed  prograins  and 
activities 
Jk  93-94. 95. 217-218. 247. 286-288 
advisory  bodies 

nt  42, 51, 200 
comprehensive  health  care 
L  31. 47, 49-54, 72, 83, 109-110. 
Ill 

m:  1,  29-32, 3+41, 35-38. 170- 
171, 176-177.213,225 
consent  and  ccsifidentiality 

t50.54 
costfaccore 

t49.50, 52,53 

n  638-639 

IP;  36 
defined 

t50 

It  294 
dclinqncncy 

It  590, 603. 614. 615. 623. 636- 
639.  643 
drug  abuse 

It  535, 540. 549-550,  552. 561 
Federal  si^jpcnt  of 

t  51-54 

It  414-415, 561 
financial  ftctoTB 

1 49,  50,  52. 53 

ni:  33.  39 
homeless  shelters 

tt  668, 678-681 
mental  health 

n:  45045 1 . 470. 483. 486, 549. 552 
models 

I;  53 

n.  79-83 


nt  35-41.  56-57 
physicians 

t  53 
pcditical  factois 

t50,5I 
pttgnaKy  and  parenthood 

H:  358. 368-372, 414 

m  682-685 
sexoal  activity  atKl  sexually 
transmitted  diseases 
It  277. 286-288. 358,  360-372 


t  50 

nt45.5S,  56.64 
Community  Mental  Health  Centers 
Act  • 

a  477 
Community  service 

t  82-83. 87 

m  93, 101-104 
Conprdiaudve  health  care 

1 31. 47, 49-54. 72. 83. 109-1 10, 1 1 1 

It  487 

nt  1.5-73, 104. 106. 170.171. 176- 
177 

American  Acadnoy  of  Pediatrics 
It  641 

nt  12-13.14. 25,  28,52.62 
t  47. 49-54 

nt  31-41 

confidentiaiity 
I  :  50, 54 


t  49, 50. 52. 53 
dcfitXid 
t  50 

dontwistnuioo  piDjects 

n:  475-477 

m:30,31 
evalnation 

t  52-57.72,  109 

H:  475-477 

nt  30, 3^  33, 36. 38, 5 1 , 52-57, 64. 
171 

Federal  role 

I:  51-54 

n:  475-477 
finflTOial  fsctors 

t49.S).  52,  53 

t«V52. 53-54, 87 

nt  30-31, 33, 38,  39. 4748, 50 
integrated  services 

nt  56,  57-59,  66 
legislation,  general 

t  52-54 
models 

I:  53 

0:79-83,475-477 
nt  3541. 56-57 
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pidttkal  factois 

t50,51 
pttgDOXtcy  md  parenthood 

IL  403. 408, 414 
psydudogical  services 

H:  433 

m.39 
leguiatum  of 

1:52-54 
niral  areas 

I:  il5, 117 
scbooMinked 

L  31. 47. 49-54, 109-1 10 

nt  41-57. 64-65, 104, 106, 171 

1:50 

111:45,55. 56.64 
Comprcliendve  Stress  Manageraent 
Program  for  Cbiidren 
IL  443. 445 
Condoms 
1:11.93 

IL  271-272. 277, 286. 289-293.  304. 
308. 310. 370. 372, 373, 388- 
389 

Condyloma  acuminatum 
IL2fi9 

Conremce  on  Heaitb  Futures  of 
Adolescents 
in:57,58 
Confidentiality,  see  Ctmtat  and 

DonfidcniiaUty 
Congresional  committees 
L  40-44. 67 
IL644 
nL  259-261 
Congressional  Budget  Office 

IL  346-347, 348 
Connectiait 

m:  49, 82, 97, 103, 105, 107.  U I 
Cm^t  and  oonfidoitiality 
L  29. 46.  57-62. 112-113 
ni:  1,8,121-155. 195.254 
sboTtion 
L57.60. 61.62, 112 
0:  3^ 

ni:  128-129.  132.  135.  137, 140, 
141. 142, 143. 144-145,  150- 
151 

abased  and  neglected  minors 

m:  126 
access  to  services,  general 

nL  134-135,  136, 138,  151. 152 
age  factors 

L  57. 58 

ni:  123. 124-125. 126, 128. 130. 
136. 141-146. 150 

AIDS 

L62 

ni:  127-128. 132. 138 
alcohol  abme  tieaonent 
I:  61 


m:  129-130. 131. 133. 135. 137. 
153 

cramutnicstt  (mvoloiitaiy) 

L58. 60^1,62.99 

m  458-459. 471. 567 

m:  130. 140. 144 
commuDily  compmh^ive  serrioe 

L50.54 
competency  of  miimrs 

m:  123, 134-135.  138-150. 151 
couuacepUve  setvttes 
.  157,60,61.93-94,112 

H:  377-378.410.411 

m:  128-129. 132, 135, 140. 150- 
151. 153 
drag  abase  treatment 

L60.61 

n:566 

nL  129-130. 131. 133. 135. 137. 
138. 153 

nL  126, 127.  131,  137 
family  jdanning  seivioes 
nt  128-129, 132-133, 135 

nL  125, 135, 137, 138 
fiieainis  pardases 
L80 

lM>qntal-based  dimes 
nL32 

infiectioas  disease  services 

nL  127-128, 132 
insmmoe  leimburaeineni 

L60 

ni:  111,  136. 170 
legislatifm.  general 
L  47. 57. 58, 60^2, 99, 1 12-1 13 
HL  123-134. 150. 152 

1  if  igflf^^f^ 

fc57.60,  61,112 
n:39S 

nL  123, 125-133  (passim).  139- 
140, 149-151 
>fedkaid 

m:  152,  153, 175 
memal  healdi  services 

L57, 58,62,99 

m:  130, 131, 133-134. 140. 144. 
145-146. 147, 153 
inflnnice 

nL  143, 147-148 
P^iysici&ii  flttitiictes 

m  377-378,410 

m:  15, 62-63 
policy  options 

L  57-62, 111-113 
fnegnancy-ielated  services 

1:61 

ni:  129, 133, 137,  141,  142, 143. 
144-145 
primary  care 


I:  107, 108 

nL  62-63 
piofeMioiMl  Msociations,  positions 

L  57-58 

nL  136-138 
pro£Bssk«al  ediks 

I:  59, 62 

HL  134-138. 140-141. 151-152 
regulations 
L60 

ni:  132,  137. 152 
school-linked  health  centers 
L31 

nL  50-51, 52 
seamaBy  transmined  disease  sqvioes 

L  57. 60, 61, 62 

nL  127-128, 132, 135, 137 
^M?JffWrfti  MTi  II  vc  factors 

HL  144-145. 146-147 
stsndsnJs  of  coospctOKy 

UL  125. 126-127. 131, 136. 140, 
149-150 
State  laws 

1: 47, 57, 58, 60-62, 99. 1 12-1 13 

HL  123-135, 138, 139^140, 150, 
151-152. 153 
Consmnn-  Product  Safety 

Coiundssion 
IL  120, 121, 126. 139 
nL  216, 244. 245, 246 
Continuing  Survey  of  Food  Intakes  by 

Individuals 
n:  195 

Cmtraception  and  contraceptives 
L  16,52-53,96 

n:  38  326, 328. 340-341, 343, 344. 
345,349-350.352,359.365. 
366. 370. 371, 395. 408. 410- 
411 

HL  177,  240, 285 
access  to  senrices 

H:  356. 357, 366. 370.  371. 372- 
389,398.410411 

HL  54. 135 
clinical  services 

HL  35. 37 
condoms 

L  11,93 

m  271-272, 277. 286,  289-293. 
304.308.310.370.372.373. 
388-389 

L  57, 60. 61, 93-94, 112 

IL  377-378, 410, 411 

HL  128-129. 132. 135. 140. 150- 
151, 153 
cost  fiKtors 

0:377.398 
coimseling 

I:  S3. 110 

H:  368.  387-388. 395 
nL  21. 44. 51.  53-54.  56 
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Federal  efforts 

111:177,243 
aemsace 

m:  93. 96. 100,  101,  103 
|dqfsicifln  copapcieBoe 

m:21 
public  apini<Ni 

I:  no 

n:  368, 387-388. 395 
school-linked  health  centers 
JL  386-387 
nt  44. 51.  53-54, 56 
otilizaticxi  by  poor  adolescents 
10:169 
ContfoBed  Sutetanccs  Act 

n:560 
Coordiaatfon 

L  40. 65-68, 76 
0:417,477.479-480.688 
m  3. 193, 194. 250. 252, 253-256. 
257-258 
health  care  providers 

m  57-59 
local 

111:57.59.250 
mental  health  setvices 

JL  453-454. 469-*72. 477. 479-*80 
State -level 
1:65 
ni:263 
Corrcdiraal  programs 
1  15. 18, 26. 103-104. 106 
II:  240. 250. 280. 440. 470^71. 550. 
583.611.617.625^5.647- 
648 
10:167,255 


0:633,637 
w#      Delinqtiency:  Juvenile  cotuts 
Cost  fitctors 
sbcntioa 

10:398 
aoxss  to  servioes 
t  46. 47.  51. 53, 54-57. 59-60.  S3. 

110-112 
0:294 

Dt  1,  30, 63, 77-120. 188.  189. 
198-199 
accidettal  injuries 
1: 18. 19 
0: 131. 135, 140 

h  18 

0: 164-168,169-171. 178-179. 180. 
44(M41 
ocnnnniniiy-based  services 
1:49.50.52. 53 
0:  638-639 
m:36 

conq>rehensive  health  services 
I:  49. 50.  52, 53 


cofitraocptivQS 
0:377 

delinqoeiKy  and  ooircctiona 
1: 18 

O:  616-617. 638 
diMbilitics 
I:  18. 19 

0:  164-168. 169-171 
diopouls 

0:63 
drug  abuse 

O:  533-534. 552-553. 556-557 
employment  programa 

01:252 
free  dinics 

0:294 

01:34.37-41.60 

OL  83, 844J5. 87, 88. 93, 94, 114 
heahh  problems,  general 

1: 16. 18-19,  72, 123 
M^lkaid 

1:56 

O:  323 

Dt4.95.96. 116 
menial  heabfa  sovices 

0:461,474.477 
]»cgnancy  and  paresiing  by 
adolescents 

0:323 

school-linked  health  (xnters 

m;  47-48. 50. 56 
Coiinseiing 
alcohol  and  drug  abose 

O:  547-549. 555. 557-558. 566 

OL  17-18. 47 

0:557 
chronic  conditions 

O:  172 
at  clinics 

0:411 

OL  36.  37. 39-40 
ctH^att  and  confidentiality 

OL  137, 144 
contiao^itiai  and  sexual  activity 

L  53. 110 

0:368.387-388.395 

m:  21.44.51.53-54.56 
eating  discndeis 

0:214 
bcondess  persons 

0:684 
by  muses 

OL35 
by  i^iysicians 

OLIO,  14-15. 17-18. 20-21,62 
pregnancy 

L97 

D:401^.4i. 
schotd-linked  tealm  centeis 

m:  43-44, 47, 53. 56 
self-help  gnnips 


It  474^75, 547-549, 557, 637 
sui^ie 
0:453 

see  also  Psychological  and 
psychiatric  sejvices 
Court  cases,  see  Juvenile  onnts; 

lidsgidooi  com  cases 

Cranstoa-Gmzales  Natkn^ 
AfTordabtc  Housins  Act 
0: 665, 681-682 
CrinKS  and  erinynals 
L  16.20 
0:37.95.98 
OL  169, 250. 255. 287 
age  £ftcstrs  * 
bl02 

0: 585, 589. 596-597, 614. 618. 
619.628,631.633 
definidaos 
0: 583-587, 622, 62W30, 641 

D:5tW,  516-517. 53X534 
fiwurnw  and 
1: 81. 102, 103 
0:611-614.615,647 

1 15.20.102.103 

0: 598-600. 601. 613-614, 618. 

619, 628. 630^1, 632, 646. 

648 

OL  171, 183, 184-185. 187. 196. 
250 

police 

0:538,626 

OL  146, 184 
nip6 

1 19 

0:584,593.619,677 
sdwoi  iidSoeaoes 
L  86 

0: 70, 71. 104. 609. 621-622, 624 
aL2S5 
vicdms 
1  15, 19, 20, 103, 105 
0:  583, 587. 589. 591. 593. 598. 
612-613. 616-617, 618-620, 
628.633-634,637,647 
QL  169, 183, 197-198 
see  also  CMd  abase  and  neglect; 
Ddinqoency:  Homidde; 
Juvenile  courts 
Cultural  factors 
h  21. 115 
0:36.99,180 

OL  55, 160. 188.  189.  190. 229 
Hispanics 

OL  188. 189. 190 
language  issues 

0: 76. 104 

OL  189. 192 
fniooritics 

0:67.99. 601 
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nt  179-181. 182, 183, 184, 186- 
192  (passim),  W.  196,  m, 
^250 

leligioas  infio^ioes  ami  (B]ganizatioas 

It  95-96, 342 

m:  51, 56, 190. 191. 192 
ran!  aress 

m.- 198. 199 
Curnait  Population  Survey 
ni:  77. 161, 162 

D 

Deaths,  ste  ARddbots  aod  injunes; 

Caooer,  Clinmic  ^ys^ 

diseases  and  disoitlers; 

Homkide:  M^Mdity  and 

natotality;  SoKide 
DedsioamaJilng 
L- 107-108 

11:21.22.23-24.38,284 
10:230.254 
asseitiveuess  training 
1:27 

It  357, 358. 365-368, 535. 565 
comniiriiieut  (invcduntaiy) 

1-58,6^61.62,99 

0:458-459,471,567 

m:  130. 140. 144 
GonnpctCDcy  of  mioofs 

1:57,58 

m:  123, 134-135. 138, 14M48, 
150 

cmpowtamcm  qjproacfacs 
1 63. 64-65, 67, 72, 82-83, 124, 

128-129  ' 
IL  3941. 99, 104, 172, 366-367, 
395. 443-444, 445, 566-567 
111:36,58,59,60 
schools 
1:85-86,87 

a  66. 67, 70-71, 357. 358, 365-368 
skiUs 

01:230 
(luuiug  in 

0;  279, 284, 285,  357, 358, 389, 
390 

OL  148 

see  also  Alvisoiy  bodies;  Consent 
and  '^'mfl'^****!  pi  tty 
Definitional  issues 
apcidental tnjaiy 

0: 117 
dfiolcsctnoe 
1:2.3-6 

0:13-17.117.585 

01: 213, 219, 224 
adakscent  health 

1:2,3-5. 23. 71.83-84 

0: 13.  24-28 
age  factors 

L2.6 

O: 117, 163 


m:  213.  219-224 
child  abuse 
1: 85 

0:42.43,604 
oironic  conditions 

0:  150, 170 
community  services 

1:50 

0:294 
cwopetcuce 

flL  139^141 

01:123 

dcJinqaeacy,  aune.  md  cane^iaas 

O: 583-y7, 622, 629^.  641 
dcnicusliiiion  piojects 

L71 
drag  abase 

0: 499-504, 507-508, 509. 525, 
527,533.534,558.566.584 
emamalpated  and  manne  minois 

OL  126. 136 
family  autonomy 

0L12S 

1:5,119-120 
hometessness 
0:663,665 

Medicaid  {diysicim  participation 

01: 110 
mental  health 

0:454,455,464.549 
minonties 

01:180 
mtxiticHi 

O:  193, 202,  208 
parenting  styles 

1:83,85 

0:40,4647,50-51.524 

OL  125 
l^iysical  fitness 

O:  193.202 
poveity 

m:  159 
pUDvcfitiaii 

L24 

piimaiy  healdi  caie 
01:7.62 
Delaware 

01:82.99.103. 105. 107,111 
Delinquency 

1: 101-105, 106 

0:583-648,677-678 

m:  197.217,253,255,287 

age  factors 
I:  102 

0:  589. 589, 596-597,  614. 618. 
619, 628, 631, 633 
alcohol  almsc 

0:611.640.645 
Black  Americans 

I:  15.  102 


XL  589, 598-599. 601, 613-614, 
618.631,646,648 
cognitive  &cton 

m  605, 608-609. 622 
commanity  fectois 
0: 590, 603, 614, 615,  623. 636- 
639.643 
costs  of 
I:  18 

D:  616-617. 638 
dfffmiiional  issues 

m  583-587. 622. 629-630. 641 
deoii^B^day.  grnBral 

0:596^1.615,628,630^32,646 
0:534.557.611.645 


0: 603-607. 614. 620-621, 624. 
07-638.642 
FedersI  programs 
1: 104-105 
0:621-622.644-648 

gODOBT  HCDOfS 

I:  15.20.102 

0: 597-598, 618. 628. 639-640 
hiatnfcd  peospectives 
0:591-596,632-633,644 


0: 583, 629^,  639^ 
mnMiiitios 
t  15.20.102. 103 
O:  598-599, 601, 613-614.  618. 

619,628,630631.632,  646. 

648 

Dt  171. 184-185,  187, 196.250 
puvotil  &ctois 

O:604W.  614, 620-621 
peer  influences 

0: 609^10 
p^ky  opctois 

L- 101-105. 106 
poverty  and 

1: 102 

0-60(^1.614.633 
OL*  169. 171 
pieventioii 
1:23, 103 

0:586.620^25,642-644 
OL-  250,  251, 258 
paostitntHA 
0:676 

1: 106 

0:646^7 
ratal  areas 
schools  and 

1:86,106 

0:  70, 71, 104, 609, 621-622. 624 
OL  250. 255 
set  also  Cotxectioinai  programs; 
Juvenile  courts 
Demography 
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It  6. 397. 584 
acridental  injuries 

IL  126-129 
chnsuc  condhiwtt 

n:  1SMS2, 160 
deUoqiiency  ami  conectuns 

n:  596^1.615.628,630-632. 646 
dmgdnse 

n:  517-519.525 
fiamily  life  and 

It  35-36 
bnmigmioa  and  immignDxts 

m:  181. 182, 186. 192 
picgnancy 

0:348-356 
school  pq»Jatkin 

11:60.61.66 
oniiiSiirBd 

ni:  77-81 
woricfoice 

1: 121-123 

It  14.15.36 

nt  165, 178-179 
see  aiso  Age  &ctora;  Gender 
diOweaceK  Afinoirittes; 
KfoibitfiQr  and  nKntality, 
Socjoeconoisiic  tttins 
Denioietration  projects 
1 69-72 

It  102. 138. 172-173, 561 

nt  172-173, 177. 194, 200. 244. 246. 

247. 252, 253. 254-255, 262 
AIDS  and  odier  sexually  transmined 
diseases 

It  297, 303, 304, 305 
congxDBlieDsive  health  centesrs 

0:475-477 

10:30.31 
edocatianal 

164.69.70.71-72 

nt33 

m  390. 391-393 
cvaloadon 

1:71 

nt  33-34. 52,  252 
beaitfa  insurance 
nt  77-81, 100 

nt  99, 100 
mrntfll  health  soviccs 

0:472.477,482 
piegnaiicy  and  {Mxenthood 

0:403-406, 41 M12 
pieveittive  sertrioes 

1 69, 70, 71-72 

0:243 

I  81,  87 
school 
t87 
0:  80-86 


stadstKal  programs 

t  74-75 
Dailal  and  oral  health 
1 11.91-92 
0:231-249,684 
01  61,177,186.284-285 
Ouoridttioai 

1 16,92 

It  241-242. 246 

at  235 
inraraBoe 

0:245,248 

at  91. 93 
poiicy  (^MkQs 

1 91-92 
school-linked  health  centns 

0144,47 
Deparimort  of  Agriculture 
135 

0: 195. 200. 201. 202. 208. 217. 219. 

Z20. 221. 399. 680 
01 177-178. 196, 216, 219, 245, 246 
I^Daitineiit  itf  Commerce 
135 
0:36 

01  216, 219 
Department  of  Dcfei^ 

1 35. 119. 120 

01216,219,245,246-247 
Department  of  Education 

136 

0:78.83-86,563.669 
01 196. 217, 219-2^.  245. 247-250, 
258 

DepartmMit  of  Health  and  Human 

Services 
133,45.67-68,117 
0:  25-26, 232, 245-247. 413. 645 
01  173-177. 214-216. 220-223. 253. 

256, 258 
accidflofal  injuries 

m  138-139 
con^at  acd  confidentiBlity 
Isolations 

160 
drag  abase 

0:560-563 
Heabhy  Peapte  2000 

176,77-78.80 

H  26, 203, 204-205,  218 
bomeles&oess 

0:663.671.680.681 
minority  programs 

at  190. 192-196 
nutntion  and  fitness 

It  194-195. 200. 201. 208. 220 
sexually  transmined  diseases 
including  AIDS 

O:  298-306 
^nding 

I:  32 

m:  225-244 


see  also  spec^  cmsTituent  ag^tcies 
Departmrat  of  Houdng  and  Urban 
Devek^iment 
0:564 

DepartnMDt  of  the  Interior 

01 217, 223 
Department  of  Justice 

t  36. 104. 106 

0:  5{W,  589. 611, 612.  617.  644, 
671-672 

01 196, 217, 223, 245, 250, 251, 253, 
258 

Depaitmoit  Labor 
136 

0: 87, 324, 332, 390. 391. 404, 564 
01 178, 217. 223, 245, 251-252 
DepaituMnt  of  Transpmlatioa 
136-37 
It  129. 139 

01  217-218. 223. 245,  252-253 
Depression,  dinfcal 

0:176.434.436.465 

01186 
Dennatologists 

0:180 

0119^20 
Dei^prooital  Disabilities  Act 

01176 
DevdopoNntal  processes 

16-7,91, 118 

0: 3. 1M3, 39-41. 302, 352. 433.499 

01183 

cognitive 

1  6-7. 25. 27, 31. 54. 72-74, 1 18 

0: 20-23. 29. 399 

nt  123. 134-135, 138. 141-148. 
150 

dental  and  oral  health 
0:  231-232 

17,86 

0:215.585.608-609,614 

01 176, 186. 229 
disoetumaiy  time 

0:  88. 92, 96-97 
diseases  ami 

0:88,92 
drug  djose 

0:531 

enMncipatod  and  mature  minors 
0:  297, 673, 678 
nt  125. 126-127. 131. 136, 140. 
149-150. 151 

ittfiyn^gtff^  tod 

154 
interventicHis  aud 

125,27,31,72 
minorities 

01  181 
nutrition 

H  194-195. 198. 199. 206 
puberty 
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m  16, 17-19, 206, 231-232, 342 

nLfii 

leseaidi 

1:72-74 

tt  22 
sdiool  tnmsitions 

1:85.86 

IL  66-67. 71-72,  104. 444. 445 
Diabetes 
L21 

m  211, 215 
m:  91, 235 
Diaipiosls 
AIDS 

11:293-295 
drug  and  alcohol  abuse 

L- 108 

n:  499,504.553-554.556-537,566 
nt  17-19, 63. 102 
gender  factors 

nL  11 

insumioe 

m:  85-86 
Medtcaid 

1:55,56 

m:  1. 48. 99. 100, 101-104, 116. 
U7, 174 
fiiBntal  hwJrti  problems 
L  97. 108 

IL  433. 434. 437. 439. 467 
0:16-17.31.63 

nL- 15-22, 23. 29, 63 
sexual  activity  and  related  disorders 

IL  258. 271. 342 

nL  127-128 
sldn  digfUffyf 

10:19-20 
Diet, 

Diet  and  Healtii  Knowledge  Survey 
a  195 

Dietary  GtiifteUnes  for  Americans 
IL  200-^1. 208 
televisloa 
H:  90-91. 208 
DisabUities 
m:  93-94, 168. 176. 186, 229 
see  also  CSmmk  piiysical  diseases 
and  disonfecs;  Hsndicifrped 
petsfsis 

Disadvantaged  Minority  Healttt 
Improvment  Act  of  1990 

ni:  196, 243 
Discretionary  time 

h  25, 79. 81-82, 83. 85-87 

H:  3,59-60.88-103. 104 

IIL61 

ue  also  Sports  and  lecreadm 
Diseases  and  disorders,  pliysical 
acne 

L  11. 17, 108 

H:  154. 179-181 


m:  10.20.61.63 
anemia 

IL  »),  209. 212, 213 

m:  185 
develcqxnental  processes 

n:88.92 
diabetes 

1:21 

m:  91. 235 
bomele&s  persons 

IL  668-671, 673-*74 
nwririon  and  fitness 

a  195,200.209-211 
(^lesity 

L21.91 

IL  37, 202, 208,  ^210. 218-219 
nL  185 
respiratoiy  diseases 
L17.89 

5eea(so  Accidents  and  in|vtes;  Acute 
dtecsscs  Slid  ifis4?rifBTS|.  C3uvHitc 
physical  rttseweii  and  disowfas; 
Diagnosis:  Drag  abase; 
Handicapped  pei80M;Memal 
health  and  iHness;  Moibidity 
aid  mcBtiUty;  Scnening; 
Sexually  transmitted  diseases 
District  of  Colninbfa 
IL  186. 464. 624 

UL  50. 82, 97, 103. 105, 107. 1 1 1 . 
129. 189 

Divmve 

IL  35-36, 444, 531, 605 
Door,  The 

nL3641 
Dropouts 

L  5, 8-10,  20, 86 

IL  61-63, 86, 285, 391, 393, 530, 609 

nL  55. 61, 198 

imiMinCtffs 

L'*-9,20 

n:  61-63, 66 

UL  185 
poverty 

m  62, 391 

m:  55,  168 
Drowning 
L  88 

a  120-121, 123-124.  127,  128.530 
Drug  abuse 
L  2, 14, 16, 22, 99, 101.102 
IL  308, 344, 346, 447-448. 451, 462. 
499-567 

HL  19, 214. 230-231. 233. 237.  253, 

254.  287-288 
age  factors 
n:  512-513. 518-519. 543. 547, 
551.566 

AIDS 

IL  257,  258,  271, 272.  277.  293. 
296 

athletes,  steroids 

810 


n:  213 
Uodcgnms 
L60 

11:47^479.561,564, 679 

nL  153 
clinical  services 

nL  3S-39  (passnn) 
conummity-bsed  programs  and 
activities 

IL  535, 540, 549-550. 552. 561 
consent  and  wnfidentiality 

L  60. 61 

IL566 

m  129^130, 131, 133. 135, 137, 
138. 153 

cost  of 

m  533-534, 552-553. 556-557 
cfMmsdi&g 

m  547-549, 555, 557-558, 566 

HL  17-18, 47 
crinip  rrifltwf  to 

a- 508. 516-517, 532, 534 
definitional  issues 

tt  499^504, 507-508, 509, 525. 
527,533,534.558.566.584 
doliixpiCQcy  sod  concctioiis 

tt  532, 555, 611, 643 
dcmognfliy 

tt  517-519, 525 
diagnsis 

L108 

tt' 499,504. 553-554, 556-557. 566 

Itt  17-19, 63, 102 
cdfiratifHial  intBrvcatioas 

tt  535. 541-542. 563, 564 
emeigency  seannoes 

tt- 514-516, 555-556 
evaloatioo  of  sovioN 

tt  536.54X  551-559. 566. 567 
family  facton 

tt  522-524, 603-607, 614, 620- 
621,624,637-638.642 
Federal  efforts 

L  104-105 

tt  505-506, 507-508. 555.  558- 

565,  621-622,644-648 
nL  193-194, 229-232 

tt  552-553, 558-565 
geodBT  CBctors 
L  15, 20, 102 

tt  509, 510-511, 514, 530, 533, 
597-598, 618, 628, 639-640 
health  care  pntfesaiaials,  rtde  of 
L  101 

tt  538, 555-556, 557-558 
historical  perspectives 

n:  591-596, 632-633, 644 

nL19 
homeless  persons 

H:  674-675, 681 
insutanoi 
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h  111 

m:  83, 88-89, 102.  108, 115. 117. 
170 

IL  334, 535, 536, 540. 541, 543 
Medica&l 

m:102. 108 
tneOsodbh^cal  issues,  studies 

1:99 

It  520-522. 524. 551, 566 
mmorities 

IL  517, 551, 599,  618, 621, 648 

im  193. 194, 196, 229 
mcnfcidily  and  im»tality 

1: 99, 101. 102 

It  505-520. 529-530 
mitpaficnt  care 

11:549 

m:  108 


Jk  522-524, 525-526, 541-542, 566 
peen 

11:524-525,537-538 
physiciiD  coiupeteiitje 

10:17-19,22,23,29 
policy  optiiHU 

1:99,100,102 
povBity  and 

JB:  169 

L  99, 101, 102 
11-505-520.521 
prevention 
1: 100-101 

IL  85, 462, 534-544, 545-546. 560- 

565 
nL  173, 254 
pro&ssianal  iNbcation 
LlOl 

IL  538. 555-556. 557-558 
m:19 
lesearch 
L102 

IL  520-522, 523, 558-559,  561. 
562,564-565.567 
school  inflwnces 
nL  47, 54 

IL  526. 530. 535,  536-541, 544. 
554-555,563 
scfaool-Unked  health  centers 

ni:  44, 47,  54 
seinial  activity  asd 

a  530. 531 
socid  faoon,  gemal 

H:  523, 525, 527, 534, 337-538, 
539-540 
socioec(monuc  factors 

IIL169 

H:  517-518 
treatment 

L  101 

H:  544-559, 564-567 


see  also  Alcohol  abase;  Tot»cco  use 
Drug  Abase  Education  and 
IVevwtion  Act 
IIL229 

Drug  Atmse  Resistance  Education 
Program 
n:538 

Drug  Abuse  Wanting  Networit 
a  507-508, 514-515. 355-556 

Drug-Free  Schools  and  Communities 
Act 
11563,564 

Drugs,  prescribed 


IL  180 

AIDS  and  sexually  traasmitted 

m  296-297, 309 

0:372,373.376-377 
in:44 
mcntfll  hfuilth  txtcBtmcnt 
IL465^ 


Early  and  Pferiodkr  Screening, 
IMagnosiSt  and  Treatment 
prograttt 

L55,56 

IL  247, 478 

nL  1. 44. 48. 99. 100. 101-104. 116. 
117. 174 
Eating  disorders 
IL  213-214. 434 
Economic  factors 
IL  13.24 
homeiesaiess 
IL664 

sweotives,  safety  equ^xnent  use 

EL  133-134 
indqwadeot  minois 

IIL126 
pregnancy  and  parenthood 

IL  337-338. 348, 394 
raral  areas 

in:l98 

see  also  Cxt  ^tors;  Financial 
&cnns;  FkBiding;  looome; 
Poverty;  Sodocconcsnic  stanis 
Education  and  Human  Services 
Coi»oriium 
ni:57 
Educational  factors 
L3 

H:  63. 244 
m:235 

sccidem  prevention 

m  132-134 
AIDS 

H:  272. 275. 279-280, 286. 308, 358 
in:235 
delinquency,  alternatives 


ERIC 


8a 


IL624 
develqneiital  disabilities 
L7,86 

IL  215, 584. 585, 608-609 
drag  abuse 

IL  535. 541-542, 563. 564 
fnnilies,  sex  and  AIDS  education 

0:279-280,308 
Federal  nde 

L36,65 

IL  78. 83-86, 563, 564. 619-620 

nL  176, 196, 217, 219-220, 245, 
247-250. 258 
toniftlflss  pcxisons 

IL  669^1. 677. 678, 684-685 
job  training  a"d  aidbig 

n:  69, 87. 173. 389-394, 401, 415- 
416.622.684-685 

HL  178. 217, 225. 251-252, 255 
minorities 

nL  187, 196 
models 

L  26-27, 71-72 
pn^nancy  and  parenthood 

IL  342, 344.  349 

L64 
n:401 

sexual  activity  and  seroally 
trmsmitted  diseases 
J;  93.94  96-97 

m  272, 275, 278-288, 307-308, 

357-372, 395 
nL243 

see  also  Coonseling;  Drs^wuts; 

Preventive  lieaith  and  educatioa 
measnres;  Professional 
e(fcicatiaQ;SclKMd  infioenoes  and 
seivkes;  Uhivendties  mi 
coJIeges 

Education  for  All  Handicapped 
Children  Act 
IL  183, 454. 456, 457, 471. 479-480 
m:262 
EiseflstadI  v.  Baird 

nL  128 
Elderly  persons 
nL  172, 244 
Medicate 
L  119, 120 
nL  109-110 
Elementary  and  Secondary 
Education  Act 
IL  85, 86. 103 
Emancipated  and  mature  minors 
n:  297. 673. 678 
nL  125. 126-127. 131,  136. 140. 
149-150. 151 
Emergency  services 
H:  120. 121, 124. 136-137 
consent  and  confidmtialiiy 
Uk  126, 127, 131, 137 
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drag  abnx  and 

0:314-516.535-556 
bomel^pmoos 

0:668,678-687 

0:277.287. 452.468 

01:51,54. 174 
Emidoyee  R^iFetneat  and  Income 

Seairity  Ad 
1:57 
01:83 

Einptoycr  mandates  for  health 
insurance 

ni:  no,  113 

EropioyiiKnt  and  Training 
Administration 
0:390 

01:178.251.252 
Emfdoymcat  and  nnanploynient 
agriddtmai  wmkera 
0:237-238.414 
01:176, 177, 213,237 

0:89.96 
drag  abuse 

0:526-527 
edncatieii 

E'63 

O:  87, 390. 391-393. 415-»16. 564 

OL  29. 173, 178. 217. 251-252. 
251-232,235 
females 

0:36.88 
bealdi  insunoce  bene&ts 

1: 47, 55. 56-57, 98-99, 1 1 M 12 

D:  347-348 

ID:  80. 83-94  (passim),  110, 112, 
113, 117 
job  tiaiuii^  and  aiding 
0;  69. 87, 173, 389-394, 401. 415- 

416,624.684-685 
01:  178, 217, 225, 251-252, 255 
nunontics 
t  122-123 
0:63 

ID:  178-179.  181 
poveity  sod 

0:  87, 98. 389-394, 401. 415-416 

m:  165, 169. 170.  178 
piegnancy,  paiendKKid,  aixi 

0:  389-390. 391-394, 397. 401, 
415416 
icsearcfa 

01:252 
scbool-Iinlted  health  centers 

01:44,49 
self -employed,  and  insurance 

01:80. 110,  113 
woddbrce  demography 

I:  12M23 

0:  14, 15, 36 


m:  165. 178-179 
Empowcnnent  apimnclies 
1 63, 64^,  67, 72, 82-«3, 124 
0: 3941. 99, 104, 172. 366-3ff7, 395, 

443-444,445,566-567 
01:36.58.59,60 
youth  panels 
1: 128-129 
m:39.60 
Enviraimental  factors 
0:25-26. 29.448 
0L3 

delincpicocy 

L106 
bmnnlftiMnc&s 

1: 107 
QUtxitkio  and  fitness 

I;  92 
policy  opctras 

1:44,45,76^3 

1:32,77-78 
^also  Access  to  servioes;  Social 

EpidemMogy*  set  Centers  for  Disease 
CooixqI;  Moxbicfisy  and 
nvHtality 

EUiks 
AE>S  dregs,  dinical  tziats 

II:2%-297,309 
of  conSdCQSiaUty 

I;59,fi2 

nL  134-138, 140-141, 15M52 
pregnancy  prevention  research 
O:  357, 376 
Ethnidty.     Culmral  £acton; 

Minaida;  spec^  grw^ 
Evaloation  issues 
oomprefaensive  service  oeaten 
L  52-57. 72, 109 

DI:  30, 32, 33. 36. 38, 51 . 52-57. 64. 
171 

cosiseffi  ffid  cenfideiUiality 
I:  57. 58 

10:  123. 134-135. 138, 141-150, 
151 

correctional  programs 

L  103-104 

0:632-644 

01:250 
delinquency-related  programs 

0:620-626 
deomstiatira  projects 

1:71 

0:252,285 

m:  33-34.  52 
drug  abuse 

m  536-542. 551-559, 566. 567 
integrated  services 

ffl:  57-58, 66 
local  services 

0:  286-288 


01:255 
jttvenils  jusdoe 

1: 103-104 

ni:  250 
mental  healdi  programs 

n:  443445, 449451. 462466. 486 
medKNtology 

L2S,  120 
minoiiiy-ciiaited  services 

ni:  189, 191 
profiesskmal  eduotiim 

L  30^1,62.63 

OL  28-29, 33. 57 
sdnd-linked  health  centers 

0:358 

m  51. 52-57, 64 
schools 

0:81,85 
senut  activity,  iuterveuticos 

1: 93-94  ^97 

0:  277, 278. 281-295, 308,  356- 

357, 358-408 
m:243 
Exotise.  jee  Physical  fitness 

F 

Families 

1: 8. 78-80. 83. 84-85 
0:3-6,35-52,88. 208,347 
01:34,61, 125,230,282 
adoptios 

m  50, 51, 326, 338-339, 351. 354, 

355.398-399.471 
10:177,286 
Aid  to  Families  With  Depaidem 
Children 
L  19.55 

IL  323. 348. 350-351. 401. 415- 

416,617,664,679 
ni:  79. 95-98, 100. 116, 152, 162, 

173, 174. 175.  225,229,253- 

255 

chronic  inness,  costs  to 

0: 171, 178-179 
counseling 

01:44 

ddinqnen^  ami  conections 
U:  603-607. 614. 620-621. 624, 
637-638,642 

divoroe 

0:35-36,444,531,605 
dmgdnte 

m  522-524, 603-607, 614,  620- 
621,624,637-638,642 
Federal  programs 

01:173 
homelessness 

0:663-665,666-671,688 
insurance  costs 

0183 
legal  issues 

I:  58-59, 60 
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It  49 

HL  123. 125. 131 

1:67 
msuioge 

m  334, 346. 347, 603 

nL  126. 
nutiital  healdi  prablans 

0:440-441,448,473 

IL  45. 49, 279 

m  »79, 187. 188, 190 
policy  options 

L  78-80, 84-85 
poverty 

nt  159U161, 162, 169S.170.  173- 
174,243 
leseaiciiffii 

It  37, 51. 52 
sex  and  AIDS  educadm 

II:2^2W,3(» 
tdWings 

IL  440. 441. 605, 615 

a-  35-36, 38, 323, 331-332. 338, 

348,353,402,666 
nt  162, 173-174, 190 
ssppoit  by,  geoend 
L-23,2S 

nL  159-160. 184, 188, 190 
support  ftg,  general 

1:78-80.106 

IIL  190. 196 
Me  ate?  autd  abose  and  neglect; 
Wostot  caie;  Parents  and 

Family  Impact  Sonhnr 

11:49.51 
Family  plamiing,  s€e  Contraoeption 
and  cratTSoeptives;  Ppegnency  and 
pamidng 
Family  Support  Act 
IL- 403, 406, 415 
nL  173 

FamUy  Support  Administrstion 
L33 

H:  401, 416. 417 
m  173-175.  192.  214,  220, 225 
Federal  Bureau  of  InvestlgatkHi 

IL  508. 617 
Federal  Eroci'seiicy  Management 
Ageocy 
n:680 
Federal  Government 
L  1.32-44,65-76, 83, 117-118, 124 
m  2-3, 29, 171-178, 191-196, 199- 

200, 213-263 
accidental  injuries 
U:  138-139 

10:  233-235. 244-246. 252-253 
agency  survey  for  OTA  study 
L  130 


AIDS 

IL  258. 280. 298-306.309-311 

h  119-120 
child  abuse 
L8 

IL  43-45, 47. 49 
cfaixaiic  {diystcal  diseases 

IL  141. 183>184 
comnmnity-based  OMtyiehensive 
service  cxsaers 

L  51-54 

IL  414-415, 561 
conippdiciisivc  scivtces 

L  51-54 

IL  475-477 
oongresiBaial  connnittees 

L4(M4,67 

IL644 

nL  259-261 
consent  and  confidentialiiy 

OL  123, 128-129, 152-153 
cooidiitttian  of  servioes 

L  40. 65-68. 76 

0:417.477.479^0.688 

nL  3, 193. 194, 250, 252, 253-256, 
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L  104-105 

0:621-622,644-648 
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0:242.245-249 
drag  ^)ose  progtams 

L  104-105 

0:  505-506, 507-508, 555. 558- 
565,621-622.644-648 
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O:  78. 83-86. 563, 564. 621-622 
OL  176, 196. 217. 219-220. 245. 
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health  insurance 
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m:  114-115,117 
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L99 
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241.243 
militaiy  service 
0:96 
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OL  190, 191-196, 241. 243 
national  youdi  service 

L  78. 82-83, 87 

0: 100. 101-103 
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nutrition 

0:204-205.219-221 
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bradi 

L  65-76, 117 
poverty 

OL  171-178 
piegnancy  aixipaientbood 
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preventive  healdi  measmes.  general 

L32 

nL258 
professional  edncgtioo 

DL29 
tesettndi 

L  23. 32, 32-37. 66. 67, 68, 72-74, 
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a  141 
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roxal  aieas 

OL  199-200 
schools 

0:78,83-86 
sexually  transmitted  diseases 
iiKiading  AO^ 

0:  258, 280, 298-306. 309-31 1 
States,  coopeiaiira  witb 

L  47, 121 

0:242.280 

OL  65. 110, 173, 176, 192, 232- 
233.235,236,250,252,263 
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L  47, 52-53, 60, 61-62, 65 
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set  also  Block  grants;  Legislatkm 
(qKci&  Fodofid)^  Medicaid^ 
Polky  isstva  ffiod  optksis; 
^pec^  Federai  agmteUs; 
spec^  heath  issues 
Females 
Aid  to  Families  With  Dqiendent 
Oiildrai 
I:  19,55 

n:  323, 348, 350-351. 401. 415- 

416. 617. 664.679 
m:  79, 95*98, 100, 116, 152, 162, 

173, 174,175. 225,229,253. 
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ASDStdocsskoi 

mm 

111:185 

DUID  OOUlXol 

IL  359.372,373,376-377.408.410 

111:44 
deiinqiieiicy 

11:640 
devdopiiiflntal  processes 

n:  17-18 
dnig  dtxsse 

0:530 


IL36,88 
gratHti  uisorocrs 
1 11. 17 

m  42. 181-183, 269, 270-Z71 
nicxttal  hftnltfi  psobteois 
1: 11, 14 

lb  213-214.446-447,448, 451.452 
outritioo 
h  11.90-91 

IL- 195. 198. 199-200, 208, 211, 

212-214.216.221 
paienifaood  fDid  psegnmcy,  genoial 
m  323. 348, 350-351. 353. 359, 

373.390,394.330 

k85.86 

XL  72, 104, 336-337, 444, 445 
sexual  activity 
It  324, 342-344, 352. 353. 354- 
355.359.373,390,675-676 
gfftgj^  pttieflts 
11:  35-36, 38. 323. 331^332, 338. 

348  353 
111:162. 173-174, 190 
^  oto  AboitiiMi;  Binfa  imes;  Gtesvier 
difieicoces?  Ntaistxiistioii; 
Pttgnancy  axtd  patenting 
Fliumcial  factors 
access  to  semces 
1 46. 47, 51, 53, 54^57. 59-60, 83, 

11M12, 113-117 
111:1,30.63. 77-120, 188,189, 
198-199 
child  suppoft,  absent  paiems 


0:416 
nt  173-174 
fommnnity'^iased  con^iicfacmivc 
service  centers 
1:49.50.52.53 
m:33.39 
consent  and  cnnfidrntiality 

nL  125. 135, 137. 138 
mfntnl  bealdi  sovises 
XL- 478-479. 483-484 
pnyfrfffjffngl  liabilHy 
1:59 
m  130 
sdiool^iiiked  beahfa  centers 
t31,51 
m:  45, 47^50 
jTtf  ate?  Cost  ftctois;  Pimdiiig;  Heakh 
iwaiMe;  ScafiBng 
Flreanns 
1:79.80-82.88.89.102.103 
IL  5. 124, 447, 448, 451. 61 1-614, 
615.647 
Fitness,  see  Fliysical  fitne^ 
Florida 
0:464 

nt  49. 50. 8Z  97, 103,  105, 107,  111 
FliMriiiaitoi 

1: 16.92 

0:241-242.246 

in:235 
Food  assistance 

0:416 

nL  178, 246, 255 
Footbatt 

0: 121, 124-12S 
Ford  Fotiodadon 

0:404 
Foster  care 

1: 8  19  85 

0: 49-Sl ,  471 , 474, 617. 664, 666. 685 
OL172 

Foster  Grandparent  Program 

0:49-51 

01:172 
Foundatfoos,  see  Noi^nofit 

oiyaiizarions 
4-H  duln 

1:87 

0:92 

OL- 200,  246 
Free  dinics 

10:34.37^1,60 
Fiuidiog 

I:  1 
0:97 

10:35. 175 
abortion 

0:243 

01:92-93 
comprdiensive  service  centers 

1: 50-52, 53-54,  87 

ni:  30-31 , 33. 35. 38. 39. 47^.  50 
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L  5.119^1^ 
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0:552-553.558-565 
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0:376-378 
Federal 

1:32.38-39.40.47, 59,72,  87. 
119-121 

0: 78, 83. 86. 97-98. 102, 103, 104, 
141, 183-184.247  298.303, 
304-306. 309-310. 376-378. 
408-417. 478-480. 483^. 
558-565. 644. 673, 678-683. 
687 

10: 29. 48. 64. 65. 92-93. 1 17. 
171-178.193.194.196,200. 
224-253  (passim).  258, 263 
rcocrti  t^wH^t^  oouQuions  rotr  ouues 

L  47. 52-53. 60, 61-62. 65 

0:680 

10:65.250 
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0:673.678-683.685 
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0:61.95.483.685 

10:47-48.52.54.55 
matching 

1:52.54,81 
Doscdsid  besltb  scnvii?es 

a:47»4»).  483-484 
fKgfuacy  ind  paaeadiood  programs 

0:376.378,408-417 
recmaioul  progTBBs 

L- 81-82 
lesesich 

1:23,32,72-74. 81 

0: 141,  m,  303 
school-linked  health  centers 

m:  47-50 
sciiool  sexvioes 

1:87 

0:78.83, 85,86 
sports  pragmns 

1:87 

«ee       Block  grants 
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InReGault 
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G8y»  teri^,  and  Wsexml 
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O:  261,  TSi,  271-272, 277, 279. 285, 
286, 309-310, 665. 676, 689 
Gender  dUTerences 
accttkntal  ittjnnes 
1: 17  19  88 

O:  n'8-l'l9. 122. 124, 125,  127, 
129,  131, 132, 157-158 
chOd  abuse 
0:45-46 
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dink  utilization 

m:3S 
chraaic  diseases 

tl7 

n.- 166 

OBx^ieKSKy  of  minors 

m:  146 
deUnjueiKy 

1 15,20. 102 

IL  597-598. 618. 628. 639-640 
drag  abuse 
1: 15. 20.  i02 

It  509, 510-511. 514. 530. 533. 
597-598, 618. 628. 639^ 
luMnelesness 
11:672-673,677-678 

L  11, 14 

H:  213-214. 446-447. 448. 451. 
452,458 
moriridity  spd  imxit&Uty 

t 17. 19 

0:437 
noBition 

L  11.90-91 

IL  195. 198. 199-200. 202-203. 
2l^213. 216, 221 
school  factoES 
0:66 

searoal  acovity  and  sexually 
tfaiBBiiitted  diseasffs 
IL-  268, 269. 270, 271, 273-274, 
306,326,640 
suicides 
L98 

11446447,448,451,514 
tobacto  ose 

0:511 
ntiHiarioo  of  servioes 

0:458 

01:9-10,35,46.146 
jv«  a(so  Feanale^  Males 
G«neral  Accounting  Office 
1:54 

0:  285, 417, 531. 667, 685. 687 
Genetic  factors 

0:  183. 215.  234.  244. 610 
Genital  disorders 

1: 11. 17 

menstnul  distress 
h  11 

0: 42. 181-183 
pelvic  infiammatoiy  disease 

0:269.270.271 
«er      Sexually  transmitted  diseases 
Geographic  factors 
1:22 

0:  36. 88. 160. 166. 418 
ni:  177 

see  aiso  Regional  trends;  Rural  areas; 
Suburban  areas;  Utban  areas; 
specific  States 
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Georgia 
0:289,367 

10:82,97.103. 105. 107,111 
Girls  Oiibs  of  America,  see  Giils  Inc. 
Girls  Inc. 

0:92-93 
Gonorrhea 

n:  265, 268-269, 306 
Government  role,  see  Federal 
Government;  Staie-levd 
programs  and  activities; 
Tbxaika 
Graduate  Mei&al  EdiKatioo 
Natiimal  Advtory  Cwnmittee 
0:467 
GrismM  V.  C<miieclicut 

OL-128 
GuiB.  see  Finaims 

Handicapped  persons 
1:82-83 

0:  131-132. 150. 167-173. 183-184. 

214-215, 239-240 
m:  13,258.262 
costs 
1: 18. 19 

D:  164-168, 169-171 
educaticsiaUy 
L-7.86 

0:215.585, 608, 614 

OL  176, 186, 229 
lusuianue 

10:93-94 
I»vBrty 

OL  168 
HawaU 

OL  82.97. 103. 105, 107.  Ill,  191 
Hawaitan  Naiivis 
0-598 

m:  186-187, 188, 191 
Head  Start  progniin 
L65 

O' 621-622 
DL176 
Health  Care  Ftnandng 
AdministratifNi 
L33,56 
0:246.478 

OL  174-175, 192. 214. 220, 225. 229. 
289 

see  also  Medicaid 
Health  care  professionals 
L  24, 62-63. 106-111 
m:  147-148 
ffttifnrirs  of 
1: 107, 108-109 

IL  161,  177-178, 182-183, 190. 

264.  271  377-378. 410 
m:  7.  8. 12.  14-15.  20-23.  32-33, 

51-52.62-63. 109 
attitydes  toward 
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availability  of 

OL  23-26 
in  Cfmipschcnsivc  service  centers 

L53 
drag  abuse 
L  101 

0:538. 555-556.557-558 
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L  5. 29, 30-31, 46. 48. 53. 57, 
62-63.64.67,108-109 

0:467.483,484485 

OL  190,202 
Ahics  (tf  conSdeotiality 

L59.62 

OL  134-138.  140-141, 151-152 
Federal  programs 
aL29.196 

0L2S 

insmanoe.  nonfdiysiciaQS 

10:94.115,117 
liaUUty 

L59 

OL  130 
Ntelicaid,  nonphysicians  and 

OL  104 
muuoiity 

OL  190, 196 
nurses  and  nursing 

OL  31, 35,55, 99. 104,  115. 117, 
145,240 
nutritionists 

OL  22-23 
policy  options 

L  62-63. 106-111 
psychologists 

OL  23-24 
sodal  wtoicBrs 

OL  23-24, 25 
Student  dH 

UL  190,  195 
training  of 

m:  26-29 

diw  Nurses  and  nursing; 
PbysicisBS;  Ptufessiooai 
tf^Kdatimsi;  Specialists; 
Staffing 
HealUi  insurance 
ffl;  77-94, 115,117, 170,190 
abcmkm 
n:  174 
111:92-93 
alccdud  abuse  txeatmem 

111:88-89 
chronic  physical  diseases 
r  176, 178-179 
III:93'-94 
consotf  and  ccmfidoidality 
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m  117. 136.  no 

ccmttsoepcives 

in:93 
cost 

ni:  83, 84^,  87, 88, 93. 94.  U4 
definition  of  adotescraot  tealth  and 
t5 

deiuuu&iUoUDn  ptojcct 

m:  77^1, 100 
dental  and  mal  health 

11:243.248 

m:9l,93 
diagnosric  seivioes 

ni:8S-S6 
disabled  persons 

HL  93-94 
dmg  abuse  Ugauuciit 

I:  111 

111:83. 88^.115,117 
as  eni|^o)we  benefit 
1: 47, 55, 56-57, 98-99. 111-112 
11:  347-348 

ni:  80. 83-94  (passim),  110, 1 12. 
113. 117 

ni:S3 
PedwiJ  actiou 

healdi  maimenanoe  organizati^ms 
L  111 

m  17, 31, 34, 35-36. 83, 84, 85, 
87-88,89.93,99 
hjntmical  paapeoives 

It  188, 189. 190 

m:  79.  83-84 
hcHUBlcsaocss 

n:674 

Medicaid,  iriattoo  to  private  insmeis 

111:99,110.112-113 
Medicate 

1 119. 120 

nL  109-110 
men^  healdi  seivices 

1-98-99,111 

11:459,461,467,482-483 

III:  83, 86-88,115, 117 
nonorities 

ni:  79-80 
iKH^dtysidans.  payment  for  services 

111:94.115, 117 
fdiysidans  and 

L-  ill 

m:  50,  84, 99. 104. 105. 108-110. 
111,116-117. 175 
policy  options 
L  47, 54-57 
nt  114-115,  117 

pmgnanry  and 

L-29.97 
n:  347-348. 414 
nL-  84, 90-93. 98 
preventive  services 


I:  111 

m:  85-86 
psycfadogical  and  |sychiatxic 
servioes 

ffl:  86. 87 
regioDal  trends 

□1:8041 
regulation  of 

1:47.54 

111:83,87,90-91,92,110.112,115 
school-linked  health  centeis 
in:50 

01:85-86,88 
soctocconomiCr  &ctois 

nt  77-81 
""1^  ri  I  till  I  wiA*'**  '"^PTPd 

1:26.27,29,46,110-111 

11:674 

nt  46, 52, 77-81, 82, 83, 94, 110. 
111-114,169-170,175 
see  also  hfe^BKid 
Health  malateaance  oi^uiizatiffiis 
Llll 

nt  17, 31. 34, 35-36. 83. 84. 87-88, 
89,93,99 
Health  Resources  and  Servica 
Administration 
t34 

0: 138-139, 300. 306, 309. 562-563 
nt  29, 176, 194-195. 215, 222. 235- 
237 

Healthy  People  2000 

1 76, 77-78, 80 

It  26. 203,  204-205, 218 

nt241 
Heroopbilia 

tt  261, 277 
Holies 

n:  265, 269 
Hlgb-Ii^isity  Treatment  and 
Supervi^on  program 

n:555 

High  SdHMri  and  Beyond  Survey 

11:63-66.325-326 
Hi^nray  Safety      of  1970 

tt  139 

Hbpanic  Health  and  Nutrition 
Friamtiiaf^  Survey 
m:  185, 188 
Hispanfcs 
nt  179. 180. 185. 191. 195,436.468 
AIDS 
I  :  21, 196 
n:286 

ni:  185.  195. 196.  241.262 
cultural  &ctors 

nt  188. 189. 190 
dcHnquCTcy 

H:  599. 618. 621. 648 
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It  66 
mmitioii 

JL  194.208 

nt  185. 188 
poverty 

nt  162 
pi^^nancy  okI  parenthood 

t  20-21 

n:  351. 354-356 
school  influences 

nt46 
im^miuod 

ffl:79 
jve  a(s9  Minorities 
Historical  perspectives 
n:  13-17, 25, 91, 100.327. 328. 

330-331,353.378,438 
dnoolc  phyafeal  coodtrions 

It  164 
civil  f^glits 

nt  180 

dintcs 

nt35, 37.39 
deJincpBicy 

It  591-596, 632-633, 644 
dmg  ^biise 

11519-520,521,534 

nt  19 
funflics 

It  35 
health  insmanoe 

nt  79, 83-84 
interagency  coordination 

nt  254-256, 257-258 
Medksid 

IIL79 
minoi  itips 

nt  188, 201 
sotxitkio 

It  208-209 
physkiittns 

nt62 
professional  associations 

nt  25-26 
mral  areas 

nt  198 
scfaod-liidced  bealA  o»iters 

m:41 
scitools 

It  61 
Dtilizatkm  of  sertrkxs 

It  459-462 

nt  ISl 

HTV 

see  AIDS  and  HIV  iofiecdon 

Hodgson  V.  Minneso^ 
nt  132-133 

Homelessness 
1  16.17,26,27.29.85. 105-106. 107 
n:  51, 85,  263. 280. 663-690 
ffl:  61. 167. 174. 176. 192. 193. 213. 
229,  237. 249. 254. 287 
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alcohol  abuse 

JL  665-666. 675. 678. 681 
diseases 

IL  668-671,673-674 
dnig  abuse 

JL  674-673. 681 
educatunof 

m  669^1. 677. 678. 684-685 
Federal  efforts 

L106 
gender  diKerences 

II;  672-673. 677-678 
methodcriogical  isnies 

1: 107 

0: 663.666^ 
policy  optiaau 

L  105-106. 107 
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10: 192 
asrisk&ctor 

1: 16. 105-106 

0:667-671,688 
&aiB-Ievel  trends 

11:664.681-682 
staxisticsl  progrtms 

1: 107 

0:663.666467,671-673 
see  also  Rnnaways 
Honddde 
1:2.8. 19.20.81.104 
0:  48. 117. 586. 592. 612-614. 616. 

619. 647 
10:59,184.284 
Homosenfiils.  «n  Qty,  ksbun,  and 
bisesoal  adolescents,  tssaes 
aSecdng 
Hospitals  and  ttospUalizatkm 
Q:  617. 681 
01: 11-12, 199 
access  to  setvtoes 

01:32,34 
accidental  injuries 

0: 120, 121, 124. 127 
donnic  i^iysical  craiditions 

0: 151. 152, 153-154. 155. 169 
clinics 
I:  109 

m:  17. 31.  32-34,  35-36 
drag  abuse 

0:550 

DL  108 
mental  health 

L62 

0:452-453,459^1,462^3.469. 
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m:  34, 86-87. 106-108, 130, 134, 
145 
minorities 

m:  11-12 
physician  scnening  of  hospitalized 
adolescents 
m:  20 
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otUjzaiiosi,  geotf&l 

DL  ii-R  32,34.87 
S€€  iUw  Conuiutniciit  (involmitiiy) 
HousehQid  Surrey  on  Drag  Abuse*  see 
NID  A  Hoisebold  Survey  on 
Dmg  Abuse 
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Idaho 

m:  82, 97, 103, 105, 107,  111,  127 
I  Have  a  Dream  Project 

mteois 
n:47M77 

111:49,82,97, 103, 105»  107.  U I 
Immigntthm  aod  immlpants 

m:  181, 182, 186, 192 
Inm^ralkHi  RefiMiQ  and  Control  Act 

in:192 

Im^nvfaig  Sodil  Awaremss/SociBi 
Ptobtein-Solvfaig  Pi^kict 
n:443,44S 
Income 

1:5,119. 160 
IL  348 

111:78, 162, 167-169 
seeabo  Foveitjr,  Sodoecommic 
^etos 

Indian  Education  Act 

01:249 
Indian  Healtb  Service 

1:27,34 

11:237,562 

ni:  193, 195, 215,222,237 
Indiana 

ffl:82,97, 103, 105, 107,111 
Indians,  see  Amorican  Indiiutt;  Alaska 
Natives 

Individual  bmefilts  management 

m:94 
Indiviilud  difTercnces 

1126,79, 345-347, 525-526 

HI:  147 

itelimiimcy  £»ctors 

0:607^14 
emancipated  and  mature  minors 

It  297, 673, 678 

m:  125, 126-127, 131,  136, 140, 
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mffflligtnce 

L-  103 

m  68-«9, 70, 342. 609. 616. 621 

HL  125. 128. 140.  147 
mental  illness 

0:  439-440, 446^ 
iiutritiofi 

IL  195 
resilient  children 

m:  166-167 
sexual  activity 

0:340-341 
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Infants  and  children  oi  adolescents 
0: 339, 399. 401-417  (piassim) 
aL'44 

Injuries,  sm  Accidents  and  injuries 
The  li^nry  FlKt  Book 
0: 128 

Inpaliait  care,  see  Hospitals  ami 
hfnqntaliiatficm;  Residential 
treatment  pivgiiuns 
liBtitittc  of  Medicine 
0:  373, 465. 469, 477, 488. 546.  558 
01:30.255 
Insurance,  see  Health  innnanoe; 

Medicaid^  Medicaie 
InteUlBOKe 
1:103 

0: 68-69, 70. 342, 609, 616. 621 
m:  125. 128. 140. 147 
Interdbdp&nary  apfMroach.  see 

M^Tf***'f  r  ipHnaiy  qqnosch 
Inteniatioinl  Center  for  Integrative 
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01:41 
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0:  390, 391. 416. 564 

10:252 
JOIK  fHVgFam 

0: 415-416 

10:173 
Job  trailing  and  aiding 

0: 69, 87, 173, 389-394. 401. 415- 
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DL  178.217,251-252 
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pngisos;  Delinquency; 
ftohation 
Juvarile  Justke  and  Delinquency 
Prevention  Act 
0:633,644.672,682 
DL  250, 253 
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KaiKr  Pennancnte 

OL  35-36 
Kaleidoscope  Program 

0;  476-477 
Kansas 

OL  82.  97.  103.  105. 107,  111.  124 
Kentucky 
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access  to  services  (nxxkl  State 
statute) 
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1:52-54 
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safety  equipment,  vehicles 
1:89 

IL  130-131. 134-136 
Ugi^tltm  (spedfk  Fed&ul) 
Ackqxion  Assistance  and  Child 
WsUaieAct 

11:50,51 
And-Diug  Abuse  Acts 

It  559-560. 687-688 

nt  231-232 
Bn^^^  Snfincemeiit  Act 

1 119. 12) 
Child  Abase  Ptevention  and 
Treatment  Act 

nt  176 
Chin^  Bsdusioi  Act 

nt  180 
Civil  Rights  Act  of  1964 

nt90 

Cranmnnity  Mental  Health  Centers 
Act 
a  477 

CoR^Htiiensive  Plinning  f(H' 
Meootally  ni  IndividBds  Act 

n:454 
Controlled  Snhstanecs  Act 

n:560 

CraiKtan-(kiaxaIfis  Natiooal 
ASioididile  Htmsii^  Act 

n:  665. 681-682 
Develqanemal  Pisabilitiea  Act 

nt  176 

Disadvantaged  Miirarity  Health 
tx^uovemBnt  Act 
nt  196. 243 
Drag  Abase  Bdocatim  and 
fteveutkm  Act 
ni:229 

Drog-F^ee  Schcxds  and  Contnuinittes 
Act 
0:563.564 
Education  for  All  Handicapped 
Children  Act 
JL  183.454.456.457.471.479-480 
nt262 

Plrmrntaiy  and  Secondiuy  Education 
Act 

0:85.86. 103 
EmpicTyee  Retirement  and  Income 
Security  Act 

1:57 
HI:  83 

Family  Suppon  An  of  1988 

n:  403. 406. 415 

m:  173 
Highway  Safety  Act  of  1970 

R  139 

Immigration  Refomi  and  Control  Act 
of  1986 


in:192 
Indian  Edocuko  Act  of  1988 
10:249 

Job  Training  Paitnenh4>  Act  of  1982 
0:87 

nt  178.  217. 251-252. 416 
Jovenile  Justice  ami  Delimtneicy 
ftvvention  Act 
It  633. 644. 672. 682. 687 
nt  250, 253 
Mis^ng  Children's  Assistance  Act  of 
1984 
0:687 

Nttiooal  and  Community  Seivice  Act 
of  1990 
1 78, 82-83. 87 
It  101-103 
nt  173,262 
National  Ajipinmricrship  Act  of  1937 
0:87 
10:252 
National  Comomer  Health 
Information  and  Health 
Promotion  Act  of  1976 
nt241 

Native  Hawaiian  Health  Cam  Act 

m:191 

Omnibas  Budget  ReciSMiliatXHi  Acts 
t  55, 119 

0:400,411,413,478 
at  79. 98. 99-100, 101. 103. 110. 
115,116,117.175 
Qomfijoa  Odme  Cooool  and  Safe 
Streets  Acts 
0:644 

Pti^nancy  Discrimination  Act  of  1978 
t97 

0:347.399^ 
10:90-91.  82. 115. 117 
Public  Health  Service  Act 
t60 

It  285, 305, 345. 398. 399. 408- 

413, 671 
nt  43,  SO,  99. 132. 153. 177. 

243-244 

Runaway  and  Homeless  Youth  Act 
It  671. 682-683. 685. 688 
at  176. 229. 254 

Runaway  Ycmh  Act 
10:37 

Ryan  Whte  Comprehensive  AIDS 
Resootces  Emergency  Act  of 
1990 
O;306 

Sdiool  Dropout  Demonstration 
Assistance  Act 
a- 86 

Secoodaiy  Schools  Basic  Skills 
Detnonstration  Assistance  Act 

0:86 
Social  Security  Act 

1:60 
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U:  138,399,400.414-415 
ID;  100, 133,  173-177, 194, 229. 
235 

Stale  Comprehensive  Mental  Health 
Seivices  Plm  Act 
t99 
n:  479 

Stewart  B.  MsKinaey  Homeless 
Assistance  Act 

0:671.679-681 

HL  249. 262 
Unifonn  Mininnim  Dnnkiog  Age  Act 

11:543 

Young  Americans  Act  of  1990 
1:65.67 

Lelnire  time,  see  Dtscmionaty  tone: 

Sports  and  focteatioa 
Libraries 
0:96 

Ucenses  and  permits 
1:81 

IL  134-135, 357. 566 
Life  Ptamiing  Proyject 
n:390 

Life  Sdlls  Traliiiiig  program 

It  444. 445, 539-540 
Ulfgatioii 
ooosea  and  confideoti^ty 
1:57,60,61.112 
n:398 

nt  123, 125-133  (passim).  139- 
140. 149-151 
mental  healdi  sefvices 

n:471 
piegnancy  counseling 

IL4I1 
toits 

nL  124, 125. 139 
see  also  Juvenile  coons;  Siqneme 
Cmat;  ^tec^  cases 
Local  pro-ams  and  activities 
dntRuc  physical  cmditkms 

n:I73 
cocndinaticm 

m:  57-59,  250 
delinquemy 

11:286-288 

in:255 
dental 

n:245 
evalottitm 

11:286-288 

111:255 
family  support 

It  50 

Federal  cooperation  with 
n:  60. 87. 101-103,  563. 681-683. 

685-687 
m:  176. 192. 232-233.  235.  243. 
250,252.255.262 
funding  by 
n.  61.95.483.685 


m:47-*8,  52,54.55 
iKBnekss  pnsons 

It  681-682 
matching  fbnds 

I:  52,54 
mental  health 

n:483 
sex  and  AIDS  programs 

It  280.286-288.295.  358 
statistical  programs 

I:  74-76 

see  also  Cmmnmiiy-based  progran» 
and  activities;  Sctool 
inSiMnces  and  savior; 
States 

Longitiidinal  studies,  roetltodology 

1:23.25 

It  70. 71. 337-338.  524. 585. 589^ 
590.606 

nt  169, 171, 254 
Long-term  care 

nt  93-94 
Lottbiana 

m- 82, 97, 103. 105. 107.111 

M 

Maine 

III;  82, 97, 103, 105, 107.111 
Males 
a  325. 326. 351 
accidBDtal  injmies 

L- 17,19.88 
AIDS 

It  258, 261, 262,  263 

•  a  589, 603. 613-614. 615, 618, 

677-678 
developinentgl  processes 

It  18 
fadMn.  addesoent 

11:332,333,341.347.405^,416 
bomeless 

11:664,677.678 
mental  health  papobleins 

I:  11, 14 

It  447, 448, 451 
mincHity 

1:15.20 

It  332. 333,  341, 347, 351, 352, 
589.603,613-614, 615. 618 
Qt  196, 243 
Dtmicioii 
It  213 

school-linked  health  centers 

in:  46, 56 
sexual  activity  and  outcomes 

1 93-94. 96-97 

m  332, 351. 352, 377, 388-389.418 

HI:  243.  325. 332 
see  also  Oesviet  differences 
Marriage 
n:  334. 346. 347. 531.605 
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nL  126, 198 
divorce 

n:  35-36. 444, 531,605 
Maryland 
H:  289, 337-338, 339, 445 
nt  29. 53. 82. 97, 103. 105. 107.  Ill 
MassMtmsetts 
IL  136-137. 242-243, 277,  290, 638, 

668-669. 670, 676. 684-685 
nt  27, 82. 97. 103. 105. 107. 11 1 
Mass  media 
m  90-91. 277, 287-288, 326. 368 
nt  51. 56. 148 
drag  idiBse  pevention 

a  534.  S35, 536, 540. 541. 543 
television 

TL  90^1. 208, 287-288.  345. 368 
Medkaid 
L5. 19,27,40,47,54,55-57 
nL4«,  79. 81, 94-110,  111,  112-1 13. 

115-117, 174-175.229 
abort!  oo 

It  414 

nt  174 
age  factxxrs 

m:9S.289 
consent  and  confidentiality 

nL  152,  153, 175 
coTTBCtional  Cadliiies 

1 104 

n:640 
costfiM»ors 

L56 

n:323 

nt  4. 95. 96. 116 
cfaiiMiinsUstioo  pfogi'wss 

UL  99. 100 
dentti  and  oral  health  care 

11:242,247,248 
dmg  abia»  tietfment 

nZ:  102, 108 
eligibility 

L  56, 104, 111-112, 116-117 

0:642,669 

nt  65. 94. 95-100. 105. 107. 108. 
116-117. 170.175.229 
enroUmem  and  e:q«Miiinies 

nL4, 95.96.116. 175,289 
faaUy  [danning  services 

nt93,96 
medically  needy  programs 

nt  96-97 
mental  bealdt  services 

m  467, 478. 482 

nt  106. 108 
n(sq)hysicia«,  i^ymeitt  for  senrtoes 

nt  104 
otii|»»Jt  seivioes 

nt  106. 107. 108 
outrefich  services 

I:  56-57 
pediatrici^ 
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ni;99, 109. 115 
pfaystcians'  parocyaoon 
1:111,119 

m:  50,99. 104, 105. 108-110,  111, 
115, 116-117,  175 
policy  qxions 

1 47. 54-56 
fnegnancy  and  parenthood  services 

0:400,413-414 
pivveiuivs  seivices 

L55 

private  faealtb  insunaioe,  relation  to 

m:  99,  no,  U2-U3 
legional  dififeiBiioBS 

nt  w,  m.  116-U7 

10:46,48.50.52 


1:55,56 

01:1,48.99,100,  101-104,116, 
117. 174 
spcciAltsts 

01:  ni 
&stB-ley6l  isaies 

1:52.56-57.60 

OL  94-117  (patsim).  152. 170. 174, 
175,199,229 
otilizatiao  of  services 

01:4,95.96,116, 175.289 
j»«  0^9  Enly  snd  Feariodic  Saeeiiiiig. 
Diignra^  undTresirarat 
program 
Medical  services  and  treatments 
arridenfal  injntifis 
0: 119^120. 121, 124. 127. 136- 
137, 141 
adegoacy  of  for  adolescents 

OL61-«4 
chronic  physical  conditicms 
0:  151. 152. 153-154, 155, 16^ 
173, 175, 176. 177-179. 180- 
182 

consent  and  confidentiality 

m  123-153 
conectioBal  facility  inmates 

0:  633,  639-642. 645 
definition  of  adolescent  bealdi  am, 

1:4 

sduwl-linked  heaiui  centers 

01:43,44 
vaccines 
m  145. 188,  235. 240 
also  IMagaosis;  Emergency 
seivices;  He^  care 
piofessiooals;  Hospitals  and 
hespitalizatioa;  Outpatient  core: 
ScTBCtttng 
Medicare 
L  119, 120 
m:  109-110 
Menstruation 
L  11 


0:  4^  181-183. 195, 213 
Mmtal  iKaiili  and  Illness 
L  4. 11, 14, 18. 97-99. 100 
0:  99, 159, 171-173, 336-337, 338- 

339,433-488.526,551.556 
01: 61,  254, 255, 286 
acoes  to  services 

1:98-99,100.111 

0: 466^9, 482 
Uock  grants 

1:60 

0:478-479,561,564,679 

OLi53 
conmnjtmem  of  ninois 

1:58.60-61,62.99 

0:458-459.471,567 

OL  130, 140. 144 
community-bated  effons 

0: 450451,470,483,486. 549, 552 
consent  confidentiality 

1 57, 58. 62, 99 

OL  130, 131. 133-134, 140, 144, 
145-146, 147. 153 

0: 453-454. 469-472. 477. 479-480 

0:461,474,477 
definitional  iMoes 

0:454.455.464,549 
ddintpMaqr 

0:583.629^,639-640 
demoDstistiDii  pvDjQcts 

0:472477,482 

0: 176,434,436,465 
OL  186 
diagnosis 
1: 97, 108 

0:433,434,437.439.467 
OL  16-17, 31, 63 
dings  for  iicttlnif.ut 
0:465-466 

a- 213-214, 434 
evaluation 

0: 443-445, 449451.462466.486 
famili^ 

0:440441.448,473 
Federal  programs 

L99 

0:477-480,487-488 

OL  153, 190, 191-196, 232-233, 
235.241,243 
finanrial  fartors 

H  478479. 483484 
funding 

0:478-480,483-484 
gender  factors 

1:11. 14 

0;  213-214. 446447. 448. 451, 
452, 458 
homeless  persons 


0:668-669.674 
bosiHiil-based  services 
L62 

0:452-453.459461,462-463.469. 
486 

Dt  34.  86-87, 106-108, 130, 134, 
145 

tdentitv  development 

asasaaee 
L  ^-99.  Ill 

0:459.461,467,482-483 
OL83, 8688.115.117, 170 
Medicaid 
0:467,478.482 
OL  106, 108 

m  436. 447, 458. 461-462, 467, 

468,482-483 
01: 183, 185. 186. 188, 193-194 

L  97, 100 

0:433441,446448,486 

L2^23.2S.26,29 
01:61 

■wifify^i  ndMCing  disoixicxs 
0:213-214.215-216.221 

L62 

n:46(M61. 464-465. 482 

OL  87, 106-1(».  134. 145 
policy  options 

L  97-99.  lOO 
pievcuUve  measmes 

0:448477.481-482 


L  99, 100 

0:480,482.485-486 

0L19S 
scfaool-Unked  health  centers 
0: 443444, 449^50. 453, 47 1472 
OL  44, 4647 

L85.86 

It  66-67, 71-72, 104, 444. 445 

0: 441 , 442. 448, 474475 
State-level  prDgrams 

0:471,479 
stiditicri  ittlvidfis 

L  100 

0:4^,454-456.482 
stress  nd  inpiry 

0: 131, 167-168 
utflizatsoa  of  services 

L  98-99 

0:454462 

aL87 

see  also  Alcohol  almse;  Counseling: 
Dnig  idMse;  Psychological  and 


ERIC 


821/ 


Iiuiax  •  il-21 


psychiatiu  seivioes;  Suidde 
MenttM-  influence 
n:  389. 39(K-391 
m:  173. 191 
Method  of  OTA'S  study 

t  6, 127-141 
MellHididi^cal  issues 
child  abuse 

n:  4S.  606 
CTofidentiality  studies 
1: 108 

ddinciaeocy  tieatment  studiea 

11:635-636 
drag  iSoast  yfT»<4if^ 

t99 

IL  520-522, 524, 551, 566 
cvaluHtiOT,  general 
1:25. 120 

1 107 

0:663,666^ 
loagkadiiul  studies 
1:23.25 

IL  70. 71. 337-338. 524. 585. 589- 

590.606 
nt  169,171.254 
Medicaid  e&ndboem  and 
eaqieodiBifes 
nL  4. 95.  289 

L90 

picgiiiiicy  pievauiKM  lewwrh 

IL  357, 365 
ppBVfiiitiiw  progim  dnwogH 

I:  23-25. 120 

11:445-446 
suidde  studies 

n:439 
^  otop  Definitional  lasnes 
MIcJiigBn 
11:96.238 

nt  49. 82, 97, 103. 105. 107.  111.  191 
Migrant  imd  seasonal  woricers 

IL  237-238. 414 

nL  176, 177,  213. 237 
Military  service 

E:  96, 262, 263 

HL  126. 255 
Minnesota 

L  14 

IL  47, 161, 238, 132-133. 272. 285, 

386,437,439.505.507 
EL  41, 51, 82, 97, 103, 105, 107, 1 1 1, 
133. 181. 198, 199 
Minorities 
L  1.2.10.19-20,29.91.115,116 
ffl:  1-2,  178-196, 199, 201, 241, 243, 

328-329 
abottion 
m:  185 
IL  353-354 
access  to  services 


ERIC 


L27 

IL  467. 468 
nL  187-196 
accidental  injuries 
L  88 

IL  123. 124. 127-129 
nL  183. 184. 186 

An>s 

L  21, 196 

D:  262. 263, 268,  271.  272,  279. 
280,  286. 304, 309 

nL  183, 185, 195. 196. 241 
atttoKles 

nLI81. 191.262 
dtild  abuse 

IL45 

dmmic  physical  diseases 

L90 

n:166 

m:186 
competeney  of  minors 

nL147 
cultural  £sctors 

n:  67, 99, 599 

nL  179-181. 182, 183. 184, 186- 

192(panim).  194,196,201, 

202,250 
ddinqBeacy  andconectitMis 
L  15.20.102, 103 
n:  598-600, 601, 613-614. 618, 

619,628.63(^631.632.646. 

648 

HL  171, 183. 184-185. 187, 196, 
250 

dental  and  onl  health 
IL  232, 235. 23^239. 244-245. 
247-248 
develoianental  psoc^ses 

nLisi 

discretionaiy  tine 

n:93 
dropouts 

L  8-9. 20 

m  61-63. 66 

m:  185 
drug  and  alcohol  abuse 

m  520-522.  524, 551. 566 

HL  183, 185, 186, 193, 194, 196. 
229 
educatian 

nL  187. 196 
euiployniettt 

L  122-123 

n:63 

HL  178-179,  181 
evaluation  of  services 

m:  189. 191 
families 

n:  45. 49. 279 

m:  179. 187. 188.  190 
Federal  programs 

ID:  190. 191-196,  241,  243 
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health  problems,  general 

L  19-21 

nL  183-187 
histcnical  pa'^)ectives 

nL  188.  201 
hoqntalizMion 

nL  11-12 
insttiai^  Uttinsuied 

nL  79-80 
males 

L  15.20 

m  332, 333, 341, 347. 351.  352. 

589. 603. 613-614. 615. 618 
nL  196. 243 
mental  health  and  flUness 
n:  436. 447, 458. 461-462. 467. 

468.482-483 
nL  183. 185.  186. 188. 193-194 
policy  options 

H17 
poverty 
L21.27, 102,116.117.123 
nL  161, 16^  164.  165, 179. 188, 
191 

pftgDSDcy  8iid  ptienthood 
L2&-21 

n:  332-335, 342, 349. 351-356, 
378,676 

nL  m,  185. 186  187 
prejudice  towinl 

nL  181, 183. 184, 190 
preveatiye  health  interventions 

nL  188. 254 

nL190 
xvgioiifll  titiids 

m:  1S4«  199 
riA  fartiHi,  geoend 

nL  179.  m-187 
scbocd  infloencea  and 

L86,87 

n:  67. 69. 70. 78. 82, 103-104 

nL  46. 196 
sexual  activity  and  sexually 
transmitted  diseases 

Tlx  263, 268,  271, 272, 279, 280. 
286,  304. 309,  351,  352-356 

nL  183, 185 
urban  anas 

nL  182. 184, 185 
tttilizatifln  of  services 

n:378 

HL  10-12, 46, 179,  182-183. 188 
wQifcfoice 
L  122-123 
HL  178-179 
set  also  Culteral  factors;  specific 
groups 
Miranda  rights 
m:  146 

Mls^ng  Children's  Assistance  Act  of 
1984 
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n:687 
Mississippi 

nL 82, 97.  103.  105.  107,  111.  127 
Missouri 

n:391 

111:82,97. 103. 105. 107.111 
Models 

raanmuntfy  con^Hehensive  seivice 
centers 
1:53 

11:79*3.475^77 

10:35-41,56.57 
ddbKpiency 

1: 103 
gdncational 

I:  26-27.  71-72 
hestth  insuiaoce 

at  117 

integnaed  sefvioe  <IeUveiy 

in:57, 58 
tegislatioa 

£47,59 

jKUBIItBIg 

L83,85 
IL- 50-51 

nt  41-57 

jgymtonwiMiiimnttiflP  projects;  Role 
modds 

M(Hiitmiiig  tbt  Fiilure/Higli  SebotA 
Seniors  Survey 
It  505, 506, 509-510. 517, 519, 520. 
590 
Montana 

nL  82, 97. 103.105. 107.111 
MorMdity  aod  mortality 
1 2, 4. 7-8, 9-23, 75 
11:25.26.48 
10:4,57,282-288 
at'i"itlgtital  injiiries 
L-88.90 

m  117-132, 139-140 
blades 

L  19-20 

m:  183-185 
duonic  physical  diseases  and 

h  10-11.17,89-90,91 
It  150-161, 163-168, 174-175 
dental  diseases 
1 91-92 

0:231. 232,235-240 
drag  abase 

t  99. 101. 102 

0:505-520.529-530 
gender  dififeicooes 

1: 17, 19 

H:  437 
meotal  health  problems 

I:  97, 100 

0:433-441,446^,486 
minonties 


m:  183-18? 
nutridan  ami  fitness 
1: 90*91, 92 

D:  202-203, 205, 208, 210-211, 
214,  215 
rurat  adotescems 

ffl:  197-198 
sexual  activity  oatcomes 

L'  93,94 

0:257-271,326.337 
see  also  Accidents  and  injohes; 
HomOTde;  Samde 
Motor  vdrfcto 
aci'nteiiial  ti^|nries 
1 2, 14, 16.76,88.89 
0: 118. 120, 12M23. 126, 127- 
128, 12W31, 133.139.529- 
530.585 
m:  183, 186, 197. 217-218. 235. 
244, 245. 246. 252-253. 262 
driveg  c<tocatiwt 

0: 133 
intoxicaiyd  drivers 
1 14, 16, 88 

0: 122, 129-130,516.529-530 
Ot  18. 137 
MulUdisEipliiiary  approach 

t72.73 
0:470 
10:57-59 
dinkat  sairices 
0:»7 

Dt  31, 35. 36. 37-41, 57 
profisssiaiial  education 
t62 

01:29.57,64 
see  also  CcHnprdiensive  health  care 

N 

Narcotics  Anonymous 

0:548-549 
National  Academy  of  Sciences 
0: 196-199. 200. 201. 202. 203. 208. 
210. 340. 342, 343. 344. 345. 
357,395.396.397.405.411 
Dt250 

National  Adolescent  Student  Health 
SttTvey 
t  63. 80, 88. 98 

0: 124, 127, 130. 216. 217, 221.  272, 
275.  280, 289, 294. 437, 505, 
506,510 

01:254 

National  Ambulatory  Medical  Care 
Survey 

0: 119-120, 152, 154, 179-180. 454. 

456.673 
01:  8-11. 13. 182 
National  and  Community  Service  Act 
ofl990 
I:  78,  82-83, 87 
0: 101-103 


Ot  173,262 
Natitmal  Appraiticesbip  Act  of  1937 
0:87 
at2S2 

Natitmal  Assodadon  Addiction 
Treatment  Persouiel 
0:556-557 
National  Associatiim  of  Alcoholism 
and  Drug  Abuse  Counselors 
0:557 
0:294 

Natiood  Assodati<m  of  State  Boards 
of  EAtcatkm 

t27 

Natimud  Carcer  Imtitute 

0:179,221 
Natkmal  Center  fbr  Health  Statistics 
m  117-118. 120. 185. 221. 324. 325. 

334,438 
Ot  8, 165, 182. 236 
NatioMi  Ceitfer  on  ChOd  Atnise  and 
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ni:  200. 215-216. 222^223. 237-241 
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Prevention 
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Services 
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m  559, 560, 561.^ 
Office  of  Population  Affairs 

11:301.305.411 

111:177,243-244 
Office  of  Reflogee  Res^tlement 
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OUo 

ID:  29. 37-38. 82, 97. 103. 105. 107, 
111 

Ohio  V.  ^ron  Center  for 
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L  55, 119 

a- 400. 411. 413. 478 
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116. 117. 175 
Omnibus  Crime  DmtnH  and  Safe 
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and  (^Mions 

Oregon 
IL  50, 538 

nt  49, 82, 97, 103. 105, 107, 1 1 1, 
124.129 
Osteoporosis 

0:211 
Outpatient  care 
drag  alnse 
It  549 
at  108 
Medicaid 

ni:  106. 107. 108 
mental  health 
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see  also  School-linked  health  centers 
Outreach  services 
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nt  39.  54, 56 
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408 

nt  39. 254. 255, 285. 286 
btocic  gnuos  fitf  hndth  seivtoes 
afibcting 
t60 

0:400.414.415.679 
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m  323, 344-345, 347, 348, 350- 
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m:  79. 95-98. 100, 116. 152, 162, 
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attitudes 
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nt  50-51,55 
child  stqjposi  payments,  absent 
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amfikts 

t26,46, 58. 59,85 
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coosesst  find  confidcntiaUty 

nt  129 

delinpmtcy 

tt  604-607. 614, 620-621 
drug  abuse 

It  522-524. 525-526. 541-542, 566 

824 


Q»dels 
t83,85 
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t  78-80, 84-85 
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0:37-41 
punishment 
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0:77-78,85-86,104 
10:50-51,55,56 
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Parhamv.  J.R. 
nt  130 

Participatory  approa(±es,  see 
BoipowBimem  qiproaches 
Partner^p  for  a  Dn^Free  America 

n:536 
Pediatridans 

1 31, 108 

0:641 

nt  12-14. 62 

Amencan  Academy  of  Pediatrks 
0:641 

Ot  12-13, 14. 25. 28. 52. 62, 102, 
109.136.213 
attitudes 

at  21, 51-52.62-63. 109 
diagnostic 

ot  15-^ 
cducAdon 
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10:26-29 
Medicaid 

at99, 109, 115  > 
Peer  Influoice 
t23 

It  69, 79. 79. 88. 89-90. 91. 93. 130, 
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n:  391,474, 638.  669, 670 
111:82,97. 103. 105, 107.111 
Pew  MmoHai  Trust 

0:676 
PboiylketOQuria 

11:213 
Physical  fitness 
1 11,27,90-91  92 
It  12S,  182. 193, 202, 206. 209. 21 1, 
212-213.214-215,217-218,222 
111:188.283 
iiiiUitttHi  and 

H:  199.202,212-213 
physical  edocatiaii 

11:206,217.218.222 
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1:90-92 
nseirdi,  mitrition  and 
L92 

11:211,221 
statistical  programs,  nutiitian  and 
1:92 

n:  194-195, 202 
see  also  Spom  and  lecreatiatt 
Pfaysidans 
L'3I 

IL  325-326. 454 
in:  13-14. 62. 199 
accidemal  tannics  treated  by 

IL- 119-120 
attitodes  of 

1 107. 108 

IL  264. 377-378. 410 

UL  7. 12, 15. 17. 20-22. 23. 51-52. 
62-63, 109 
duanic  {diysical  oradititms, 
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It  154, 155. 156. 181 
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L53 
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m  m-m,  m 

UL  13, 62-63 
contracqitive  senrices.  con^tence  in 
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m:  21 
counseling 
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diagnosair  sldUs 

HL  15-22, 23. 29. 63 
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healA  iosoranoe  issues 
L  ni 
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Medicaid  paitHapatian 
L  111,119 

m  50. 99, 104. 105. 108-110.  111. 
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L  4, 10. 106-107 
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Police 
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DL  146, 184 
PMky  issues  and  options 
L44-87 

0: 5, 6. 27-29. 51-52. 102-103, 139^ 
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417-418,480-488.564-567.643- 
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OL  3. 58. 60. 65-^,  TSO-TOh  256, 
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crasem  and  confidentiality 

OL*  123, 148-153 
insoraooe  coverage 
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accidntt  prevention 
L89 
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L  80, 81, 89 
health  education 
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Postponing  Sexual  Involvement 

program 


ERIC 


8 


or 


0:367 
Povaty 
L  1,2,113-115,117 
0: 95. 129, 158, 248. 271,  324.  345, 
347 

OL  1-2, 159-178. 198, 199. 200-201, 
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01:46.55.168-169 
sexual  waivUy  cod  sexiutQy 
mnamiitBd  disease 
11:263,268,323. 324.345 
HL  169. 177 

nL  78-81, 83. 94 
mlmi  srestt 

nt  165. 169, 170-171, 182, 185 
j^a(spHomBleMness;Medkaid; 
MiDonues 
Preferred  {wtivider  organizations 

111:84,88 
Pre^iaiicy  and  iMUtiMing 
1: 11, 13, 16,19,5l,9*-97,98 
n:  38, 158. 290. 323-328, 336-338. 

340418,675^6 
nL  177, 183. 214. 237. 254-255. 285 
block  giants  for  health  services 
1:60 

11:400.414.415.679 

nL  153, 177. 194,235-236 
Gomnmnky-bDeed  psognms 

0:358,368-372,414 
oonprelieiisive  sesviccs 

m  403. 408. 414 

L61 

ni:  129, 133, 137. 141, 14^  143. 
144-145 
counseling 
1:97 

0:401-402.411 
demographic  factors 
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I:  93.94, 96-97 

D:  272, 275, 2T7-295, 298-304. 
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0:277-295 
sunistical  programs  and  data 

t  111 

see  also  Physicians:  Screening 
Probation 
O:  633, 637 


ERIC 


82 1; 


Index  •  tl'27 


Professional  associations 
L  108 
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drug  abuse  treatment 

1 101 

0:556-557.558 

aWca  of  on«ftWt«Hfy 

t59,62 

Ot  134-138, 140-141, 151-152 

0:664 
Medici  eligOriliQr 
1 56, 104, 111-112, 116-117 
0:640,669 

nt  65, 94, 95-100, 105, 107.  108, 
116-117,170,175.229 
mental  health  care 

0:487 
safii^ 

It  135, 139 
testing,  educaikmal 

0:67-68, 103 
State  ContpaneboBive  Mental  Health 

Services  Plan  Act 
t99 
0:479 

State-level  programs  and  activities 
access  to  scsvices  (model  statute  for) 

1 47, 58-60 
Aid  to  Families  With  Dqwndent 
Children 
1 19, 55 

0: 323, 348, 350-351. 401. 415- 

416, 617, 664.  679 
Ot  79. 95-98. 100, 116, 152, 162, 

173, 174,175, 225,229,253- 

255 

chronic  physical  conditions 

0:173 
contracei^ves 

n:  378 
coordination 

1:65 
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ni:263 
dclinqoencjr  fflodconeciiMis 

n:626.628.«33.  634.635 
dentsd  and  oral  health 

n:24S 

discxetianary  time,  adolescents 

n:98 
drag  abuse  programs 

H:  543. 552, 553. 557. 566 
Federal  ftmding  conditions 

t  47. 52-53. 60. 61-62.65 

n:  6(WI.  86.  87. 101-103.310, 
414.644,681-682 

ni:6S,2S0 
fiostercare 

11:49,50.471 
health  instuanoe  legnlation 

1:47,54 

1II:M,87, 90-91,92, 110, 112. 115 
hooolfissocss 

0: 664, 681-682 
Medicaid  issues 

I:  52, 56-57. 60  » 

n:47B 

QL  50. 65. 94-1 17  (psssim).  152. 
170.174,175, 199.229 

11:471.479 
QUQOitties 

nt  191, 192 
safety  eqpynent>vchictes 

I:  89 

It  I30.131, 134-136 
sdiod-Unked  heahh  cemers 

UL  47. 49, 50 
sdMxds 

D:60-61,8&«3.86.87 
sexcdDcatioa 

n:3S8 

sexualiy  trananttted  diseases 
mrinding  AIDS 
It  258. 276. 280. 284, 293. 294. 
306.309^310 
see  also  Block  grants;  spec^  State 
nanms 

Stattetkal  programs  and  activities 
I:  2, 16, 18-19. 102, 159-161 
IL  5-6, 152-153 
10:254,262,282 
abcHtion 
t95 

IL  325-326, 329-331 
accidental  tnjnries 

tso 

H:  117-132, 140-141 
age  aggregations 

L  159-160 
child  abuse 

1:8 

0:43-45 
chronic  comlitions 
Q:  150-161. 185 


coosBtt  and  confidentiaiity 

h  75-76. 94 
delintpiency 

1: 106 

IL  587-596. 634. 635-636. 646 

m:  250 
demonsttation  projects 

1: 74-75 
discmionaiy  tin» 

n:89 
dmg  abuse 

11:505-508.520-522 
Federal 

L  32, 66. 67. 74-76 

m  152-153 

01:235,262 

1:74-75 

10:224 
health  insurance 

nL  77. 80. 84 
Hiqwnks 

m:  185, 188 
hom^ssness 

L107 

It  663,66^67.671-673 
income 

1:160 
local 

1:74-76 


1:23,25 

m  169. 171. 254 
Medkaid  enrnllmmt  and 
e^Mnditoics 

10:4.95,289 
mental  health 

L  100 

0:438,454-456.482 
iiutiitkn  and  fitness 
L'92 

0: 194-195. 202 
political  factors 

L-75 
poverty 

1: 117 

01: 161-167. 202 
{Hcgnaocy 
1:98 

0:323-335.349.354, 378 
pieveutive  intsrventiom 
1: 161 

primary  and  comprehensive  services 
I:  111 
aL8-10 

1CC1C^K>I1 

L87 
rural  areas 

01: 196-197.202 
sanq>iing 

1: 160 
school  factors 


1:63.80.87,88.98 
m  41-48,  254 
sesual  activity  and  sezuaDy 
TfBtuHnifffft  discdsfis 
m  258-260. 280, 284, 323-326, 378 
social  SicttHS 

I:  75-76 
soidde 
1:76,97 
0: 438-439 
see  aiso  MrabidiQr  and  mortality; 
^fec^ic  surveys 
Stewart  B.  McKbmey  HtHndess 
Assistance  Act 
O:  671. 679-681 
01:249,262 
Studrat  aid 
0: 90 

Dt  190, 19: 
Studtnt  Comiinuiity  Service  Program 
DL172 

SutHtaott  abuse,  see  Alcdiol  ahnse; 

Drog  abuse;  Tbbacco  use 
Suburban  areas 
0:599 

01: 35, 165, 169 
Snidde 

1:2,8, 14,19,63,76,97-98 

0: 117. 434. 437-439, 446-453, 468, 
481-482, 514, 640 

Ot  59. 138, 183,  184, 198, 283, 287 
Sunm^  pn^nuns 

n:7M0.87,39I.  393 

01:231-252,262 
Smmw  Treintiig  and  Education 
Prograni 

IL  SO*  391^393 
SoppteOKOtal  Security  Income 

nLlOO 

Support  Center  (t^  ScliO(4-Based 
C3tnf€S  of  Cotter  for  Population 
Uptions 
01:41 

SuprNi»  Court 
O:  i9&,  640, 643 

oi:  123;  125, 128-134. 140, 150, 177. 
243 

Surgetm  Gaieral 

0:184.200,201,336-337 
Surveillance,  Epid^niology,  and  End 
Results  Program 

0: 153 
SypbiBs 

0:  265.  269-270. 277.  287. 304. 640 


Task  Force  on  Pediatric  Education 

01:29 
TaxatitNi 

alcohol  aitd  tobacco 
0:543 

disabilities,  persons  with 
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n:  183-184 
sdiod  funding,  local 

II;61 
Titers 
0:78 
sttitisdcs 

1:86-87 

IL  66-67. 73-76. 104 
education  of 
1:27 

11:85.371.622-623 
Itehnical  assistance 
1:63 

11:310.479.644 
m:  41. 192, 217 
Itenage  Parait  Demonstration 
program 
0:401 

IteimBe  Pr^nancy  and  Parenting 
Pn^am 
0:403 

1^  Patber  CdlaboraticMi 

0:406 
Tien  Outreadi  Program 

0:393 
Itiepbone  bot  lines 

0:277,287.452,468 
lUevtsica 

0: 90^91. 208, 287-288, 345. 368 

01:82,97.103. 105, 107,111 
lasting,  academic 

O:  67-68, 103 
Tbus 

0:  135,473 

OL  41. 82, 97. 103, 105. 107. 1 1 1 
Tlilrd-iiartf  payers,  set  Healtti 
innmioe;  Medicaid;  Medicare 

1: 14-15,99-101. 102 
O:  500. 508, 510. 513, 527-528, 529, 
530,531.533,536.538,539- 
540.541.543,559 
DU54, 169.240.255.287 
Tbrts 

DL  124, 125. 139 
Total  Diet  Study 

0:  194 
Traddng,  studoits 

0:68-69.70 
TransitioBs 
sciiool 
1:85.86 

0:  66^.  71-72, 104, 444, 445 
Treatroott,  see  Medical  semoes  and 

treaOnents 
TretOnetit  AlternativestoStreel  Crime 
0:555 


u 


Uniform  Minimum  Drinking  Age  Act 

0:543 
Univerdtfes  and  colleges 

0: 16 

mm,  193. 195. 198.230 
student  aid 

10:190 
Urt^n  9SC9S 
H  14.98.  129.353.436,437 
American  Iiuitans  in 

L27 
dinics 

1:26.52 

JSk  170-171 

h  102,  lis 

JkWhm.  616,622^23 

L8-9 

DL-55 
minnity  gRHijps 

OL  182. 184, 185 
poverty 

OL- 165. 169, 170-171, 182. 185 
schods 

0:69,73 
sexnaQy  txmsmitted  diseases 

including  AOSS 
0: 261. 268. 272. 304. 306. 310 
VS.  Confimnce  ai  Mayors 

0:564,666^667.671 
Utah 
0:638 

OL  50, 82,97. 103, 105, 107, 1 1 1. 129 
UtiB^im  (rf  services 
accidental  injuries 
m  118 

dmanic  physical  conditions 

0:169 
drag  abase  pxogianu 

0:553 
gmfer  diffcrenocA 

OL- 9-10. 35. 146 


01:11-12, 32, 34,87 
Medicaid  caroUmem  ami 


Uniform  Crime  Reports 
0:  589.590.594 


OL  4. 95. 96, 116, 175,289 

L^99 
0:454462 

OL  10-1^  46. 179. 182-183. 188 
pbysscisns 

1 4, 10, 106-107 

OL  8-11. 169. 188. 199 
poof  addesoenis 

1: 114 

m:  169 
pregnancy  and  parenthood 

0:417 


null  areas 

OL  1^199 
sdiool-UnioBd  health  oentefs 

Dt  45-47, 54, 56 
sodoeconomic  stams 

OL  10-12.46 
see  also  Access  to  services 


DL44. 145, 188.235.240 
Vmnont 
0:638 

DL82.97. 103, 105, 107.111 
Violence 
L  15. 16. 104 

0: 37, 41-42, 43. 440, 441, 532, 583, 

586.591-596.619^20 
OL  169, 184.185. 250. 287 

0:41-42 
firamt 
t79.8(W2.88,89, 102. 103 
0:  5. 124, 447, 448, 451. 611-614. 
615.647 

r^ie 
L  19 

0:584,593,619,679 
school  size 
0:70 

see  also  Child  abuse  and  neglect; 
Crimes  and  criminals:  Rtearms 

OL  82, 97, 103. 105,  ^07.111 
VocatiOQai  issues,  see  Employment  and 
ouBBi^oyment;  Job  trahiing  and 

t^i<t^g 

Voluntary  Cooperative  Information 
Systm 
0:326 

Vohmtcm  and  volunteering 

L74 

0:92-93,94,101-103,452 
OL  36, 37, 38, 39, 172-173. 191 
ACTION 
L35.65 

0:94,102-103,563 

OL  172-173.  216. 244 
dn^  abuse  treatment,  participation  m 

0:552,566-567 
Votunteen  in  Servfee  to  America 
L82 
ILlOl 
OL  172.244 

w 

WashingtM  State 

0:284,621,640 

nt  29, 82, 97. 103. 105. 107. 1 1 1 
Webster  v.  Reproductive  Health 
Services 
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11:398 

HL  129, 133 
Welf-cUId  care 

ni:  12 
West  Virginia 

10:82.97.103, 105, 107.111 
WOliaiB  X  Grant  Foundation 

It  50. 100 

in:2S$ 
WsconsiD 

nt  50.  82. 97, 103. 105. 107.  HI 
Worltf  Health  Organization 

1:4 

11:25,27 
Wymning 
m:  82. 97. 103, 105. 107. 


111.124.129 

XYZ 
Yaie  Cblld  Wdfare  Program 
11-619 

VaJe-Ncw  Haven/Sodai  Problem- 
Solving  Project 

11:443.445 
Young  Americans  Act  of  1990 

1:65,67 
Young  Unwed  FsOhm  Project 

11:406 

Youth  ffisodations  and  organizatlims 
L-87 


0:92-93 
111:200.246 
Youth  Incentive  Entitlement  Pilot 
Projects 
0:391 

Youth  Opportunity  Unlimited 
program 
0:564 

Youth  Risk  Behavior  Surveillance 
Syitem 
1:75 

0:194-195,220.505,506 
Youth  service;  see  Ccmmunity  service; 
IKsoetioaaiy  time 
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Superintendent  of  DcKunients  Subscriptions  Order  Form 
□  yes  ,  enlcr  my  8ubscription(s)  as  follows: 


*6942 


It's  Easy! 


To  fax  your  orders^  {202}  512-2233 


copies  n(  Adolescent  Health — Volume  I:  SummBty  and  Policy  Options  (204  pages). 


S/N  052-003-01234-1  at  $9.50  each 

copies  of  Adolescent  Health — Volume  U:  Background  and  the  Effectireness  of  Selected 


Prevention  and  Treatment  Services  (772  pages},  S/N  052-003-01235  9  at  $30.(K)  each. 

copies  of  Adolescent  Health — Volume  HI:  Crosscutting  Issues  in  the  Delivery  of  Health  and 


Related  Services  (S04  pages),  S/N  052-003-01236  7  at  $13.00  each 

The  total  cost  of  my  tirdcr  is  $  ,  international  customers  please  add  25%.  Priecs  include  rej^ular  dimieslic 

postage  and  handling  and  arc  subject  to  change. 

Please  Choose  Mefhod  of  PaymenU 

n  Check  Payable  to  the  Superintendent  tif  Documents 
□  (iPO  Deposit  Account   I  I   I  ll  TTI  ~  [I) 


ompany  or  Personal  Name) 


{Please  type  or  print) 


(Additional  addres^/attentton  tine) 


(Street  address) 


<t  ity.State.ZIP  Cixle) 


{Dayiime  pttone  inctudrng  area  code) 


(Purchase  Order  No.) 
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hUy     make  your  fiame/iNidre^^s  aYattahle  lo  oilier  insiilers?  Q 


I  1  VISA  or  MasterCard  Account 

Thank  you  for 


EH  (Cicdit  caidexpif 


xptfafHHi  date) 


vour  order! 
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Mail  To:  New  Orders,  Superintendent  iif  Dcfcutncnls 
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